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Symposium  On  Current  Trends  In  Peripheral  Vascular  Surgery 
Acute  Venous  Occlusion 


Jesse  H.  Meredith,  M.D. 
Winston-Salem 


The  phrase  "acute  venous  occlusion"  im- 
mediately suggests  thrombosis  within  the 
veins  of  the  abdomen,  pelvis,  and  legs.  This 
is  because  occlusions  of  other  types  and  lo- 
cations have  very  little  clinical  significance. 
Thus  I  shall  similarly  limit  this  communica- 
tion, omitting  the  subject  of  chronic  disease. 
Also,  for  clinical  reasons  I  will  classify  oc- 
clusions as  superficial  and  deep  instead  of 
following  some  of  the  older,  more  popular 
classifications. 

Acute  superficial  thrombosis  involves  a 
tender,  inflamed  superficial  vein  (of  the 
saphenous  system),  and  compared  to  its 
brother — deep  venous  thrombosis — is  a 
harmless  phenomenon  without  long-term 
sequelae.  Deep  thrombosis,  on  the  other 
hand,  presents  three  serious  threats :  ( 1 ) 
production  of  emboli,  (2)  gangrene,  and  (3) 
significant  long-term  sequelae.  In  our  man- 
agement of  this  phenomenon  we  must  keep 
these  three  threats  in  mind. 

Diagnosis  of  deep  venous  occlusion  is 
made  by  observation  of  a  swollen  and  some- 
times painful  or  tender  leg.  The  throm- 
bosis always  extends  considerably  proximal 
to  any  swelling,  so  that  swelling  of  the  thigh 
is  caused  by  iliofemoral  venous  occlusion. 

Treatment 

Treatment  should  be  aimed  at  preventing 
emboli,  necrosis  of  the  leg,  and  long  term 
sequelae    (swelling,    ulceration,    etc.).    Two 
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principal  approaches  are  available :  (1)  con- 
tainment of  the  clot  and  (2)  removal  of  the 
clot.  The  rationale  for  containment  of  the 
clot  is  that  acute  intravascular  thrombi  are 
not  static,  but  are  constantly  being  dis- 
solved (lysed)  and  re-formed  on  the  sur- 
face; so  if  new  clots  can  be  prevented  from 
forming,  the  total  mass  of  a  thrombus  will 
spontaneously  diminish.  This  is  a  slow  pro- 
cess, and  often  does  not  occur  before  the  clot 
has  become  organized  and  can  no  longer  be 
lysed.  The  veins  are  then  left  full  of  organ- 
ized clot.  Recannulization  may  occur  some- 
time later,  but  the  fibrous  remnant  involves 
the  valves,  making  them  nonfunctional  and 
causing  the  long-term  (postphlebitis)  syn- 
drome we  know  so  well.  Containment  is  car- 
ried out  by  anticoagulation  with  heparin, 
Dicumarol,  and  more  recently,  dextran.  I 
prefer  heparin  for  this  purpose,  but  will  re- 
frain from  infringing  on  Dr.  Silver's  portion 
of  the  program. 

It  seems  logical,  then,  that  if  the  thrombus 
can  be  removed,  this  might  be  the  most  rea- 
sonable approach.  It  prevents  embolization 
by  removing  the  source  (thrombus),  it  pre- 
vents gangrene  by  restoring  the  circulation, 
and  it  prevents  the  long-term  sequelae  by 
promptly  restoring  venous  function  and  pre- 
serving the  valve  mechanism.  Several  clinics 
around  the  country  have  performed  throm- 
bectomy for  acute  venous  occlusion,  and  re- 
ports of  these  series^-^  have  been  favorable. 
The  obvious  objection  to  surgical  removal 
of  venous  thrombosis  is  the  risk  of  dislodg- 
ing the  clots  and  producing  emboli ;  however, 
experience  has  shown  this  possibility  to  be 
much  less  a  threat  than  originally  thought. 
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since   embolization   from   this   procedure   is 
very  rare. 

Surgical  techniques 

Our  procedure  for  venous  embolectomy  is 
as  follows:  The  involved  leg  and  groin  are 
prepared  and  draped  as  a  sterile  field,  with 
the  leg  encased  in  "stockinette."  With  the 
patient  under  local  anesthesia,  the  common 
femoral  artery  and  the  common,  deep,  sup- 
erficial, and  saphenous  veins  are  exposed 
and  gently  surrounded  by  heavy  sutures.  The 
artery  is  occluded  by  doubly  surrounding  it, 
with  the  suture  pulled  tightly  and  held  by  a 
hemostat.  This  reduces  bleeding  from  the 
opened  vein.  The  vein  is  then  opened  trans- 
versely, and  while  the  patient  performs  the 
Valsalva  maneuver,  the  clot,  which  is  us- 
ually observed,  is  "teased"  out  from  above 
and  below.  With  a  glass  (drinking  tube) 
suction  tip  the  proximal  and  distal  vein  is 
suctioned  free  of  clot,  or  the  clots  are  re- 
moved by  ballooned  catheters.''  Free  bleeding 
should  occur  from  above  when  the  valve,  just 
in  this  area,  is  pushed  open  with  an  instru- 
ment. An  Esmark  bandage  is  applied  to  the 
foot,  leg,  and  thigh  to  remove  clots  from  the 
distal  venous  system.  Often  clots  are  limited 
to  the  vicinity  of  the  venotomy.  The  artery 


is  then  released  in  order  to  "flush"  the  distal 
vein,  following  which  the  venotomy  is  closed 
with  6-0  arterial  suture  and  the  wound 
closed. 

Systemic  heparinization  should  be  carried 
out  during  the  procedure  and  for  four  days 
thereafter.  The  swelling  of  the  leg  is  reduc- 
ed at  the  end  of  the  procedure  and  is  often 
completely  gone  within  24  hours.  Ambu- 
lation should  be  encouraged  from  the  day  of 
operation. 

Summary 

Clinically  significant  acute  venous  occlu- 
sion occurs  principally  in  the  veins  of  the 
abdomen,  pelvis,  and  legs.  It  can  be  treated 
by  anticoagulation  with  heparin,  Dicumarol, 
or  by  surgical  excision  (thrombectomy).  I 
personally  prefer  the  latter  for  reasons 
enunciated. 
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Acute  Arterial  Occlusion 

Joe  W.  Frazer,  Jr.,  M.D.,  F.A.C.S. 
Greensboro 


New  methods  for  the  treatment  of  arterial 
emboli  make  a  discussion  of  the  problem  of 
acute  arterial  occlusion  very  timely. ^'^  A 
new  method  of  treating  embolic  occlusions 
described  by  Fogarty^  is  so  simple  that  it 
can  be  applied  in  severe  cases  with  little 
risk  to  the  patient.  Treatment  of  thrombosis 
is  much  more  difficult  and  must  be  applied 
far  more  selectively.  Thus  the  problem  of 
accurate  diagnosis  prior  to  the  application 
of  proper  therapeutic  methods  is  even  more 
important  now  than  in  past  years.  This  prob- 
lem will  be  the  primary  concern  of  the  fol- 
lowing discussion. 

Diagnosis 

In  the  large  majority  of  patients  the  diag- 


nosis of  acute  arterial  occlusion  is  not  diffi- 
cult. A  relatively  sudden  onset  of  pain,  numb- 
ness, coldness,  and  paresthesia  in  the  affect- 
ed part  are  highly  suggestive  in  themselves. 
If  physical  examination  discloses  pallor,  col- 
lapsed veins,  coldness,  and  absent  pulses,  it 
is  certain  that  acute  occlusion  has  occurred. 
To  differentiate  between  the  two  major 
types  of  occlusion — that  is,  thrombosis  or 
embolism — is  at  time  more  difficult,  yet  the 
two  usually  can  be  distinguished  on  purely 
clinical  findings  (Table  1). 

If  the  onset  of  symptoms  is  instantaneous, 
we  are  more  likely  to  be  dealing  with  an  em- 
bolus ;  yet  embolism  may  produce  mild  symp- 
toms initially,  with  acute  pain  appearing  as 
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Table  1 

Acute  Arterial  Occlusion 

Symptoms 

Signs 

Pain 
Numbness 

Pallor 
Absent  pulse 

Coldness 

Coldness 

Parenthesias 

Collapsed  veins 

the  clot  extends  distally.  The  past  history- 
may  yield  much  vital  information.  A  history 
of  rheumatic  heart  disease,  previous  myocar- 
dial infarction,  or  some  disturbance  in  rhy- 
thm is  strong  evidence  for  embolism.  Of 
equal  importance  is  a  past  history  of  inter- 
mittent claudication,  indicating  underlying 
arteriosclerosis.  While  emboli  may  lodge  in 
diseased  arteries  or  arise  from  the  artery 
itself,  arteriosclerosis  is  more  often  asso- 
ciated with  thrombosis.  Local  trauma,  poly- 
cythemia vera,  and  dehydration  secondary 
to  disease  are  also  associated  with  throm- 
bosis (Table  2). 

Table  2 
Etiology  in  100  Consecutive  Cases 

Embolism  Thrombosis 

Heart  disease                          41  0 

Cancer  of  the  pelvis                  2  0 

Paradoxical                                 1  0 

Arteriosclerosis                            1  32 

Postoperative                             0  8 

Buerger's    disease                      0  4 

Infection                                       0  5 

Miscellaneous                               1  5 

Additional  information  pertinent  to  the 
diagnosis  is  to  be  had  from  the  physical 
examination.  Table  3  indicates  the  preferen- 
tial site  of  occlusion  in  thrombosis  and  em- 
bolism respectively.  Obviously  this  is  a  rela- 
tive matter;  but  it  is  true  that  embolism 


Table  3 

Preferential 

Anatomic  Sites 

Artery 

Embolism 

Thrombosis 

Aorta 

* 

* 

Iliac 

• 

Common  femoral 

* 

Superficial  femoral 

* 

Popliteal 

« 

• 

Subclavian 

« 

Brachial 

■    • 

is  more  common  in  the  terminal  aorta  and 
common  femoral  and  brachial  arteries, 
whereas  thrombosis  commonly  occurs  in  the 
iliac,  superficial  femoral,  and  subclavian  ar- 
teries. When  all  the  foregoing  factors  are 


considered,  an  accurate  clinical  diagnosis  is 
possible  in  the  majority  of  cases. 

If  additional  proof  is  needed,  arterior- 
graphy  may  provide  it.  My  personal  pref- 
erence is  to  omit  arteriograms  in  cases 
thought  to  be  embolic  in  origin.  In  question- 
able cases  and  whenever  thrombosis  is  sus- 
pected, an  arteriogram  is  vital  to  the  choice 
of   therapy. 

Treatment 

Treatment  of  acute  arterial  occlusion  is 
based  on  the  pathophysiologic  findings. 
Symptoms  and  signs  of  acute  arterial  occlu- 
sion are  a  function  of  the  size  of  the  artery, 
the  extent  of  collateral  formation,  the  pres- 
ence of  spasm,  and  the  status  of  the  gen- 
eral circulation.  The  complete  occlusion  of 
a  main  artery  immediately  stops  blood  flow. 
Above  and  below  the  obstruction  is  a  rela- 
tively static  column  of  blood.  The  length 
of  the  column  is  governed  by  the  presence 
of  collaterals — that  is,  at  the  first  good  col- 
lateral, flow  will  be  possible.  It  is  in  the 
area  of  stasis  that  clotting  occurs.  As  the 
clot  extends,  additional  collaterals  are  oc- 
cluded, resulting  in  more  ischemia.  Asso- 
ciated spasm  aggravates  this  phenomenon. 
Prevention  of  propagating  thrombus  at  and 
below  the  initial  obstruction  is  a  vital  part 
of  therapy.  Immediate  anticoagulation  with 
heparin  should  be  instituted  and  maintained. 

The  second  phase  of  treatment  is  the 
restoration  of  flow  by  removal  of  the  ob- 
struction. This  measure  may  be  necessary 
immediately  or  it  may  be  delayed.  This  de- 
cision is  of  the  utmost  importance  in  treat- 
ing acute  occlusions. 

In  general,  I  feel  that  all  peripheral  em- 
boli should  be  removed  when  diagnosed.  The 
method  of  choice  is  that  described  by  Fog- 
arty.  Of  all  the  recent  advances  in  cardio- 
vascular surgery,  the  balloon  catheter  is  the 
most  useful.  It  is  usually  successful  when 
properly  applied.  Emboli  as  well  as  propa- 
gated clots  can  be  readily  extracted  under 
local  anesthesia  with  little  damage  to  the 
artery  and  no  harm  to  the  patient.  The 
only  exception  might  be  the  embolus  that  has 
been  present  for  many  hours,  in  which  case 
irreversible  ischemic  changes  have  already 
appeared.  For  years  various  authors  have 
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tried  to  establish  time  limits  after  acute 
occlusion  which  would  preclude  operation, 
but  it  is  the  viability  of  the  limb  that  deter- 
mines operability.  The  time  to  operate  on 
peripheral  emboli  is  as  soon  as  the  diagnosis 
is  established,  provided  frank  Kangrene 
and  rigor  mortis  have  not  appeared. 

Thrombosis  and  embolism  present  entirely 
different  pictures  from  the  surgeon's  point 
of  view.  The  Fogarty  catheter  is  useful  in 
extracting  a  propagated  clot  distal  to  a 
thrombosis,  but  is  of  little  value  in  perman- 
ently removing  the  clot  itself.  Embolism  is 
more  often  associated  with  relatively  normal 
arteries,  whereas  thrombosis  is  usually 
found  in  diseased  or  damaged  vessels  that 
must  themselves  be  treated  in  order  to  re- 
establish flow.  Much  the  same  indications 
and  methods  advocated  for  chronic  vascular 
occlusive  disease  apply  to  thrombosis.  The 
patient  presenting  with  severe  ischemia  but 
a  viable  extremity  that  responds  to  heparin 
can  usually  await  definitive  treatment  long 
enough  for  the  surgeon  to  evaluate  his  prob- 
lem. This  is  very  important  in  view  of  the 
magnitude  of  many  of  the  surgical  proce- 
dures that  may  be  required. 

Severe  ischemia  progressing  toward  gan- 
grene warrants  surgery  unless  the  general 
condition  prohibits  it.  Severe  but  nonpro- 
gressive ischemia  in  very  poor  risk  patients 
requires  anticoagulation  therapy  and  ob- 
servation, in  the  hope  of  avoiding  surgery. 
Severe  ischemia  in  good  risk  patients,  par- 
ticularly the  younger  ones,  should  be  treated 
by  corrective  surgery  as  soon  as  is  reason- 
able. Indications  for  surgery  in  mild  to  mod- 
erate degrees  of  ischemia  are  matters  for 
individual  judgment  based  on  the  patient's 
age,  general  physical  condition,  need  for 
physical  activity,  and  the  chance  of  obtaining 
a  good  result. 

Choice  of  operative  procedures  includes 
all  the  techniques  of  vascular  surgery  which 
are  discussed  in  this  symposium.  My  own 
preference  is  for  endarterectomy,  with  ven- 
ous patch  grafts  as  needed  for  shorter  seg- 
ments. Saphenous  vein  by-pass  grafts  are 
chosen  for  the  more  extensive  lesions.  A  third 
choice  is  the  Dacron  prothesis.  We  prefer  to 
limit  its  use  to  areas  above  the  inguinal  liga- 
ment. 


The  final  phase  of  therapy  concerns  the 
prevention  of  recurrence.  Any  patient  who 
suffers  from  an  arterial  embolus  is  a  candi- 
date for  permanent  anticoagulation  therapy. 
In  rheumatic  disease,  correction  of  the  val- 
vular lesion  with  atrial  appendectomy  has 
been  used  as  a  reason  for  discontinuing  this 
medication.  I  feel  strongly  that  it  should  be 
maintained.  Certainly  embolization  from  a 
mural  thrombus  is  absolute  indication  for 
permanent  anticoagulation.  Problems  of 
thrombosis  do  not  require  anticoagulation 
beyond  the  brief  postoperative  period  ex- 
cept in  those  cases  associated  with  "vascu- 
litis" in  which  we  fear  thrombosis  at  other 
sites  in  the  arterial  tree. 

Personal  Experience 

Since  the  Fogarty  catheter  became  avail- 
able to  me  in  late  1963,  we  have  had  occasion 
to  use  it  in  treating  16  patients  with  ar- 
terial emboli.  In  all  but  one,  normal  flow  was 
established  in  the  large  vessels,  but  per- 
fusion was  inadequate  and  thrombosis  oc- 
curred. There  have  been  thi'ee  cardiac  deaths 
following  embolectomy,  including  the  case 
just  mentioned.  In  addition,  the  balloon 
catheter  has  made  the  handling  of  other 
peripheral  vascular  problems  easier.  We 
have  had  occasion  to  remove  distal  throm- 
bi after  proximal  occlusion ;  to  extract  fresh 
distal  clots  after  crossclamping  iliac  arter- 
ies ;  to  remove  propagated  thrombi  in  trau- 
matic cases ;  and  finally  to  dilate  very  small 
vessels  prior  to  anastomosis.  The  Fogarty 
catheter  is  available  in  our  operating  room 
in  every  cardiovascular  case. 

Our  personal  experience  with  acute  throm- 
bosis is  more  difficult  to  evaluate.  Our  pol- 
icy is  to  apply  corrective  surgery  in  the 
same  manner  that  we  would  use  in  dealing 
with  chronic  occlusive  problems.  Attempts 
simply  to  remove  the  thrombus  are  fraught 
with  failure ;  the  fundamental  cause  of 
thrombosis  must  be  corrected  if  cure  is  to 
be  achieved.  The  specific  methods  and  re- 
sults are  discussed  elsewhere  in  this  sym- 
posium. 

Summary 

A  discussion  of  problems  in  the  diagnosis 
and  treatment  of  acute  arterial  occlusion  is 
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presented.  The  Fogarty  method  of  treat- 
ing emboli  is  emphasized.  My  personal  ex- 
perience with  this  method  is  recounted. 
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Penetrating  Vascular  Injuries 

Horace  G.  Moore,  Jr.,  M.D. 
Wilmington 


Until  recently  there  was  a  popular  miscon- 
ception that  few  patients  with  penetrating 
arterial  injuries  survive  to  reach  surgical 
care.  We  now  know  that  survival  depends 
upon  many  factors,  including  the  nature  and 
extent  of  the  wound,  the  ability  of  the  sur- 
rounding tissues  to  induce  the  stoppage  of 
bleeding,  and  the  availability  of  blood  re- 
placement. 

Penetrating  arterial  injuries  fall  generally 
into  two  categories:  (1)  incised  wounds, 
and  (2)  wounds  caused  by  missiles. 

The  management  of  incised  arterial 
wounds  is  simple  and  straightforward.  If 
the  wound  is  transverse  or  oblique,  simple 
suture  will  usually  suffice.  If  transection  is 
complete,  end-to-end  anastomosis  is  indi- 
cated. In  these  instances  there  is  usually 
no  loss  of  vessel.  If  the  laceration  happens 
to  run  longitudinally,  simple  suture  will 
cause  narrowing  of  the  lumen.  In  order  to 
prevent  loss  of  diameter,  closure  must  be  ef- 
fected with  a  patch  graft,  or  the  injured 
segment  must  be  resected  and  repaired  by 
anastomosis  or  replacement  with  a  graft. 

Unfortunately  the  situation  is  not  so 
simple  in  the  management  of  arterial  wounds 
caused  by  missiles. 

In  May,  1952,  I  explored  the  abdomen  of  a  14- 
year-old  girl  approximately  six  hours  after  she  had 
shot  herself  with  a  .22  caliber  rifle.  In  addition  to  mul- 
tiple visceral  injuries,  there  were  two  eccentrically 
located  holes  measuring  0.4  cm  in  the  right  side  of 
the  abdominal  aorta.  The  two  holes  were  separated 
by  a  thin  bridge  of  aortic  tissue,  and  the  margins  of 
the  defects  were  finely  ragged.  The  bridge  of  tissue 
and  the  ragged  protrusions  were  debrided,  thus  con- 
verting the  smaller  defects  into  a  single  lesion  1  cm 


in  diameter.  This  defect  was  then  closed  transverse- 
ly and  good  hemostasis  was  immediately  established. 
On  the  twenty-second  postoperative  day  the  patient 
began  to  pass  bloody  material  by  rectum,  and  on 
the  twenty-fourth  day  she  went  into  shock  and  died 
during  surgical  re-exploration.  A  complete  protocol 
of  this  case  has  previously  been  reported. i 

It  is  unfortunate  that  the  initial  success 
in  the  management  of  this  patient  should 
turn  to  ultimate  failure.  There  obviously 
were  technical  inadequacies  which  needed 
elucidation,  and  it  was  this  consideration 
that  stimulated  my  colleagues  and  me  to 
study  gunshot  wounds  of  arteries  experi- 
mentally. The  result  of  our  work  has  been 
reported  in  detail. i-  ^  Some  of  its  more  sig- 
nificant features  will  be  reviewed  in  this 
paper. 

We  set  out  to  answer  the  following  ques- 
tions: (1)  What  is  the  nature  and  extent  of 
gunshot  wounds  of  arteries?  (2)  How  much 
debridement  is  necessary?  (3)  What  is  the 
best  method  of  reconstruction? 

Nature  and  Extent  of  Injuries 
Anesthetized  adult  mongrel  dogs  were 
used  in  this  study.  Because  of  vessel  size,  only 
the  thoracic  or  abdominal  aorta  was  shot. 
Three  types  of  missiles  were  evaluated  as 
shown  in  Table  1. 

Table  1 
Specifications  of  Missiles 

Weight  Muzzle  Kinetic 

(grams)  velocity  energy 

CaUber  (ft/sec)        (E— l/2mv3) 

.177                     .67  180-500  1.62  X  10* 

.22  short              1.93  1125  122  X  10^ 


.22  long  rifle  2.67 


1335 


231  X  104 
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Fig.  1.  Photograph  of  a  normotensive  thoracic  aorta 
shot  with  a  .22  short-rifle  when  exposed  to  air.  (A)  Ex- 
ternal, and  (B)  internal  view.  There  is  extensive  com- 
munication, and  the  intimal  damage  is  more  extensive. 
(From  Moore  et  al.-) 

It  is  seen  that  the  range  of  energy  is 
great — that  is,  the  .22  caliber  long-rifle 
missile  has  about  143  times  the  energy  of  the 
.177  caliber  missile. 

We  were  initially  puzzled  and  discouraged 
when  we  tiied  to  reproduce  a  clinical  type 
of  injury.  Figure  1  shows  a  normotensive 
thoracic  aorta  exposed  to  air  and  shot  with 
a  .22  short-rifle  missile.  The  comminut- 
ed injury  was  out  of  all  proportion  to  the 
clinical  injury  previously  described.  The  16 
dogs  in  this  group  were  shot  with  either  a 
.177  or  .22  caliber  short-rifle  missile.  All  in- 
juries were  comparable  to  that  shown  in 
Figure  1.  An  important  feature  to  be  noted 
is  that  the  intimal  damage  was  more  exten- 
sive than  that  viewed  from  the  adventitial 
side  of  the  artery. 

Further  frustration  was  encountered  in  at- 
tempts   to    I'eproduce    clinical    injuries    by 


Fig.  2.  Photograph  of  a  normotensive  thoracic  aorta 
injured  with  a  .22  short  missile  in  an  intact  animal.  (A) 
External,  and  (B)  internal  view.  (From  Moore  et 
al.i) 

shooting  the  aorta  in  the  intact  anesthetized 
animal.  Finally  two  aortas  were  hit  out  of 
five  tries,  and  one  of  these  is  shown  in 
Figure  2.  The  extent  of  the  injury  was  less 
than  incurred  when  the  vessel  was  exposed 
to  air  and  shot,  and  was  closely  comparable 
to  the  clinical  injury.  It  should  also  be  noted 
that  the  extent  of  intimal  damage  was 
greater  than  that  of  the  externally  observed 
wound. 

It  occurred  to  one  of  us  that  clinical  in- 
juries might  be  obtained  by  shooting  the  ex- 
posed vessel  under  a  shallow  layer  of  normal 
saline.  This  seemed  to  be  a  reasonable  ex- 
pedient, since  the  surrounding  tissues  ap- 
parently play  some  role  in  determining  the 
extent  of  injury,  and  since  the  density  of 
normal  saline  approximates  that  of  body 
tissue.  Sixteen  aortas  were  covered  with  a 
shallow  layer  of  saline  and  shot.  Figure  3 
shows  one  of  the  typical  injuries  in  this 
group.  The  injuries  here  simulate  clinical 
injuries.  Again  it  should  be  noted  that  the 


July,  1966 


PENETRATING  VASCULAR  INJURIES— MOORE 


3^ 


M  M 

Fig.  3.  Photograph  of  a  normotensive  thoracic  aorta 
shot  with  a  .22  long  rifle  missile  while  covered  with  a 
shallow  layer  of  saline.  (A)  External,  and  (B)  internal 
view.  (Taken  from  Moore  et  al.') 

gross  intimal  damage  exceeds  that  observed 
externally. 

Harvey  and  others^"^  have  shown,  in  an  in- 
genious group  of  experiments,  that  tissue 
damage  in  high-velocity  missile  v^'ounding 
is  the  result  of  tissue  displacement  by  the 
cavity  which  follows  in  the  wake  of  the 
missile.  No  tissue  damage  is  caused  by  the 
shock  wave  (Fig.  4).  With  reference  to 
missile  injuries  to  blood  vessels,  the  result- 
ant damage  is  directly  related  to  displace- 
ment of  the  wall  beyond  the  tensile  tolerance 


(Trovels  with  speed 
of  sound) 


Fig.  5.  Diagram  showing  unopposed  displacement  of 
vessel  wall  by  cavity  and  transmitted  energy  when 
vessel  is  exposed  to  air.  (Taken  from  Moore  et  al.i) 


saline  or  tissue      ^ 

i-t-^ 


saline  or  tissue 


Fig.  4.  Diagrammatic  representation  of  "shock 
wave"  (unimportant  in  blood  vessel  injury).  (From 
Moore  et  al.i) 


Fig.  6.  Diagram  showing  opposite  pressures  on  the 
two  sides  of  vessel  wall  when  exposed  to  saline  or  tis- 
sue at  time  of  injury.  Pressures  cancel  each  other  and 
minimize  displacement  of  wall.   (From  Moore  et  al.^) 

of  the  wall.  This  displacement  is  caused  by 
the  temporary  cavity  following  in  the  wake 
of  the  missile,  in  addition  to  the  projection 
area  of  the  missile.  In  the  instance  of  vessels 
wounded  while  exposed  to  air,  the  damage 
was  extensive  because  there  was  no  balanc- 
ing of  pressures  on  the  two  sides  of  the  ves- 
sel wall  (Fig.  5).  When  the  vessel  was  ex- 
posed to  tissue  or  saline,  the  pressures  of 
the  temporary  cavity  balanced  each  other 
on  the  inside  and  outside  of  the  walls,  caus- 
ing minimal  displacement  (Fig.  6).  The  lat- 
ter consideration  explains  the  less  extensive 
clinical  injury  observed  in  the  intact  animal 
or  when  the  artery  was  covered  with  normal 
saline.  It  is  also  because  of  this  cancellation 
of  opposing  pressures  that  little  difference 
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Fig.  7.  Photograph  of  hypertensive  (B.  P.  200/130) 
thoracic  aorta  shot  with  .22  short  missile  under  saline. 
(A)  External,  and  (B)  internal  view.  (Taken  from 
Moore  et  al.') 

was  noted  between  wounds  due  to  the  .22 
short  and  .22  long  rifle  missiles. 

In  order  to  test  this  hypothesis  of  the 
mechanism  of  wounding,  four  dogs  were 
made  hypertensive  by  an  infusion  of  nor- 
epinephrine at  the  time  of  shooting  the  aorta 
under  saline.  Figure  7  shows  an  example 
of  the  more  extensive  wounds  seen  in  this 
group.  Because  of  hypertension,  the  vessel 
walls  were  already  displaced  somewhat  and 
had  less  residual  tensile  tolerance  than  their 
normotensive  counterparts.  Again  intimal 
damage  was  greater  than  the  apparent  ex- 
ternal damage. 

Debridement 
Most  of  the  arterial  wounds  in  this  study 
were  evaluated  microscopically.  It  was  con- 
sistently observed  that  microscopic  fragmen- 
tation e.xtended  no  farther  than  3  mm  be- 
yond the  gross  internal  damage,  regardless 
of  which  of  the  three  missiles  was  used. 
Therefore,  debridement  must  extend  in  all 
directions  at  least  this  far  beyond  the  gross 


Fig.  8.  Photomicrograph  of  aortic  repair  of  patient. 
Note  extensive  fragmentation.  Intimal  side  is  up.  Hema- 
toxylin and  eosin  stain.  X  23.  (Taken  from  Moore  et  al.^) 

internal  defect  if  sutures  can  be  expected 
to  hold.  Figure  8  shows  the  margin  of  the 
sutured  defect  in  the  patient  described  ear- 
lier. Obviously  debridement  was  inadequate. 

Reconstruction 

In  the  instance  of  eccentrically  located 
arterial  wounds,  it  is  tempting  to  debride 
an  adequate  wedge  of  the  vessel  wall  and  re- 
construct continuity  by  a  partial  transverse 
suture  line.  This  method  invariably  leads  to 
angulation  of  the  artery  and  resultant  dis- 
tortion of  flow.  Thrombosis  may  occur  as  a 
result  of  the  disturbed  flow  pattern,  an  ex- 
ample of  which  is  seen  in  Figure  9. 

We  found  the  most  satisfactory  type  of  re- 
pair in  all  respects  is  segmental  resection 
and  anastomosis  such  as  that  seen  in  Figure 


Fig.  9.  Photograph  of  thoracic  aorta  from  dog  dying 
16  days  after  wedge  debridement  and  transverse  repair. 
Note  sacculation  and  resultant  thrombus  arising  from 
surture  line.   (Taken  from  Moore  et  al.') 
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Fig.  10.  Photograph  of  repair  of  thoracic  aorta  shot 
with  .22  short  missile  under  saline.  Debridement  was  by 
segmental  resection.  Removed  on  153rd  day  and  in- 
flated to  120  mm.  of  mercury  with  air.  (Taken  from 
Moore  et  al.i) 

10.  An  additional  advantage  of  this  method 
is  that  the  average  occlusion  time  vi^as  4  1/2 
minutes  less  than  that  associated  vi^ith  wedge 
excision  and  closure. 

Disctission 

Immediate  exsanguination  is  not  an  in- 
variable consequence  of  perforating  injuries 
of  major  arteries.  There  are  many  reported 
instances  of  survival  to  surgical  treatment 
of  such  injuries  in  both  the  civilian  and 
military  literature.  Witness  the  frequency 
with  which  the  patient  with  a  ruptured 
aneurysm  of  the  abdominal  aorta  may  bleed 
for  12  to  48  hours  and  still  be  salvagable. 

Fortunately  the  nature  and  extent  of  clin- 
ical arterial  gunshot  wounds  caused  by  the 
missiles  studied  in  this  work  are  amenable 
to  surgical  repair.  The  degree  of  arterial 
damage  depends  on  the  extent  to  which  dis- 
placement of  the  vessel  wall  exceeds  the 
tensile  tolerance  of  the  tissue.  Hypertensive 
or  arteriosclerotic  arteries  will  suffer  more 
extensive  damage  than  will  normotensive 
non-sclerotic  vessels. 

In  the  range  of  missiles  studied  in  this 
work,  adequate  debridement  may  be  achiev- 
ed by  removing  at  least  3  mm  of  artery  be- 
yond the  gross  intimal  wound  margin.  This 
may  readily  be  determined  by  retracting 
the  edges  with  a  nerve  hook  and  inspecting 
the  intima.  Rapid  hemostasis  may  be  achiev- 
ed without  occlusion  of  flow  by  finger  pres- 
sure over  the  defects  while  the  artery  is 
being  freed.   Then  arterial  clamps  may  be 


applied,  and  resection  with  anastomosis  or 
implantation  of  a  graft  or  prosthesis  may  be 
rapidly  performed.  In  the  case  of  injury 
to  the  abdominal  aorta,  it  is  important  to 
cover  the  repaired  defect  with  peritoneum 
as  a  protection  against  formation  of  an 
aortoenteric  fistula. 

Conclusions 

1.  Many  patients  with  penetrating  ar- 
terial injuries  do  reach  surgical  care  in 
time  to  be  helped. 

2.  Incised  wounds  may  be  repaired  with 
either  transverse  closure,  anastomosis,  or 
longitudinal  closure  with  a  patch. 

3.  The  defects  produced  by  missile  in- 
juries to  arteries  depend  upon:  (a)  the  pro- 
jection area  of  the  missile,  and  (b)  the 
degree  to  which  the  displacement  of  the 
wall  exceeds  the  tensile  tolerance  of  the  tis- 
sue. 

4.  Gross  intimal  damage  always  exceeds 
apparent  external   damage. 

5.  Microscopic  fragmentation  usually  ex- 
tends no  farther  than  3  mm  beyond  the  gross 
intimal  defect. 

6.  Transverse  closure  after  partial  cir- 
cumferential excision  of  the  wall  results  in 
angulation  of  the  vessel,  sometimes  causing 
thrombosis  at  the  site  of  repair. 

7.  The  optimal  type  of  debridement  and 
repair  is  resection  of  the  injured  segment  at 
least  3  mm  beyond  the  gross  intimal  defect, 
followed  by  anastomosis  or  graft  replace- 
ment. 
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Femoropopliteal  Obstruction 

Stewart  M.  Scott,  M.D. 
Oteen 


Obstructive  arterial  lesions  of  the  lower 
extremity  continue  to  challenge  the  sur- 
geon's judgment  and  technical  ability.  Early 
enthusiasm  for  direct  arterial  reconstruction 
in  this  area  has  been  tempered  by  the  high 
incidence  of  failure  in  small-vessel  surgery. 
Failures  result  not  only  from  technical  limi- 
tations, but  also  from  the  diffuse  and  pro- 
gressive nature  of  the  disease  so  frequently 
encountered.  Fortunately,  better  selection  of 
patients,  greater  understanding  of  the  na- 
tural history  of  atherosclerosis  and  improve- 
ment in  surgical  techniques  provide  a  basis 
for  optimism. 

Femoropopliteal  occlusive  disease  causes 
gangrene,  rest  pain,  and  claudication.  Gan- 
grene and  rest  pain  indicate  severe  is- 
chemia, and  treatment  is  nearly  always  sur- 
gical. Claudication,  if  not  severe,  may  re- 
quire only  conservative,  non-surgical  man- 
agement. 

Selection  of  Patients 

No  evaluation  of  peripheral  vascular  dis- 
ease is  complete  without  arteriography.  This 
is  a  procedure  of  minimal  risk  and  discom- 
fort. Although  the  specific  technique  em- 
ployed will  be  the  one  most  readily  adapted 
to  available  equipment,  multiple  serial  x-ray 
exposures  of  both  lower  extremities  should 
be  obtained,  spanning  an  area  from  the  ab- 
dominal aortic  bifurcation  to  the  popliteal 
trifurcation.'  Visualization  and  evaluation 
of  the  arterial  inflow  as  well  as  outflow 
are  essential.  Since  arterial  flow  varies  con- 
siderably, not  only  are  multiple  exposures 
usually  necessary,  but  some  method  of  tim- 
ing and  determination  of  flow  rate  is  help- 
ful. Should  initial  films  fail  to  show  the 
distal  circulation,  the  arteriogram  can  be 
repeated  with  proper  adjustment  of  the 
exposure  times. 

A  patient's  major  difficulty  may  be  in 
the  very  small  peripheral  arteries.  More  spe- 
cialized radiographic  techniques  are  needed 


to  demonstrate  these  abnormalities.  With 
the  aid  of  radioisotopes  (Fig.  1),  circula- 
tion time  to  the  area  of  investigation  can 
be  accurately  determined  and  x-ray  exposure 


From   the    Cardiovascular   Surgical   Section,    Veterans   Ad- 
ministration   Hospital,    oteen,    North    Carolina. 


Fig.  1.  Circulation  time  to  the  foot  determined  by  in- 
jecting RISA  (i^'I)  through  the  angiographic  needle 
prior  to  an  injection  of  contrast  medium.  A  1-inch 
probe  is  placed  over  the  posterior  tibial  artery,  and 
the  time  delay  required  between  injection  and  x-ray 
exposure  is  thus  determined. 

time  planned.  Radiographic  magnification^ 
has  been  helpful  in  visualizing  these  finer 
vesels.  Small  focal-point  x-ray  tubes  should 
be  used  to  avoid  distortion.  Digital  arteries 
as  small  as  0.3  mm  can  be  seen  clearly  by  this 
technique. 

While  a  careful  examination  of  the  ex- 
tremity and  arteriography  may  be  quite  ade- 
quate for  diagnosis,  other  procedures  are  val- 
uable in  determining  the  extent  of  disease  as 
well  as  demonstrating  the  effects  of  treat- 
ment. Such  procedures  include  the  record- 
ing of  skin  temperature,  oscillometry,  ergo- 
metry,  plethysmography,  sweating  tests, 
skin  conductivity,  and  radio-sodium  clear- 
ance tests.  A  peripheral  vascular  laboratory 
complete  with  a  constant  temperature  room 
and  equipment  for  these  studies  is  certainly 
ideal,  but  the  lack  of  these  facilities  does  not 
preclude  good  surgical  management. 
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Figure   2 
A    (left).    Preoperative    angiogram    showing    occlusion   of  the   superficial  femoral   artery. 
B    (center).    Postoperative    angiogram   showing   proximal  anastomosis  of  saphenous  vein  to  femoral  artery. 
Two  valves  can  be  seen  in  the  reversed  segment  of  the  vein. 
C    (right).    Postoperative    angiogram    showing    distal   anastomosis   of   saphenous   vein   to   popliteal   artery. 


Treatment 
Sympathectomy 

Lumbar  sympathetic  denervation  will  pre- 
vent vasoconstriction  in  the  skin  and  digits 
of  the  lower  extremities.  It  will  not  aug- 
ment muscle  blood  flow  and  will  not,  there- 
fore, relieve  claudication.  Furthermore,  it  is 
unlikely  that  sympathectomy  significantly 
aids  in  the  development  of  collateral  circu- 
lation.' These  observations  do  not  detract 
from  the  value  of  sympathectomy  used  alone 
or  in  combination  with  arterial  reconstruc- 
tion. By  preserving  the  skin  with  the  aid 
of  sympathectomy,  gangrene  and  amputa- 
tion may  be  averted  and  time  gained  for 
development  of  collaterals  by  natural  stim- 
uli. 
Arterial  reconstructioyi 

The  autogenous  vein  was  the  initial  graft 
used   for   arterial   reconstruction.^    Its   lack 


of  wide  acceptance  was  due  to  the  limited 
experience  and  poor  results  associated  with 
early  vascular  surgery.  Homografts  and  syn- 
thetic prostheses  led  to  wider  use  of  peri- 
pheral vascular  surgery  and  provided  the 
needed  experience.  Now  after  many  clinical 
and  experimental  trials  of  the  various  pros- 
theses, the  saphenous  vein  (Fig.  2)  has  re- 
gained its  status  as  the  best  graft  for  small 
artery  surgery. 

One  of  the  original  disadvantages  of  the 
vein  graft  remains.  Most  surgeons  find  that 
approximately  20%  of  patients  lack  a  suit- 
able vein  for  grafting — that  is,  one  of  suffi- 
cient length  and  caliber  (5  mm  or  more  in 
its  smallest  diameter) . 

Because  the  saphenous  vein  contains 
valves,  it  is  necessary  to  reverse  the  ex- 
cised vein  to  accommodate  the  arterial  flow. 
This   places   the   smallest   diameter   of  the 
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vein  in  the  proximal  anastomosis.  To  avoid 
this  situation  and  to  limit  the  venous  dis- 
section and  trauma,  in  situ  vein  grafts  have 
been  recommended. '  Only  enough  of  the 
proximal  and  distal  vein  are  dissected  free 
to  allov^'  approximation  and  anastomosis  to 
the  artery.  The  valves  are  rendered  incom- 
petent by  intraluminal  rupture.  Communi- 
cating veins  are  detected  by  arteriography 
and  ligated  to  prevent  the  formation  of  ar- 
teriovenous fistulas.  This  procedure  prob- 
ably deserves  further  evaluation. 

Endarterectomy  is  particularly  suited  for 
the  short  .segmental  occlusion.  To  prevent 
surgical  stenosis,  the  lumen  may  be  enlarged 
by  a  patch  graft.  Again  autogenous  vein 
makes  the  most  satisfactory  graft,  although 
synthetic  grafts  and  fascia  have  been  used. 
One  should  be  cautioned  against  using  thin- 
walled,  visceral  veins  for  this  purpose.  Peri- 
pheral veins,  and  particularly  the  saphen- 
ous, are  thick-v^^alled  and  capable  of  with- 
standing arterial  pressures.  Results  of  en- 
darterectomy and  venous  patch  tend  to  be 
somewhat  less  successful  than  the  venous 
bypass.  This  is  probably  because  the  seg- 
mental occlusion  is  not  always  as  well  local- 
ized as  anticipated. 

Regardless  of  the  graft  or  procedure  em- 
ployed, there  should  be  good  pressure  and 
flow  into  the  area  of  reconstruction.  If  mul- 
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Fig.  3.  Results  of  15  saphenous  vein  bypass  grafts 
showing  three  early  failures,  two  of  which  were  due 
to  technique  and  one  the  result  of  an  inadequate  vein. 
Two  patients  are  lost  to  follow-up,  and  there  have  been 
three   late   occlusions. 

tiple  obstructive  lesions  are  present,  relief 
of  the  most  proximal  occlusion  may  be  effec- 
tive. 

During  surgery,  systemic  heparin,  1  mg.  ' 
kg.,  is  sometimes  helpful,  especially  if  there 
have  been  previous  episodes  of  acute  or  sud- 
den thrombosis.  Occasionally,  because  of 
technical  difficulties  or  because  of  poor  ar- 
terial flow,  intravascular  clotting  may  be  a 
problem.  Operative  angiography  can  demon- 


Figure  4  ' 

A  (left).  Ischemic  ulceration  of  foot  prior  to  saphenous  vein  bypass. 

B    (center).   Healing  of   ischemic   ulcer   following   successful  saphenous  vein  bypass  graft. 
C    (right).   Recurrent   gangrene  of  toes   incident   to   thrombosis   of   vein   bypass   graft   18   months   after  op- 
eration. Note  complete  healing  of  dorsum  of  foot. 
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Fig.   5.    (Same  patient  as  represented   in  Figure  4). 

A   (left).  Preoperative  angiogram  of  patient  with  iscliemic  ulceration  of  the  dorsum  of  the  foot,  showin 
complete   occlusion   of   the   superficial   femoral   artery. 
B    (right).    Angiogram    of    long    saphenous    vein    bypass  graft  in  same  patient. 

strate  an  anastomotic  (defect.   Such  defects 
should  be  corrected  as  soon  as  detected.  The 


Fogarty  Balloon  Catheter  is  useful  for  re- 
moving propagated  clot.^ 


The  immediate  results  of  arterial  recon- 
struction will  be  successful  in  80%  to  90% 
of  the  patients  with  saphenous  vein  grafts 
(Fig.  3)    and  somewhat  less  so  when  en- 
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darterectomy  or  Dacron  grafts  are  used. 
Progression  of  atherosclerosis  in  the  legs  as 
well  as  in  the  heart  and  brain  can  be  anti- 
cipated. In  fact  atherosclerotic  plaques  have 
been  seen  in  the  pseudo-intima  of  a  Dacron 
graft^  and  in  the  walls  of  vein  grafts.*  The 
fact  that  arteriosclerosis  is  a  generalized 
and  progressive  disease  should  not  discour- 
age consideration  of  active  surgical  inter- 
vention. The  healing  of  ischemic  ulcers  and 
gangrene  is  dramatic  when  surgery  is  suc- 
cessful (Fig.  4),  and  six  months  or  six  years 
of  relief  from  pain  is  certainly  worthwhile. 

Comment 
Even  though  the  autogenous  saphenous 
vein  has  contributed  much  to  the  improve- 
ment of  small  vessel  surgery,  it  is  inconven- 
ient and  sometimes  difficult  to  use.  It  is 
not  surprising,  therefore,  that  the  search 
continues  for  a  better  arterial  substitute. 
Homografts  have  been  disappointing,  result- 
ing in  a  high  incidence  of  late  thrombosis 
and  aneurysm  formation.  Heterografts  are 
subject  to  the  same  disadvantages.  A  syn- 
thetic  graft  is   the   logical   goal.   The   ideal 


prosthesis  may  eventually  be  conceived 
through  a  better  understanding  of  the  basic 
problem  of  intravascular  thrombosis. 
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Adjuncts  to  the  Surgical  Treatment  of 
Peripheral  Vascular  Disease 

A  Review  and  a  Preliminary  Report  on  Urokinase 
Donald  Silver,  M.D. 
Durham 


Even  though  the  vascular  surgeon  has  be- 
come skillful  in  the  operative  management 
of  occlusions  in  large  and  small  vessels,  he  is 
still  frequently  confronted  with  the  need  for 
adjuncts  to  maintain  vessel  patency  and 
blood  flow.  Furthermore,  he  not  infrequent- 
ly finds  himself  managing  vascular  occlu- 
sions by  non-operative  means  in  patients  on 
whom,  for  various  reasons,  surgery  is  not 
indicated.  Although  this  report  will  review 
experiences  with  some  of  the  medical  ad- 
juncts for  establishing  and  maintaining  ves- 


From  the  Department  of  Surgery,  Duke  University  Med- 
ical   Center,    Durham,    North    Carolina. 

This  study  was  supported  in  part  by  USPHS  Grant 
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sel  patency,  it  must  be  emphasized  that  at 
present  patency  of  major  vessels  is  best  re- 
established by  surgical  means:  adjuncts 
may  or  may  not  be  needed  to  maintain  the 
patency. 

A  multitude  of  chemical  agents  have  been 
proposed  to  inhibit  clotting  or  to  lyse  clots. 
The  majority  have  little  or  no  therapeutic 
effect.  The  best  agents  available  for  pre- 
venting thrombosis  and  maintaining  the 
fluidity  of  the  blood  are  heparin  and  the 
dextrans ;  the  best  available  agent  for  ly- 
sing  thrombi  is  Thrombolysin*,  a  plasmin 
preparation.   Experience  with  these  agents 

*Merck,  Sharp  &  Dohme  Laboratories. 
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will  be  reviewed  and  preliminary  experience 
with  urokinase,  a  new  potent  plasminogen 
activator,  will  be  presented. 

Heparin 

Heparin  is  the  most  potent  and  reliable 
anticoagulant  drug  available  today.  It  was 
discovered  in  the  dog's  liver  in  1916^  and 
subsequently  was  found  to  be  a  mucopoly- 
saccharide having  a  molecular  weight  of  ap- 
proximately 16,500.  It  originates  in  the  mast 
cells  and  is  widely  distributed  throughout 
the  body  tissues.  Because  of  its  sulfaminic 
linkage  (a  sulfate  group  bound  to  an  amino 
group),  heparin  has  a  strong  negative  elec- 
tric charge  which  causes  it  to  interfere  with 
almost  any  reaction  in  which  proteins  are  in- 
volved. Investigations^'  ^  have  shown  that  it 
possesses  antithrombotic,  antiprothrombic, 
and  antithromboplastic  effects.  It  also  has 
a  lipemic  clearing  effect  and  will  inhibit 
the  release  of  serotonin.  Heparin  is  mainly 
metabolized  in  the  liver;  however,  about 
20  7f  to  25%  of  injected  heparin  is  excreted 
via  the  urine. 

I  use  heparin  routinely  to  prevent  throm- 
bosis or  rethrombosis  during  and  after  vas- 
cular surgery,  and  also  to  prevent  the  exten- 
sion of  thrombosis  in  patients  who  have  not 
been  operated  upon. 

1.   Use  during  vascular  surgery 

Heparin  is  administered  intravenously  by 
the  anesthesiologist  during  most  vascular 
operations  after  the  appropriate  vessels  have 
been  isolated,  but  at  least  one  minute  be- 
fore they  are  clamped.  The  usual  dose  for 
the  average  adult  is  50  mg  given  intraven- 
ously. Special  efforts  must  be  made  to  main- 
tain virtually  perfect  hemostasis  before  the 
drug  is  administered  and  throughout  the  re- 
mainder of  the  operation.  If  a  woven  Dacron 
graft  is  to  be  inserted,  it  is  preclotted  with 
blood  obtained  before  the  heparin  is  given. 
If  it  is  necessary  to  keep  the  vessels  oc- 
cluded for  a  long  period,  additional  heparin, 
usually  half  the  initial  dose,  is  given  at  two- 
hour  intervals. 

After  the  operation  the  patient  is  placed 
on  a  regimen  of  heparin  given  subcutaneous- 
ly  every  four  hours.  A  clotting  time  is  ob- 
tained three  and  one  half  hours  after  a 
dose  of  heparin  has  been  administered,  and 


the  next  dose  is  so  regulated  as  to  maintain 
a  clotting  time  approximately  three  times 
the  control.  The  optimal  range  is  20  to  25 
minutes. 

If  there  is  excessive  oozing  or  frank  bleed- 
ing at  the  end  of  the  operation,  six  to  eight 
hours  may  be  allowed  to  elapse  before  the 
subcutaneous  administration  of  heparin  is 
begun.  Usually  a  very  light  dressing  or  none, 
is  applied,  and  the  patient  is  carefully  ob- 
served for  hematoma  formation.  If  the  clot- 
ting time  is  maintained  within  the  20-  to  25- 
minute  range,  hematomas  rarely  occur.  Aft- 
er five  or  six  days  of  heparin  therapy,  the 
dosage  is  tapered  by  10  mg  per  dose  until 
the  drug  is  discontinued. 

2.   Use  to  prevent  the  extension  of  throm- 
bosis 

A  control  clotting  time  is  obtained,  and 
then  75  mg  of  aqueous  heparin  is  given  in- 
travenously for  the  average  man  weighing 
70  kg.  If  the  patient  weighs  more  than  70 
kg  or  has  a  markedly  shortened  clotting 
time,  a  larger  dose  (usually  100  mg)  is 
given.  If  the  clotting  time  is  prolonged  or  the 
patient  weighs  less  than  70  kg,  less  heparin 
is  given.  A  clotting  time  is  determined  in 
three  and  a  half  hours,  and  the  patient  is 
then  given  heparin  subcutaneously  every 
four  hours.  The  dosage  given  is  selected  to 
maintain  the  clotting  time  between  20  and 
25  minutes,  three  and  a  half  hours  after  the 
preceding  dose. 

With  the  dosage  of  heparin  carefully 
regulated  to  maintain  the  clotting  time  in  the 
appropriate  range,  complications  have  been 
minimal.  Should  excessive  bleeding  or  hema- 
toma formation  occur,  or  should  an  opera- 
tion be  required  while  the  patient  is  receiv- 
ing heparin,  the  drug  can  be  readily  neutral- 
ized with  protamine  sulfate  on  a  milligram 
for  milligram  basis.  Occasionally,  1.5  mg 
of  protamine  sulfate  is  required  for  each 
milligram  of  heparin. 

Heparin  is  contraindicated  in  patients  who 
are  about  to  undergo  surgical  procedures 
(once  the  operation  has  been  begun  and 
hemostasis  obtained,  the  drug  may  be  ad- 
ministered safely) ,  and  during  spinal  punc- 
ture, because  of  the  large  dural  veins  which 
may  be  injured.  Prolonged  use  of  heparin 
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has  been  incriminated  as  a  cause  of  de- 
creased renal  function,  and  has  also  been 
associated  with  osteoporosis.' 

De.rtran 

Dextran  is  the  name  first  used  to  desig- 
nate the  gums  of  carbohydrate  nature  forms 
in  the  juices  of  sugar  beets,  wine,  and  other 
food  products.  Dextran  is  a  polyglucose  with 
the  empirical  formula  (C.iHinO.-,)n,  which 
may  be  produced  by  the  action  of  a  number  of 
microorganisms  on  carbohydrates.  It  is  not  a 
well  defined  substance,  and  its  properties 
vary  greatly. 

The  crude,  ungraded  dextrans  have  mole- 
cular weights  in  the  tens  of  millions,  and 
consist  of  very  large  branching,  flexed 
molecules.  Some  of  these  molecules  are  large 
enough  to  produce  occluding  emboli  in  ar- 
terioles and  capillaries.  By  the  use  of  strong 
acid  hydrolysis  (pH  1)  under  controlled 
temperatures,  these  dextrans  may  be  brok- 
en into  small  molecular  units.  After  neutral- 
ization of  the  acid,  the  dextrans  are  precipi- 
tated with  alcohol.  The  larger  molecules  are 
precipitated  first.  The  smaller  molecules 
are  more  soluble  and  require  higher  con- 
centrations of  alcohol.  By  this  method  of  par- 
tial hydrolysis,  dextrans  of  a  molecular  size 
suitable  for  infusion  solutions  may  be  ob- 
tained. The  molecular  weight  given  for  dex- 
tran usually  represents  an  average  of  the 
weights  in  the  specimen  tested ;  for  example, 
the  usual  "clinical  dextran,"  with  an  average 
molecular  weight  of  75,000,  may  have  a 
molecular  weight  distribution  of  between 
10,000  and  300,000. 

Although  the  dextrans  have  many  clin- 
ical applications,  this  report  will  be  limited 
to  their  use  in  preventing  or  treating  throm- 
bosis. The  "clinical  dextran"  (average 
weight,  75,000)  and  the  low  molecular  weight 
dextran  (average  weight,  40,000)  prevent 
thrombus  formation  and  propagation  by 
(1)  decreasing  blood  viscosity,  (2)  increas- 
ing blood  flow,  and  (3)  coating  the  vessel 
wall  and  circulating  cellular  element?,  thus 
increasing  the  negative  electric  charge  on, 
and  the  repelling  force  between,  these  struc- 
tures.^- *  Although  earlier  reports  suggested 
that  low-molecular-weight  dextran  was  pref- 
erable for  increasing  blood  flow  and  decreas- 


ing thrombus  formation  and  propagation, 
recent  studies  favor  "clinical  dextran"  for 
these  purposes.^'  '  These  reports,  together 
with  the  ready  availability  of  "clinical  dex- 
tran" and  its  prolonged  circulation  time  as 
opposed  to  the  relatively  rapid  excretion  of 
low-molecular-weight  dextran,  have  prompt- 
ed an  experimental  and  clinical  evaluation  of 
"clinical  dextran"  as  an  anticoagulant. 

Laboratory  a)id  cU)iical  experience 

Recent  experiments  in  our  laboratory  have 
shown  that  "clinical  dextran"  was  as  effec- 
tive as  heparin  in  preventing  thrombosis  in 
the  major  vessels  of  dogs  which  were  sub- 
jected to  12  milliamperes  of  electric  cur- 
rent for  one  hour,  and  was  more  effective 
than  low-molecular-weight  dextran.'  An- 
other experiment  has  shown  that  "clinical 
dextran"  is  better  than  heparin  or  Throm- 
bolysin  in  preventing  recurrence  of  throm- 
bosis after  thrombectomy  in  the  jugular 
veins  of  dogs.^ 

"Clinical  dextran"  has  been  administered 
to  15  patients  with  arterial  or  venous  oc- 
clusive disorders.  In  five  of  these  patients  it 
was  used  as  an  adjunct  to  reconstructive  ar- 
terial surgery.  Thrombosis  did  not  occur  in 
any  of  these  vessels  postoperatively.  It  has 
been  satisfactorily  used  to  salvage  an  is- 
chemic, painful  foot  in  3  patients.  It  has 
been  used  in  7  patients  with  deep  and  super- 
ficial thrombophlebitis  of  the  lower  extrem- 
ity. The  thrombophelebitis  progressed  in  2 
of  the  7  patients,  so  that  dextran  was  dis- 
continued and  heparin  therapy  initiated, 
with  prompt  resolution  of  the  thrombophle- 
bitis. The  remaining  5  patients  experienced 
resolution  of  their  symptoms  in  a  manner 
comparable  to  that  seen  with  heparin  ther- 
apy. 

Dextran  has  usually  been  administered 
as  1,000  ml  of  a  G^/r  solution  daily  for  four 
to  six  days.  No  patient  received  more  than 
20  ml  of  dextran  per  kg  per  day.  There 
were  no  complications  which  could  be  attrib- 
uted to  the  drug.  The  results  obtained  sug- 
that  "clinical  dextran"  is  effective  in  main- 
taining vessel  patency  when  combined  with 
good  vascular  surgery,  and  that  it  is  a  satis- 
factory agent,  though  probably  not  quite  as 
effective  as  adequate  heparinization,  for  the 
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treatment  of  acute  thromboembolic  disor- 
ders. However,  the  ease  of  administering 
dextran  as  a  single  intravenous  infusion  and 
without  the  necessity  for  regulating  the  dos- 
age by  clotting  times  may  make  this  a  more 
popular  agent. 

Thrombolysiyi 

Thrombolysin  is  the  most  widely  used 
thrombolytic  preparation  at  present.  It  is 
prepared  by  combining  human  plasminogen 
(profibrinolysin)  with  purified  streptoki- 
nase (a  fibrinolytic  activator) .  The  plas- 
minogen is  converted  to  plasmin  (fibrinoly- 
sin)  by  enzymatic  action.  Frequently  some 
of  the  excess  streptokinase  remains  mixed 
with  the  plasmin.  The  plasmin  is  a  proteo- 
lytic enzyme  capable  of  digesting  plasma 
proteins,  especially  fibrin  and  fibrinogen. 

Plasminogen  activators  may  be  found  in 
urine  (urokinase) ,  saliva,  tears,  milk  and 
other  body  fluids,  and  in  the  walls  of  blood 
vessels.  These  activators  are  found  in  the 
plasma  after  exercise,  stress,  ischemia,  and 
pyrogenic  reactions.  An  excess  of  circulat- 
ing antiplasmins  is  present  to  protect 
against  excessive  fibrinolysis  which  could 
result  from  the  release  of  the  tissue  activa- 
tors into  the  blood. 

Thrombolysin  comes  as  a  sterile,  dry 
powder  which  should  be  reconstituted  with 
any  of  the  standard  intravenous  fluids  im- 
mediately before  infusion.  It  may  be  given 
as  a  continuous  drip  or  as  intermittent  in- 
jections. The  intermittent  injections  appear 
to  be  more  effective  because  of  the  short 
time  required  for  degradation  of  the  plas- 
min. 

Clinical  experience  with  Thrombolysin  in 
more  than  120  patients  has  shown  that  the 
amount  of  thrombolysis  induced  is  propor- 
tional to  the  amount  of  the  agent  infused. 
It  has  been  found,  however,  that  as  long 
as  the  prothrombin  concentration  remains  at 
least  40%  of  the  control,  excess  fibrinolytic 
activity  and  bleeding  do  not  occur.  Thus,  fre- 
quent determinations  of  fibrinolytic  activity 
are  not  needed  to  determine  the  amount  of 
Thrombolysin  that  can  be  safely  infused,  but 
they  are  needed  to  indicate  the  effectiveness 
of  the  infusion.  A  euglobulin  lysis  time  of  30 
minutes  or  less  most  often  insures  a  good 


therapeutic  result.  If  laboratory  facilities 
are  available  to  determine  the  euglobulin 
lysis  time,  the  determination  may  be  used 
to  evaluate  the  effectiveness  of  the  infusion. 

Surgical  intervention  was  pursued  when- 
ever it  was  indicated  in  the  120  patients. 
Fibrinolytic  therapy  was  used  as  an  adjunct 
to  surgical  treatment  of  occlusion  of  the 
larger  vessels  and  was  the  principal  method 
of  treatment  for  occlusions  of  the  smaller 
vessels.  Fifty  thousand  units  dissolved  in  20 
ml  of  sterile  saline  were  injected  into  ar- 
teries or  veins  following  thromboembolec- 
tomy.  Depending  on  the  response  to  surgery, 
additional  Thrombolysin  was  given  as  indi- 
cated. 

When  Thrombolysin  was  used  as  the  prin- 
cipal method  of  treatment,  a  loading  dose  of 
150,000  to  200,000  units  was  given  intraven- 
ously or  intra-arterially.  If  the  prothrombin 
concentration  remained  above  40%  of  that  of 
the  control,  additional  doses  were  given  at  the 
rate  of  100,000  to  250,000  units  every  four 
hours  according  to  the  weight  of  the  pa- 
tient and  the  response  to  the  previous  dose. 
The  majority  of  patients  were  treated  for 
24  hours.  The  amount  of  Thrombolysin  used 
ranged  from  100,000  to  3,400,000  units,  with 
most  patients  receiving  between  600,000  and 
1,500,000  units. 

After  the  Thrombolysin  therapy  was  dis- 
continued, anticoagulation  was  maintained 
by  the  use  of  heparin.  These  patients  were 
found  to  be  very  sensitive  to  heparin  after 
the  fibrinolytic  therapy  and  usually  required 
only  half  the  estimated  dose  to  maintain  the 
desired  level  of  anticoagulation. 

Even  though  fibrinolytic  therapy  induced 
by  Thrombolysin  was  found  to  be  useful  and 
safe  in  those  cases  of  vascular  occlusion  not 
amenable  to  surgery  and  as  an  adjunct  to 
vascular  surgery,  it  was  noted  that  the 
thrombolytic  results  were  not  predictable. 
Subsequent  experimental  studies  have  shown 
that  in  dogs,  the  effectiveness  of  Throm- 
bolysin decreases  as  the  age  of  the  clot  in- 
creases, so  that  it  has  virtually  no  effect  on 
thromboses  that  have  been  present  for  24 
hours  or  longer.'" 

Febrile  reactions  (38-39  C)  occurred  in 
approximately  10%  of  the  patients  receiving 
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Thrombolysin.  The  fever  responded  drama- 
tically when  the  drug  was  withdrawn  and 
aspirin  and  an  antihistaminic  agent  were 
administered.  An  occasional  patient  will 
have  a  sensitivity  reaction  to  the  strepto- 
kinase in  the  Thrombolysin  preparation. 
Bleeding  has  not  been  a  problem  as  long  as 
the  prothrombin  concentrations  are  main- 
tained at  levels  higher  than  409'  of  the  con- 
trol. If  bleeding  does  result  from  an  excess 
of  Thrombolysin,  it  can  be  rapidly  reversed 
by  the  use  of  epsilon  aminocaproic  acid,* 
a  fibrinolysin  inhibitor. 

Urokinase 

Urokinase  is  a  potent,  complete  activator 
of  plasminogen  found  in  urine.  Recently  it 
has  become  possible  to  prepare  human  uro- 
kinase in  quantities  adequate  for  clinical  in- 
vestigation. The  agent  is  prepared  according 
to  standards  defined  by  the  Thrombolytic 
Agents  Committee  of  the  National  Institutes 
of  Health.  Urokinase  is  non-antigenic  and 
non-pyrogenic,  and  has  virtually  no  throm- 
boplastic  properties.  These  properties  sug- 
gest that  it  may  become  the  best  agent  for 
inducing  thrombolysis. 

Because  urokinase  is  such  a  promising 
thrombolytic  agent,  the  case  histories  of  sev- 
en patients  who  have  recently  been  treated 
with  it  will  be  summarized. 

Case  Reports 

Case  1 

A  19-year-old  white  woman  had  an  acute  left  ilio- 
femoral thrombosis.  She  received  3,724.000  units  of  uro- 
kinase over  a  period  of  48  hours.  Progression  of  the 
thrombosis  ceased  and  vessels  became  patent  as 
evidenced  by  phlebograms,  measurements,  and  regres- 
sion of  symptoms. 

Case  2 

A  72-year-old  white  woman  with  severe  diffuse 
atherosclerotic  occlusive  disease  presented  with  the 
onset  of  acute  ischemia  in  the  right  lower  extremity. 
Motor  and  sensory  deficits  of  the  right  foot  were 
noted.  Femoral  arteriograms  showed  no  arterial  fill- 
ing of  any  of  the  major  vessels  distal  to  the  super- 
ficial femoral  artery.  She  received  3.724,000  units  of 
urokinase  over  48  hours.  Three  hours  after  the  in- 
fusion began  she  experienced  return  of  sensation  and 
by  the  next  morning  motor  function  had  returned.  At 
the  end  of  the  infusion  heparin  therapy  was  begun, 
and  the  patient  was  discharged  from  the  hospital 
with  a  viable  foot. 


*AiTiicar-Lederle    Laboratories. 


Case  3 

A  45-year-old  white  woman  had  ischemia  of  the 
right  hand  following  retrograde  brachial  catheteriza- 
tion on  the  corresponding  side.  She  received  1,372,000 
units  of  urokinase  over  a  period  of  six  hours.  Ap- 
proximately three  hours  after  the  infusion  was  begun, 
the  right  radial  pulse  had  returned,  the  pain  had  dis- 
appeared, and  her  hand  became  warm.  From  then 
on  the  pulses  remained,  although  never  as  strong  as 
they  had  been  prior  to  catheterization. 

Case   4 

A  35-year-old  woman  had  a  left  iliofemoral  throm- 
bosis. This  patient  had  a  maUgnant  tumor  of  the  pelvis 
which  was  thought  to  be  at  least  partially  occluding 
the  iliac  vein.  However,  it  was  elected  to  evaluate  the 
effect  of  urokinase  in  this  situation.  She  received 
898,000  units  of  the  drug  over  nine  hours,  with  no 
change  in  the  phlebograms,  swelling,  or  symptoms. 

Case  5 

A  50-year-old  white  man  was  found  to  have  pul- 
monary emboli  in  the  arteries  of  the  right  upper  and 
lower  lobes,  and  in  the  artery  to  the  left  upper  lobe.  He 
received  2.883,000  units  of  urokinase  over  eight  hours. 
During  the  infusion  his  respiratory  rate  lessened,  his 
blood  pressure  returned  toward  normal,  and  he  became 
less  agitated.  Two  days  later  pulmonary  function 
studies  demonstrated  better  oxygenation  and  less  dif- 
fusion problems.  Repeat  angiograms  indicated  improv- 
ed blood  flow  to  both  right  upper  and  lower  lobes,  with 
little  change  on  the  left. 

Case  6 

A  66-year-old  white  man  had  undergone  thrombec- 
tomy on  two  previous  occasions  for  left  iliofemoral 
thombosis.  On  the  fourth  day  after  the  second  opera- 
tion he  was  noted  to  have  undergone  thrombosis 
again,  even  though  he  was  receiving  heparin.  A 
phlebogram  demonstrated  an  occlusion  of  the  deep 
venous  system,  and  urokinase  therapy  was  begun, 
consisting  of  4,409,990  units  given  over  11  hours.  The 
thrombotic  process  was  partially  resolved,  with  opening 
of  channels  into  the  iliac  veins  and  vena  cava.  An  aorto- 
gram  demonstrated  a  large  aneurysm  of  the  iliac  ar- 
tery obstructing  the  left  iliac  vein.  This  was  thought 
to  have  contributed  to  his  recurrent  thrombosis  and 
perhaps  to  have  impaired  the  effectiveness  of  the 
urokinase. 

Case  7 

A  52-year-old  white  woman  presented  with  obstruc- 
tion of  the  superior  vena  cava  and  pulmonary  embol- 
ism, confirmed  by  history,  physical  examination,  angio- 
grams, and  pulmonary  perfusion  scans.  She  received 
2,511,000  units  of  urokinase  over  eight  hours;  however, 
neither  her  clinical  course  nor  the  pulmonary  perfusion 
scans  were  altered.  It  is  presumed  that  the  underlying 
disease  i  metastatic  carcinoma  of  the  breast  i  altered 
the  effect  of  the  urokinase. 

Comment 
It  can  be  seen  that  good  results  were  ob- 
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tained  in  four  of  the  seven  patients  treated 
with  urokinase.  The  three  poor  results  were 
obtained  in  patients  with  mechanical  ob- 
structions (tumor  in  two  and  an  aneurysm 
in  one)  of  the  thrombotic  vessels.  Labora- 
tory tests  indicated  that  an  active  throm- 
bolytic state  occurred  in  all  the  patients. 

One  must  remember  that  although  uro- 
kinase appears  to  be  very  promising,  it  is 
still  an  investigational  agent.  Studies  are 
under  way  to  determine  what  type  of  throm- 
botic occlusions  are  best  treated  with  it. 
The  dosage  and  duration  of  treatment  also 
need  to  be  established.  Although  overt  bleed- 
ing and  falling  hematocrit  levels  not  asso- 
ciated with  overt  bleeding  have  been  re- 
ported by  others  to  be  associated  with  uro- 
kinase therapy,  these  complications  were  not 
noted  in  the  foregoing  series  of  patients.  The 
incidence  of  febrile  reactions,  sensitivity  re- 
actions, and  the  like  has  been  extremely 
low;  in  fact,  there  has  been  none  in  our 
experience. 

Summary  

Any  physician  who  may  be  called  upon  to 
treat  acute  thrombotic  vascular  occlusions 
should  be  acquainted  with  agents  that  will 
stop  or  reverse  the  thrombotic  process.  Vas- 
cular surgeons  in  particular  must  be  thor- 
oughly familiar  with  these  agents. 

The  best  available  agents  for  stopping  the 
thrombotic  process  are  heparin  and  clin- 
ical or  low-molecular-weight  dextran.  The 
best  available  agent  for  inducing  fibrinoly- 


sis is  Thrombolysin.  Methods  of  action, 
modes  of  administration,  and  results  ob- 
tained from  these  agents  are  presented. 

Experience  with  urokinase,  an  investi- 
gational agent  capable  of  inducing  fibrino- 
lysis, is  discused.  It  appears  that  this  drug 
will  be  a  potent  addition  to  the  physician's 
antithrombotic  armamentarium.  Currently 
I  prefer  heparin  to  inhibit  thrombosis,  and 
urokinase  to  induce  thrombolysis.  These  two 
agents  may  be  used  simultaneously. 

References 

1.  McLean.  J.:  The  Thromboplastic  Action  of  Cephalin, 
Amer  J  Physiol  41:   250-257   (Aug)    1916. 

2.  Jorpes,  J.  E.:  Heparin:  Its  Chemistry,  Pharmacology 
and  Clinical  Use,  Amer  J  Med  33:   692-702   (Nov)    1962. 

3.  Walton,  K.  W.:  Chemistry  and  Mode  of  Action  of 
Heparin  and  Related  Compounds,  Brit  Med  Bull  11;  62- 
69,  1955. 

4.  Griffith,  G.  C  Nichols,  G.,  Jr.,  Asher,  J.  D.,  and  Flana- 
gan, B.:  Heparin  Osteoporosis,  JAMA  193:  85-94  (July 
12)    1965. 

5.  Bloom,  W.  L.,  Harmer,  D.  S.  Bryant,  M.  F.,  and  Brewer, 
S.  S.:  Coating  of  Vascular  Surfaces  and  Cells:  A  New 
Concept  in  Prevention  of  Intravascular  Thrombosis, 
Proc    Sec    Exper    Biol    Med    115:    384-386    (Feb)    1964. 

6.  Sawyer,  R,  B.,  and  Moncrief,  J.:  Dextran  Specificity  in 
Thrombus    Inhibition,    Arch    Surg    90:    562,    1965. 

7.  Cox,  E.  F.,  Flotte,  C.  T.,  and  Buxton,  R.  W.:  Dextran  in 
the  Treatment  of  Thrombophlebitis,  Surg  57:  225-229 
(Feb)    1965. 

8.  Flemma,  R.  J.,  Acinapura,  A.  J.,  Silver,  D.,  and  An- 
lyan,  W.  G.:  Effects  of  Heparin,  Plasmin,  Dextran  and 
Low-Molecular-Weight  Dextran  on  Electrically  Induced 
Thromboses,   Amer   Surgeon    32:    17-19    (Jan)    196S. 

9.  Acinapura,  A.  J.,  Porter,  J.  M.,  and  Silver,  D.:  The 
Role  of  Dextran  in  Patency  Rates  After  Venous 
Thrombectomy.    In    preparation. 

10.  Silver,    D.,    and    Anlyan,    W.    G.:    In    Vivo    Evaluation    of 
Clot   Lysis,   Surg   Forum   15:    237-239,    1964. 


Of  all  the  causes  which  render  the  life  of  man  short  and  miserable,  none  has 
greater  influence  than  the  want  of  proper  exercise;  healthy  parents,  wholesome 
food,  and  proper  clothing  will  avail  little,  where  exercise  is  neglected.  Sufficient 
exercise  wUl  make  up  for  several  defects  in  nursing,  but  nothing  can  supply  the 
want  of  it.  It  is  absolutely  necessary  to  the  growth  and  the  strength  of  children. — 
William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  prevention  and  Cure  of 
Diseases  by  Regimen  and  Simple  Medicines,  etc.  Philadelphia,  Richard  Folwell, 
1799,  p.  36.  ... 
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Evaluation  of  a  Strip  Test 
for  Cerebrospinal  Fluid  Protein  and  Sugar 


J.  C.  McAlhany,  Jr.,  M.D. 
Winston-Salem 


There  are  times  when  the  chemical  de- 
termination of  cerebrospinal  fluid  (CSF) 
protein  and  glucose  is  needed,  but  the  quan- 
tity of  fluid  is  limited  or  laboratory  facilities 
are  not  readily  available  for  immediate  anal- 
ysis. Such  situations  could  be  relieved  by 
a  simple,  rapid  paper  strip  test  which  can 
be  shown  to  have  semi-quantitative  clinical 
value. 

The  purpose  of  this  paper  is  to  review 
past  experience  with  paper  strip  tests  of 
CSF  and  then  to  present  data  resulting 
from  such  a  test*  and  evaluate  its  semi-quan- 
titative significance. 

History 

Dye  strip  tests  were  initially  performed 
on  urine.  Frazer,'  in  1958,  substantiated  the 
use  of  one  such  test**  for  the  detection  of 
proteinuria.  He  found  it  difficult  to  match 
the  strip  with  accuracy  against  any  one  step 
on  the  manufacturer's  color  scale  (negative, 
trace,  1  plus,  2  plus,  3  plus,  4  plus),  and  it 
appeared  more  satisfactory  to  him  to  record 
the  results  as  "negative,"  "trace,"  or  "posi- 
tive," without  more  precise  assessment. 
Thus  he  did  not  recommend  semi-quantita- 
tation  of  results  apart  from  this  rough  class- 
ification. He  investigated  and  substantiated 
the  manufacturer's  recommendations  re- 
garding immersion  of  the  strip  and  repro- 
ducibility of  the  results. 

In  1959  Jacobs^  used  this  same  test  (Al- 
bustix)  on  CSF  and  correlated  the  readings 
with  quantitative  laboratory  values.  He  car- 
ried out  determinations  on  50  specimens  and 
noted  that  "after  a  few  determinations,  it 
was  easy  to  determine  the  reading  in  ad- 
vance from  levels  of  16  mgm^f  to  as  high 
as  325  mgm'c ." 

Kutter,^  in  1964,  used  a  strip  test  (Clinis- 
tix),  which  had  no  color  chart,  for  the  de- 
termination of  glucose  in   CSF,  and  based 


*Comblstlx,    Ames    Company,     Inc.,    Elkhart,    Indlnlan. 
**Albustix,  Ames  Company,  Inc. 


his  semi-quantitations  on  the  time  elapsed 
between  contact  of  the  paper  with  the  fluid 
and  the  appearance  of  a  distinct  blue  color 
on  the  strip.  He  predicted  glucose  levels  in 
five  unknown  samples  with  a  range  of  varia- 
tion of  0  to  10  mg  100  ml  from  established 
glucose  levels.  Since  his  method  did  not 
yield  absolute  values,  owing  to  differences 
in  the  appreciation  of  color  from  one  ob- 
server to  another,  he  recommended  that  each 
observer  determine  a  calibration  curve  based 
on  reaction  times.  Kutter  also  used  the  strip 
test  (Albustix)  for  determining  CSF  protein 
based  on  the  semi-quantitative  scale  suggest- 
ed by  the  manufacturer  and  found  excellent 
correlation  in  five  samples,  with  no  variation 
from  the  semi-quantitative  predictions. 

Watson,"*  in  1964,  however,  emphasized 
the  limitations  of  this  screening  test  for  pro- 
tein (Albustix)  on  CSF.  Inconsistent  results 
were  obtained  in  50  determinations,  with 
discrepancies  both  on  the  high  and  low  side 
of  the  semi-quantitated  strip  readings.  He 
also  demonstrated  that  the  paper  strip 
exhibited  marked  differences  in  sensitivity 
toward  different  proteins,  being  much  less 
sensitive  to  gamma  globulin  than  to  albumin, 
and  stated  that  "since  the  gamma  globulin 
of  CSF  is  known  to  be  abnormally  elevated 
in  multiple  sclerosis,  neurosyphilis,  and  oth- 
er neurologic  conditions,  this  use  of  a  strip 
test  for  CSF  protein  testing  (which  the 
manufacturers  have  never  recommended) 
must  be  discouraged."  Watson  suggested 
that  the  inconsistent  results  might  have 
been  due  to  difficulties  in  matching  the  end 
of  the  strip,  but  noted  that  a  more  uncon- 
trollable cause  might  have  been  a  relative 
increase  in  the  gamma  globulin  concentration 
of  some  samples. 

Since  the  advent  of  the  combination  strip 
test  for  protein,  glucose  and  pH,  it  was 
thought  practical  to  evaluate  this  test  against 
a  larger  number  of  CSF  samples,  with  sta- 
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tistical  analysis  to  determine  if  semi-quanti- 
tation  of  readings  is  possible. 

It  should  be  mentioned  that  CSF  has  been 
considered  more  suitable  than  urine  for 
strip-test  analysis.  Kutter^  emphasized  that 
the  physical  and  chemical  characteristics  of 
urine  such  as  density,  pH,  levels  of  ascorbic 
acid,  uric  acid,  and  glutathion  may  vary 
within  large  limits  and  may  also  inhibit 
one  or  another  phase  of  the  dye  reactions ; 
however,  the  properties  of  CSF  are  com- 
paratively constant,  offering  ideal  conditions 
for  analysis.  Moreover,  CSF  is  colorless  and 
its  pH  practically  constant,  which  make  con- 
ditions optimal. 

Materials  and  Methods 

The  strip  test  used  in  this  evaluation  was 
the  detection  of  protein,  glucose,  and  pH. 
The  protein  test  component  is  composed  of 
a  dye,  tetrabromphenol  blue,  and  a  citrate 
buffer ;  and  the  color  readings  are  a  function 
of  the  change  in  color  of  the  indicators  in  the 
presence  of  protein  when  the  pH  of  the 
reaction  is  fixed  by  the  citrate  buffer.  The 
glucose  test  portion  consists  of  a  specific  glu- 
cose oxidase  reaction,  with  oxidation  of  glu- 
cose to  gluconic  acid  and  hydrogen  peroxide, 
which  then  reacts  with  chromogen  (orthoto- 
lidin)  to  produce  the  changes  in  color.  No 
significant  quantitation  is  provided  in  the 
strips,  but  semi-quantitative  values  as  sug- 
gested by  the  manufacturer  are  as  follows : 


p 

rotein 

Glucose 

mg/100  ml 

Negative 

0 

Negative                               0 

Trace 

5-20 

Light— small    amount 

1  plus 

30 

<<V2%) 

2  plus 

100 

Medium— may  detect  small 

3  plus 

300 

or  large  amount 

i  plus 

>1000 

Dark— large  amount 

(<V2%) 

The  reproducibility  of  the  strip-test  re- 
sults in  this  series  was  tested  by  the  simul- 
taneous use  of  three  to  five  strips  in  approx- 
imately 25  samples  and  found  to  be  consis- 
tent throughout.  The  manufacturer's  direc- 
tions for  immersion  of  the  strip  and  time  of 
reading  were  followed. 

Protein:  May   be   read   immediately. 
Glucose:  Read  after  10  seconds  from  time  of  im- 
mersion. 


The  strips  used  were  from  fresh,  uncon- 
taminated,  unused  supplies,  properly  stored 
according  to  directions. 

CSF  samples 

The  CSF  samples  used  for  analysis  were 
unselected,  being  taken  routinely  from  the 
clinical  laboratory  of  North  Carolina  Baptist 
Hospital.  During  the  period  of  testing  the 
samples  were  collected  daily  after  final  ex- 
amination by  the  clinical  laboratory,  and 
strip  readings  were  taken  without  prior 
knowledge  of  the  quantitative  data  obtained. 
Then  the  quantitative  values  of  the  CSF 
samples  were  obtained  and  charted. 

The  CSF  samples  were  those  arriving 
in  a  clinical  laboratory  without  prior  selec- 
tion as  to  patient,  disease  process,  or  rea- 
sons for  analysis.  It  was  hoped  thus  to  elim- 
inate any  bias  as  to  suspected  findings.  Also 
all  readings  were  taken  by  the  author  to 
eliminate  color  discrepancies  between  ob- 
servers. All  grossly  bloody  specimens  were 
discarded  from  analysis,  and  the  quantity 
of  CSF  had  to  be  sufficient  for  complete 
immersion  of  the  strip  reagents.. 

The  quantitative  values  were  determined 
by  Hoffman's  method,^  using  an  autoanaly- 
zer  for  glucose  and  the  biuret  reaction^  for 
protein  determination.  Normal  values  for 
this  laboratory  are  as  follows : 

Protein:     15— 55±SD    4.5  mg/100  ml 
Glucose:    45-70±SD    5.5  mg/100  ml 

Results   and  Interpretation 
Protein 

The  results  (Table  1)  were  analyzed  by 
Fisher's  analysis  of  variance.''  With  P< 
0.001,   chance  variation  is  thus   eliminated. 


Table   1 

Protein  Determinations 

MeanitSD 

No.  Observations 

mg/100  ml 

Negative 

32 

44±20 

Trace 

84 

52±16 

1  plus 

30 

64±16 

2  plus 

63 

162±131 

3  plus 

24 

742±326 

Each  mean  was  then  tested  against  all  others 
by  Duncan's  New  Multiple  Range  Test^  to 
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determine  the  levels  of  significance  between 
means ;  however,  due  to  the  wide  difference 
in  standard  deviation  (SD)  reflected  in  the 
2  plus  and  3  plus  groups,  Bartlett's  maneuv- 
er* was  applied  to  the  statistical  evaluation 
to  minimize  this  deviation,  and  significance 
levels  were  then  determined   (Table  2). 

Table  2 
Significance  Levels  for  Protein  Readings 


spinal-fluid-like  medium  with  the  strips  and 
subsequent  statistical  analysis. 

As  mentioned,  the  color  readings  cannot 
be  semi-quantit'ited  with  the  values  obtained 
in  this  series  owing  to  the  wide  variation  of 
values  in  the  statistically  significant  groups ; 
however,  a  practical  clinical  application  on  a 
qualitative  basis  is  suggested  by  the  data  as 
follows : 


Trace 

1  Plus 

2  Plus 

3  Plus 

Negative 

Negative 

.05<p<.01 

P<.01 

P<.01 

P<.01 

Trace 

Normal  protein  concentration 

Trace 

.05<p<.01 

p<.01 

P<.01 

1  plus 

1  plus 

P<.01 

P<.01 

2  plus 

Moderate  increase  in  protein 

2  plus 

P<.01 

3  plus 

concentration 

Marked  increase  in  protein 

Accepting  a  significance  level  of  P<0.01 
for  these  data,  we  see  that  the  difference 
between  the  values  of  the  negative,  trace,  and 
1  plus  groups  are  not  significant;  however, 
there  is  a  significant  difference  between 
these  three  groups  and  the  2  plus  and  3  plus 
groups,  and  also  between  the  2  plus  and  3 
plus  groups. 

It  is  noteworthy  that  the  negative,  trace, 
and  1  plus  readings  correspond  to  a  range 
of  normal  values,  while  the  2  plus  and  3 
plus  readings  represent  abnormal  values 
except  for  2  of  63  determiniations  in  the  2 
plus  group.  Since  61  of  63  determinations 
were  in  the  abnormal  range,  with  a  greater 
range  of  values  for  a  fewer  number  of  ob- 
servations, the  deviation  is  expected  to  be 
large.  It  is  evident  that  even  with  this  wide 
SD,  the  means  are  still  significantly  differ- 
ent. 

It  should  be  mentioned  that  no  4  plus 
readings  were  obtained,  although  6  of  the  24 
3-plus  readings  were  greater  than  1000  mg ' 
100  ml.  This  fact  emphasizes  that  the  semi- 
quantitative scale  provided  with  the  strip 
test  is  not  applicable  to  CSF  protein,  as  is 
evident  from  the  other  values  when  com- 
pared to  the  suggested  semi-quantitative 
scale  for  the  corresponding  colors.  However, 
the  data  indicate  that  semi-quantitation  of 
the  strip  test  is  possible,  since  significant 
differences  between  the  means  do  occur. 
This  semi-quantitation  would  entail  the  blind 
testing  of  known  protein  concentrations  in  a 


concentration 

There  was  no  attempt  to  break  down  the 
protein  constituents  into  albumin  and  glo- 
bulin components,  since  the  results  reported 
by  the  clinical  laboratory  included  total  pro- 
tein concentration. 

Glucose 

These  results  (Table  3)  were  analyzed  by 
the  method  described  for  protein  with  the 
exception  of  Bartlett's  maneuver,  which  was 
not  used  in  this  analysis.  With  the  analysis 
of  variance.  P<0.001,  chance  variation  was 
again  excluded.  Significant  differences  were 
also  noted  between  all  means   (Table  4). 


Table  3 

Glucose  Determinations 

Means  itSD 

No.  Observations 

mg/100  ml 

Negative 

18 

17±10 

Light 

18 

34±11 

Medium 

28 

53  ±13 

Dark 

100 

Table  4 
Significance  Levels  for  Glucose 

65  ±15 

Light           Medium 

Dark 

Negative 

p<.01             p<.01 

P<.01 

Light 

P<.01 

P<-01 

Medium 

P<.01 

Dark 

*Logarithm     of     all     observations     with     subsequent     sta- 
tistical analysis. 


Thus  we  can  see  that  semi-quantitative 
values  may  be  utilized  for  strip-testing  of 
CSF  glucose  with  statistical  reliability.  It  is 
not  suggested,  however,  that  the  values  ob- 
tained be  used  semi-quantitatively,  as  these 
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values  are  also  obtained  from  a  random 
sampling  of  CSF  and  the  true  semi-quantita- 
tion  must  be  based  on  the  blind  testing  of 
known  concentration  of  glucose. 

It  is  noteworthy  that  these  determinations 
the  values  obtained  for  each  color  reading 
are  favorably  compared  to  the  suggested 
percentage  of  glucose  concentration  accom- 
panying the  strip  test  (Table  5). 

Table  5 
Reactions  of  Urine  and  CSF  with  Glucose   Strip  Test 


Color 

Manufacturer's 

Observed  Glucose 

Change 

Interpretation 

Values 

(Urine) 

(CSF) 
Abnormally  low  glucose 

None 

0 

levels  17  10  mg/lOOml 

Light 

<%% 

34±11  mg/100  ml 

Medium 

<y2%or>%% 

53±13  mg/100  ml 

Dark 

>%% 

65±15  mg/100  ml 

Again  we  can  suggest  a  practical  applica- 
tion of  the  findings  in  Table  5  for  CSF  glu- 
cose levels  until  precise  levels  of  semi- 
quantitation  are  established. 

Negative— Abnormally  low  glucose  level 
Light— Low  glucose  level 
Medium— Normal   glucose   level 
Dark— Normal  glucose  level 

Conclusio7is 

1.  The  use  of  a  strip  test  for  the  determ- 
mination  of  CSF  protein  and  sugar  has  prac- 
tical clinical  application. 

2.  Statistically  significant  differences  (p 
<0.01)  were  found  between  color  gradients 
of  a  strip  test  after  comparison  against 
quantitative  values  in  the  determination  of 
CSF  protein  and  glucose,  indicating  that 
semi-quantitation  of  such  a  strip  test  is  pos- 
sible for  use  with  CSF. 

3.  The  data  presented  indicate  that  the 
use  of  a  strip  test  for  the  detection  of  protein 
and  glucose  concentrations  in  CSF  can  be 


clinically  applied  at  present  with  statistical 
accuracy  on  a  qualitative  basis  for  the  de- 
tection of  abnormal  protein  elevations  and 
abnormal  glucose  depressions. 

Siimmary 

The  use  of  strip  tests  for  the  semi-quanti- 
tative determination  of  CSF  protein  and 
glucose  is  reviewed. 

An  analysis  of  a  non-selected  CSF  popula- 
tion was  undertaken  by  the  use  of  a  cur- 
rently available  strip  test  and  comparison 
of  results  with  quantitative  laboratory 
values.  The  data  were  statistically  evaluated 
to  determine  if  semi-quantitation  of  such  a 
strip  test  was  possible. 

A  practical  clinical  use  of  this  strip  test 
on  CSF  for  the  detection  of  abnormal 
amounts  of  protein  and  glucose  is  suggested. 
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In  the  more  advanced  periods  of  life  we  often  acquire  an  inclination  for  food 
which,  when  children,  we  could  not  endure.  Besides,  many  things  may,  by  habit,  agree 
very  well  with  the  stomach  of  a  grown  person  which  would  be  hurtful  to  a  child;  as 
high-seasoned,  salted,  and  smoke-dried  provisions,  etc.  — William  Buchan:  Domestic 
Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and 
Simple  Medicines,  etc.  Philadelphia,  Richard  Folwell,  1799,  p.  34. 
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History  of  the  Guilford  G)unty  Health  Department 

John  Layne  Scott 


The  wilderness  that  was  to  become  Guil- 
ford County  was  first  settled  by  Scotch- 
Irish,  Quakers,  and  German  immigrants  who 
had  found  the  land  prices  too  high  in  Penn- 
sylvania. Most  of  these  pioneers  came  down 
the  "Great  Philadelphia  Wagon  Road."  which 
stretched  from  the  Schuylkill  River  at  Phila- 
delphia to  Wachovia,  and  thence  to  Salis- 
bury.' 

The  North  Carolina  Legislature  establish- 
ed Orange  County  in  1752  and  Rowan  in 
1753  to  provide  for  the  administration  of 
this  rapidly  growing  area.  Guilford  County 
was  foi-med  in  1771  from  parts  of  Orange 
and  Rowan  counties.  The  justice  of  the 
peace  of  the  new  county,  in  addition  to  many 
other  duties,  was  charged  with  "the  care 
of  the  sick  and  the  poor,"  a  responsibility 
that  was  borne  by  him  and  his  successors 
for  the  next  110  years.^  This  responsibility 
involved  little  concrete  action,  since  the 
farms  were  widely  scattered  and  the  self- 
reliant  people  knew  almost  as  much  about 
the  primitive  brand  of  medicine  practiced 
in  that  day  as  did  most  of  the  doctors. 

Guilford  County's  brief  appearance  on 
the  international  scene  came  on  the  after- 
noon of  March  15,  1781,  when  Greene  met 
Cornwallis  in  the  Battle  of  Guilford  Court 
House.  Accounts  of  the  battle  fail  to  men- 
tion the  justice  of  the  peace,  but  credit  lo- 
cal women  with  tending  the  wounded  Conti- 
nentals and  Red  Coats.^ 

In  1881,  one  hundred  years  after  the 
battle,  the  county  set  up  the  office  of  county 
superintendent  of  public  health.  Dr.  W.  P. 
Beall  of  the  village  of  Greensboro  was  the 
first  to  hold  this  non-paying  position,  while 
deriving  his   living  from  private  practice.^ 

The  need  for  environmental  and  epidemio- 
logic controls  had  been  dramatically  re- 
vealed by  the  Civil  War.  In  1877  a  law  es- 
tablishing the  State  Board  of  Health  was 
passed  largely  through  the  efforts  of  Dr. 
Thomas  Fanning  Wood,  who  served  the  Con- 
federacy as  an  army  surgeon.  During  his 
service  in  various  hospitals,  field  encamp- 


ments, and  prison  camps,  he  was  made 
acutely  aware  of  the  tremendous  possibili- 
ties in  the  field  of  preventive  and  environ- 
mental medicine.'' 

During  the  war  Guilford  County  was  bi- 
sected by  a  new  railroad  running  from  At- 
lanta to  Richmond.  The  trains  carried  men 
and  materiel  north  and  returned  with  car- 
loads of  Yankee  prisoners  and  Rebel  wound- 
ed. Those  too  badly  wounded  to  travel  farth- 
er were  admitted  to  the  two  hospitals  in 
Greensboro ;  others  were  transported  to  hos- 
pitals farther  south.  The  prison  camp  at 
Salisbury  became  a  laboratory  of  infectious 
diseases.  There  three  thousand  men  died 
from  rampaging  diseases.  It  was  just  such 
situations  as  these  that  brought  medical 
thinking  to  the  point  of  considering  the  com- 
munity  aspects   of  health   and   disease.'' 

From  1880  to  1911  various  physicians 
served  as  superintendent  of  health  in  addi- 
tion to  their  private  practice.  The  duties  of 
this  position  were  somewhat  nebulous,  and 
discharge  of  responsibility  varied  widely 
with  the  doctors  who  held  the  job.^ 

In  1911  the  County  Commissioners  went 
before  the  General  Assembly  and  requested 
legislation  providing  for  a  county  board  of 
health  with  a  full-time  physician  serving  as 
director.  This  reque.st  was  granted,  and  on 
May  1,  1911,  the  Commissioners  appropriat- 
ed $2500  for  the  salary  of  a  superintendent 
of  public  health.  The  Daily  Record  of  May 
18,  1911,  announced  that  Dr.  George  Floyd 
Ross  would  begin  his  duties  in  this  capacity 
on  July  1.^ 

Dr.  Ross's  first  act  in  the  new  post  was 
to  issue  a  letter  to  all  Guilford  County  phy- 
sicians^ outlining  three  general  regulations 
effective  July  1,  1911.  These  procedures 
were  basically  as  follows : 

1.  All  births  and  deaths  were  to  be  re- 
ported on  forms  provided  by  the  Board 
of  Health. 

2.  All  cases  of  smallpox,  diphtheria,  scar- 
let fever,  measles,  mumps,  and  typhoid 
were  to  be  reported  immediately. 

3.  In  cases  of  smallpox,   all  members  of 
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the  patient's  family  and  other  exposed 
persons  were  to  be  vaccinated  or  show 
proof  of  a  successful  vaccination  within 
five  years. 

One  sentence  of  the  letter  was  very  sig- 
nificant: "The  above  rules  do  not  apply  to 
the  incorporate  limits  of  Greensboro  and 
High  Point."6 

The  county  thus  had  three  different  sets 
of  health  regulations.  This  resulted  in  some 
duplication  of  effort,  and  attempts  at  con- 
solidation were  not  completed  until  1949. 

The  Record  of  July  1,  1911,  announced 
jubilantly  on  page  1:  "Guilford  leads  all 
other  counties  in  the  Southeast  in  the  em- 
ployment of  a  physician  to  devote  his  entire 
time  to  the  health  of  the  county."^ 

This  hometown  boast  is  very  difficult  to 
document,  but  Dr.  Jacob  Koomen,  Acting  Di- 
rector of  the  North  Carolina  State  Board  of 
Health,  says  that  the  honor  of  being  the 
first  county  in  the  United  States  to  form  a 
health  department  should  probably  be  shared 
by  Guilford  and  Granville  of  North  Caro- 
lina and  a  county  in  Washington  State." 

After  one  year  in  office  Dr.  Ross  was  re- 
placed by  Dr.  W.  M.  Jones,  who  served  for 
11  years.  Soon  after  taking  office  in  August, 
1912,  Dr.  Jones  noted  the  loss  of  the  records 
of  previous  meetings  of  the  County  Board  of 
Health  by  Dr.  Ross.  After  entering  the  ab- 
sence of  the  notes  in  the  record,  the  board 
proceeded  to  consider  the  case  of  a  physician 
who  had  failed  to  repoi't  a  death  from  diph- 
theria. It  was  decided  to  prosecute,  and  the 
county  attorney  was  directed  to  carry  out 
proceedings  against  the  delinquent  physi- 
cian.". 

In  1914  a  law  requiring  the  quarantine  of 
smallpox  was  passed.  Other  advances  in- 
cluded the  hiring  of  a  nassistant  health  offi- 
cer to  help  Dr.  Jones  with  the  school  health 
program,  which  had  been  extended  to  include 
the  city  school.  This  program  consisted  of 
physical  examinations  and  lectures  on  hy- 
giene and  sanitation  in  addition  to  regular 
inspections. 

During  the  influenza  pandemic  of  1918, 
the  Guilford  County  Health  Department 
rose  to  the  challenge  and  provided  leader- 
ship during  this  difficult  period.  Rigid  quar- 
antine laws  were  passed  and  enforced.  For  a 


time  all  public  gatherings  were  prohibited. 
The  addition  of  a  dentist  on  a  part-time 
basis  was  a  significant  advance,  overshad- 
owed by  the  influenza  control  effort.  The 
first  public  health  nurse  was  added  to  the 
staff  in  1920.  Since  adequate  public  funds 
were  not  available,  her  salary  was  paid  by 
the  Red  Cross. 

In  December,  1924,  Dr.  R.  M.  Buie  began 
25  years  of  leadership  as  Health  Officer. 
The  progress  of  the  department  was  slow 
but  steady.  A  second  nurse  was  employed 
in  1926,  a  sanitation  officer  in  1930,  and 
a  third  nurse  in  1931.  A  full-time  den- 
tist was  employed  in  April,  1932,  but  the 
budget  was  reduced  107c  because  of  the  de- 
pression. This  reduction  resulted  in  only 
part-time  employment  of  the  dentist  and  the 
abolition  of  the  office  of  Assistant  Health 
Officer.  Following  the  cut,  the  1932  budget 
amounted  to  only  $15,000.'" 

Members  of  the  local  medical  society  were 
also  feeling  the  effects  of  the  depression. 
On  August  1,  1932,  several  members  met 
with  the  Board  of  Health,  the  County  Com- 
missioners, and  the  Greensboro  Health  Of- 
ficer. The  doctors  claimed  that  people  who 
were  able  to  pay  for  medical  care  and  im- 
munization were  getting  these  services  free 
at  the  Health  Department.  An  agreement 
was  reached  that  called  for  more  careful 
investigation  of  cases  and  the  issuance  of 
free  service  cards  by  the  Welfare  Depart- 
ment." 

Consolidation 

Attempts  to  study  health  problems  in 
Guilford  County  were  made  in  1919,  1930, 
and  1943,  but  either  no  concrete  recom- 
mendation for  merger  was  presented  or  no 
action  was  taken.  Finally,  in  1947,  at  the 
request  of  county  and  city  officials,  the 
North  Carolina  State  Planning  Board  made 
a  survey  and  recommended  consolidation 
of  the  three  health  departments.  As  a  re- 
sult the  county  appointed  a  special  study 
committee  of  54  members.  In  a  report  dated 
July  23,  1948,  the  committee  recommended, 
and  finally  obtained,  a  legislative  act  (Sen- 
ate Bill  167)  which  effected  the  consolida- 
tion of  the  departments. 

Thus  on  July  1,  1949,  the  merger  of  the 
three    separate    health    departments — Guil- 
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ford  County,  Greensboro,  and  High  Point — 
was  finally  accomplished.  The  combined  de- 
partment was  called  the  Guilford  County 
Health  Department.  In  1949,  prior  to  merg- 
er, the  county  staff  consisted  of  a  health 
officer,  a  sanitation  engineer,  two  sanitation 
officers,  four  nurses,  and  a  clerk.  The  budget 
for  the  year  ending  July  1,  1949,  was  $39,- 
840.  After  merger  the  combined  staffs  con- 
sisted of  58  persons  and  the  department's 
budget  for  the  first  year  was  $274,262. 

On  June  3,  1949,  Dr.  E.  H.  Ellinwood  was 
appointed  Health  Director  of  the  combined 
department.  The  former  directors  of  the 
three  separate  departments  were  named  as- 
sistant health  officers.  They  were  Dr.  Loren 
Wallen  of  the  High  Point  unit.  Dr.  F.  K. 
Harder  of  the  Greensboro  unit,  and  Dr. 
R.  M.  Buie  of  the  county  unit.'^ 

Under  the  continuing  leadership  of  Dr. 
Ellinwood,  the  Guilford  County  Health  De- 
partment has  made,  and  is  still  making, 
significant  contributions  to  the  health  of  the 
community  as  well  as  providing  an  excellent 
laboratory  for  field  research.  Projects  have 
included  the  Cornell  Automotive  Crash  In- 
jury Research  Study,  a  study  of  infectious 
hepatitis  under  the  UNC  School  of  Public 
Health,  and  field  training  of  public  health 


Nurses  from  UNC  and  A  &  T  College  of 
Greensboro.  Guilford  County  was  the  only 
county  in  North  Carolina  to  be  chosen  for 
the  evaluation  of  the  Salk  polio  vaccine  and 
a  significant  study  of  the  public  health 
aspects  of  chronic  disease. 
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Roots  which  contain  a  crude  viscid  juice  should  be  sparingly  given  to  children. 
They  fill  the  body  with  gross  humors,  and  tend  to  produce  eruptive  diseases.  This 
caution  is  peculiarly  necessary  for  the  poor;  glad  to  obtain  at  a  small  price  what  will 
fill  the  bellies  of  their  children,  they  stuff  them  two  or  three  times  a  day  with 
greasy  potatoes,  or  other  crude  vegetables.  — William  Buchan:  Domestic  Medicine,  or 
or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medi- 
cines, etc.  Philadelphia,  Richard  Fohvell,  1799,  p.  35. 
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Report  on  Trauma 

Epidural  Hematoma 

Although  epidural  hematoma  is  not  a 
common  complication  of  head  injury,  it  re- 
mains one  of  the  most  important  traumatic 
neurosurgical  lesions  for  the  simple  reason 
that  the  untreated  case  frequently  termi- 
nates fatally,  while  the  vatient  w/io  is 
treated  early  can  recover  completely  tvith- 
out  neurologic  deficit.  The  mortality  rate 
has  been  reported  as  40-50  per  cent.  In  our 
opinion,  the  high  mortality  and  morbidity 
are  directly  related  to  problems  of  diagnosis 
rather  than  surgical  therapy.  The  treacher- 
ous nature  of  this  potentially  lethal,  poten- 
tially curable  lesion  may  be  emphasized  by 
the  following  diagnostic  points. 

1.  The  head  injury  may  seem  to  be  rela- 
tively minor.  Low-velocity,  blunt  impacts 
are  more  often  followed  by  epidural  bleeding 
of  surgical  significance  than  are  high-velo- 
city or  penetrating  injuries. 

2.  Almost  all  epidural  hematomas  result 
from  fractures,  linear  or  depressed,  which 
lacerate  the  middle  meningeal  vessels,  the 
sagittal  sinus,  the  lateral  sinus,  or  one  of  the 
emissary  veins  which  bridge  the  epidural 
space.  However,  the  absence  of  fracture  on 
x-ray  does  not,  unfortunately,  rule  out  the 
possibility  of  epidural  hematoma. 

3.  The  classical  clinical  course  of  epidural 
hematoma  is  one  of  initial  unconsciousness 
(the  result  of  brain  concussion) ,  followed  by 
recovery  of  a  normal  or  near-normal  level  of 
consciousness  (the  "lucid  interval"),  and 
then,  deepening  coma  as  the  expanding  clot 
produces  progressive  compression  of  the 
brain.  However,  less  than  half  of  the  pa- 
tients show  this  typical  sequence.  Some 
have  no  initial  period  of  unconsciousness, 
owing  to  the  absence  of  associated  brain 
concussion.  Others  remain  in  various  stages 
of  unresponsiveness  from  the  beginning  be- 
cause of  associated  brain  contusion.  In  the 
former  group  diagnosis  is  complicated  by 
the  fact  that  the  patient  may  remain  awake 
and  talking,  with  normal  vital  signs,  right 
up  to  a  point  only  moments  before  the  onset 
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of  deepening  coma,  pupillary  dilation,  de- 
cerebrate rigidity,  and  death.  The  interval 
between  head  injury  and  either  operative 
intervention  or  death  may  be  anywhere 
from  a  few  hours  to  several  days.  The  im- 
portant point  is  that  once  the  expanding  epi- 
dural mass  has  produced  enough  compres- 
sion of  the  brain  to  cause  progressive  lower- 
ing of  the  level  of  consciousness,  pupillary 
dilation,  hemiparesis,  bradycardia,  or  res- 
piratory irregulatory,  time  is  of  the  essence, 
and  the  patient  constitutes  a  real  surgical 
emergency. 

In  view  of  the  above  considerations,  it 
would  seem  that  every  individual  who  has 
sustained  a  head  injury  of  any  sort  should 
be  hospitalized  for  24  to  48  hours  on  a  surgi- 
cal service  which  is  prepared,  in  terms  of  ex- 
perience and  equipment,  to  follow  the  pa- 
tient and  treat  him  as  indicated.  This  ideal 
dictum  is  impractical,  and  the  following 
compromise  is  suggested.  All  patients  who 
have  sustained  a  period  of  unconsciousness 
following  head  injury,  and  all  patients  with 
skull  fractures,  should  be  under  medical  ob- 
servation for  at  least  24  to  48  hours.  Those 
patients  who  were  never  rendered  uncon- 
scious initially  and  who  may  not  have  had 
skull  films — may  never  have  consulted  a 
physician  in  fact — should  be  hospitalized 
immediately  in  the  event  of  progressive 
headache,  lethargy,  disorientation,  or  any 
minor  sign  of  neurologic  deficit. 

For  all  of  these  patients  it  becomes  incum- 
bent upon  the  responsible  physician  to  es- 
tablish a  baseline  of  neurologic  functions  as 
soon  as  possible,  both  from  his  own  observa- 
tions and  from  the  observations  of  those 
first  attending  the  patient.  In  this  way,  if 
surgical  facilities  are  not  immediately  avail- 
able, the  physician  will  be  able  to  make 
plans  for  transportation  to  a  surgical  center 
at  the  earliest  sign  of  neurologic  deteriora- 
tion. It  must  be  emphasized  that  to  trans- 
port a  patient  in  the  face  of  cardiovascular 
or  respiratory  insufficiency  constitutes  a 
risk  to  life  and  neurologic  function  equal  to 
that  of  epidural  hematoma.  Once  the  patient 
with  intracranial  hematoma  has  reached 
this  stage  of  brain  stem  decomposition,  his 
only  hope  of  recovery  lies  in  immediate  op- 
erative intervention. 


344 


EDITORIALS 


July,  1966 


North  Carolina  Medical  Journal 


Owned  and  published  by 

The  Medical  Society  of  the  State  of  North  CaroUna, 

under  the  direction  of  its  Editorial  Board. 

Wingate  Memory  Johnson,  M.D. 
Founding  Editor  (1940-1963) 


EDITORIAL  BOARD 
Robert  W.  Prichard.  M.D..  Winston-Salem 

EDITOR 

John  S.  Rhodes.  M.D.,  Raleigh 

ASSOCIATE    EDITOR 

Miss  Louise  MacMillan.  Winston-Salem 

ASSISTANT   EDITOR 

Mr.  James  T.  Barnes,  Raleigh 

BUSINESS   MANAGER 

W.  McN.  Nicholson,  M.D.,  Durham 

CHAIRMAN 

Ernest  W.  Furgurson.  M.D.,  Plymouth 

Theodore  S.  Raiford.  M.D.  Asheville 

Robert  A.  Ross.  M.D.,  Chapel  Hill 

Charles  W.  Styron.  M.D.,  Raleigh 

Address   manuscripts   and   communications  regarding 
editorial  matter  to  the 

NORTH  CAROLINA  MEDICAL  JOURNAL 
300  South  Hawthorne  Road,  Winston-Salem.  N.  C.  27103 
Questions  relating  to  subscription  rates,  advertising,  etc.. 
should  he  addressed  to  tlie  Business  Manager,  203  Capital 
Club  Building,  Raleigh.  N.  C.  27602.  All  advertisements 
are  accepted  subject  to  the  approval  of  a  screening  com- 
mittee of  the  State  Journal  Advertising  Bureau,  510  North 
Dearborn  Street,  Chicago,  Illinois  60610,  and-or  ty  a 
Committee  of  the  Editorial  Board  of  the  North  CaroUna 
Medical  Journal  in  respect  to  strlctl.v  local  advertising 
accepted  for  appearance  in  the  North  Carolina  Medical 
Journal. 

Instructions    to    authors    appear    in    the    January    and    July 
Issues. 

Annual  Subscription,  $5.00  Single  copies,  $1.00 

Publication    office.    Progress    Printing    Co..    Inc..    Box    175. 
Fuquay-Varina,  North  Carolina  27526. 

July,  1966 


SUGGESTIONS  FOR  AUTHORS 
The  North  Carolina  Medical  Journal  wel- 
comes original  contributions  to  its  scientific 
pages,  expecting  only  that  they  be  under 
review  solely  by  this  Journal  at  a  given  time, 
and  that  they  follow  a  few  simple  guide- 
lines. The  guidelines  are  as  follows : 

1.  Subject  Matter 

Educational  articles,  especially  those  in  which 
particular  applications  to  the  practice  of  medicine 
in  North  Carolina  are  developed,  are  one  of  the  main 
objectives  of  this  Journal. 

Articles    reporting    original    work    by    North    Caro- 


lina physicians  are  invited,  whether  the  work  is 
done  in  a  clinic,  a  laboratory,  or  both.  The  editor 
and  his  consultants  will  evaluate  the  work  by  the 
usual  criteria,  including  a  proper  discussion  of  pre- 
vious work,  control  observations,  and  statistical  tests 
where  indicated. 

Historical  articles,  especially  those  dealing  with 
local  history,  are  considered  of  real  value  and  in- 
terest. 

Z.  Manuscripts 

An  original  and  a  carbon  copy  of  the  manuscript 
should  be  submitted,  one  for  review  by  the  editorial 
staff,  the  other  by  referees.  The  manuscript  should 
be  typed  on  standard-size  paper,  double-spaced,  with 
wide  margins   'one  inch  on  each  side). 

3.  Bibliographic  References 
References  to  books  an:l  articles  should  be  indi- 
cated by  consecutive  numerals  throughout  the  text 
and  then  typed,  double-spacel.  on  a  separate  page 
at  the  end  of  the  manuscript.  Books  and  articles 
not  indicated  by  numerals  in  the  paper  should  not 
be  included,  "unless  an  exhaustive  review  of  the 
literature  has  been  made  on  a  subject  of  sufficient 
importance  to  warrant  su?h  a  survey."'  Such  a 
bibliography  is  seldom  justified. 

References  will  be  much  more  valuable  to  the 
reader  if  they  are  given  in  a  proper  form  and 
contain  the  full  information  necessary  to  locate  them 
easily.  The  North  Carolina  Medical  Journal  follows  the 
foim  used  in  the  journals  of  the  American  Medical 
Association  and  the  Index  M?dicus,  giving  the  au- 
thor's surname  and  initials,  title  of  the  article,  name  of 
the  periodical,  volume,  inclusive  page  numbers,  and 
the  date  of  publication.  It  is  believed  that  this  style 
makes  it  easier  for  the  reader  to  judge  whether  the 
reference  is  likely  to  prove  useful  to  him.  and  enables 
him  to  locate  it  more  quickly. 

4.  Tables   and   Illustrations 

Tables  and  legends  for  illustrations  should  be  typed 
on  separate  sheets  of  paper.  The  illustrations  should 
be  glossy  black-and-white  prints  or  line  drawings.  It 
is  necessary  to  obtain  permission  from  the  author 
or  publisher  to  reproduce  illustrations  which  have  been 
published  elsewhere. 

The  North  Carolina  Medical  Journal  pays  up  to 
$20  on  the  cost  of  cuts  for  any  one  article.  This 
amount  usually  covers  the  expense  of  reproducing 
from  two  to  five  illustrations,  depending  on  the 
size  and  type  of  cuts  re5U!red.  Line  drawings  and 
graphs  are  usually  less  expensive  to  reproduce  than  pho- 
tograph. Authors  may  publish  adiitional  illustrations 
by  paying  the  extra  cost. 

The  style  followed  by  this  Journal  will  be,  in 
general,  that  outlined  in  the  Style  Book  issued  by 
the  Scientific  Publications  Division  of  the  American 
Medical   Association.   John   H.   Talbot,   M.D.,   director. 

By  following  the  above  suggestions,  writers  will 
greatly  expedite  the  publication  of  papers  accepted 
by  the  North  Carolina  Medical  Journal. 
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SUMMER  WITHOUT  POLIO 

The  medical  school  class  graduated  in 
June  has  now  gone  onto  the  wards  without, 
in  almost  every  case,  ever  having  seen  a  pa- 
tient with  acute  poliomyelitis.  It  is  unlike- 
ly that  most  of  them  ever  will  see  a  case. 
What  they  have  heard  about  the  disease  no 
doubt  got  that  detached  sort  of  attention 
given  to  matters  historic,  and  should  they 
see  a  case  they  likely  would  miss  the  diag- 
nosis. A  few  of  the  graduates  may  have  had 
personal  or  vicarious  experience  with  polio, 
as  exemplified  in  the  recent  Journal  article 
by  a  Bowman  Gray  student  discussing  the 
Greensboro  polio  hospital.  Such  experiences 
will  be  with  the  new  physicians  for  a  few 
years  longer,  and  dealing  with  late  effects 
of  polio  will  remain  for  even  more  years. 
But  for  practical  purposes,  polio  in  this 
country  is  a  disease  on  its  way  to  the  history 
books. 

These  reflections  are  prompted  by  two 
things :  First,  the  appearance  recently  of  an 
account  of  Jonas  Salk's  part  in  the  develop- 
ment of  polio  immunization,  which  serves  as 
a  reminder  of  the  power  struggles  that  go  on 
in  the  health  field ;  second,  the  thought  that 
disease  entities  seem  to  have  an  existence 
of  their  own,  being  born,  maturing,  and 
sometimes  undergoing  retrogression  and  dis- 
solution. An  example  is  hospital  gangrene,  a 
feared  disease  150  years  ago  and  unknown 
today,  which  disappeared  without  identifi- 
cation of  its  cause  or  development  of  treat- 
ment. Another  example  is  the  frequency  of 
conversion  reactions  among  the  soldiers  of 
the  1914-18  war,  with  things  like  hysterical 
blindness  and  paralysis  so  common,  as  con- 
trasted with  the  anxiety  reactions  of  the 
1939-45  war.  One  inevitably  wonders  what 
disease  will  next  largely  or  entirely  disap- 
pear from  the  scene.  We  all  have  many  we 
would  nominate  for  the  honor. 


THE    ALL-AMERICAN    ARM-PIT 

While  we  have  justifiably  been  accused  of 
being  a  mammophilic  society,  not  so  much 
attention  has  been  given  to  our  axillary 
preoccupations.  This  is  not  to  say  that  arm- 
pits are  on  view  each  night  on  TV,  or  that 


starlets  are  carefully  screened  for  the  con- 
stitution of  that  area — rather,  the  fossa  is 
dealt  with  in  the  ads  by  smiles,  growls, 
clouds  of  spray,  views  of  various  applica- 
tors, and  repetition  of  magic  phrases  pro- 
mising odor-free  days.  The  physician  sees 
a  fair  number  of  the  clean-arm-pit  set  after 
they  have  developed  skin  trouble  from  irri- 
tating depilatory  agents  or  deodorants,  and 
these  unfortunates  would  seem  forever 
doomed  to  wander  outside  the  mainstream 
of  U.  S.  society,  smelling  badly,  hairily 
wrong.  For  them,  we  offer  through  physi- 
cians a  bit  of  solace  from  a  poet,  a  source 
of  insights  and  comforts  since  the  time  of 
the  psalmist.  In  this  case  it  is,  appropriate- 
ly, an  American  poet  of  preaxillophilic  days, 
Walt  Whitman,  who  said  "Divine  am  I  in- 
side and  out,  and  I  make  holy  whatever  I 
touch  or  am  touch'd  from,/The  scent  of 
these  arm-pits  aroma  finer  than  prayer.  .  .  ." 
(from  Song  of  Myself) 


THE  FILTHY  SPEECH  MOVEMENT 

GETS  TO  MEDICINE 

Possibly  the  separation  of  Berkeley  and 
San  Francisco  kept  this  idea  from  originat- 
ing in  the  United  States,  but  there  has  been 
a  suggestion  from  Britain  that  we  might 
start  using  those  well  known  Anglo-Saxon 
four-letter  words  in  our  medical  communica- 
tions. The  proposer  no  doubt  reasons  that 
constant  exhortations  to  be  brief  and  pre- 
cise in  using  language  would  find  fulfill- 
ment in  such  words.  Everyone  knows  what 
they  mean,  their  meaning  is  restricted,  and 
they  are  certainly  shorter  than  their  polite 
synonyms  in  current  use.  He  also  mentions 
that  while  the  idea  is  good,  it  would  never 
go  over.  Not  only  would  patients  be  outraged 

at  being  asked  to  collect  a sample  for  a 

,  but  the  outrage  would  ex- 


tend to  the  laboratory  and  nursing  staff  as 
well. 

Maybe  if  we  all  stop  bathing  and  start 
growing  beards  the  movement  will  grow,  but 
so  long  as  we  remain  so  delicate  as  the  deo- 
dorant ads  suggest  we  are,  the  longer  syn- 
onyms will  be  with  us. 
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PUBLIC  LAW  89-97,  TITLE  XVIII 


By  the  time  this  is  read,  "Medicare"  will 
have  been  implemented.  Billions  of  words 
have  been  written  in  this  connection.  The 
tonnage  of  paper  consumed  in  future  writ- 
ings on  the  subject  could  possibly  concern 
forest  conservationists. 

We  will  discuss  here  only  Title  XVIII  of 
the  Social  Security  Amendments  of  1965,  and 
briefly  at  that.  Nearly  everyone  who  writes 
about  this  legislation  either  praises  it,  be- 
rates it,  quotes  it,  or  interprets  it,  and  almost 
always  is  an  authority  on  it.  We  propose 
neither  to  praise  it  nor  berate  it.  We  may 
find  cause  to  quote  the  law  or  the  directives 
of  the  Department  of  Health,  Education,  and 
Welfare.  We  may  cite  reference  material  for 
your  detailed  study.  We  may  even  suggest 
possibilities  in  the  law.  We  will  not,  however, 
suggest  a  pattern  of  conduct  for  any  mem- 
ber of  this  Society;  we  do  not  consider  that 
we  are  an  authority.  You  have  untold  oppor- 
tunities to  read  "authoriative"  material.  Al- 
most everyone  in  any  way  involved  in  Medi- 
care feels  compelled  to  express  an  opinion 
on  the  subject. 

Information  and  Suggest iojii^ 

1.  It  is  suggested  that  each  physician  se- 
cure and  have  available  in  his  office  an  act- 
ual copy  of  this  law  (Social  Security  Amend- 
ments of  1965,  P.L.  (89-97).  Copies  can  be 
secured  from  the  U.  S.  Government  Printing 
Office  in  Washington  for  a  small  charge. 

2.  Carefully  read,  study,  and  critically 
evaluate  the  bulletin,  "A  Reference  Guide  to 
Health  Insurance  Under  Social  Security — 
For  Physicians"  (OASI— 876,  June  1966), 
which  has  been  sent  to  each  physician. 

3.  Be  sure  that  your  secretaries  and  other 
office  personnel  have  a  good  working  knowl- 
edge of  the  basic  features  of  the  law.  They 
should  be  instructed  as  to  your  policy  re- 
garding the  fiscal  handling  of  patients  "in- 
sured" under  Title  XVIII,  A  and  B.  It  might 
be  wise  to  put  these  instructions  in  writing. 

4.  With  regard  to  persons  insured  under 


Medicare,  you  may  choose  to  bill  your  patient 
directly,  giving  him  an  itemized  statement  of 
your  charge  which  shall  have  on  it  your 
name,  the  patient's  name,  the  diagnosis,  the 
procedure  or  modality  of  service,  the  date  of 
each  service  or  provision  of  supplies,  the 
place  the  service  was  provided,  the  charge 
for  each  service,  and  the  amount  the  patient 
has  paid.  Under  this  method  you  collect  pay- 
ment for  all  your  charges  directly  from  the 
patient,  who  then  uses  your  receipted  state- 
ments to  collect  what  he  or  she  can  from  the 
carrier  (see  page  24,  OASI — 876). 

There  has  been  considerable  discussion 
regarding  the  acceptance  of  a  promissory 
note  in  lieu  of  payment  for  services  in  order 
to  receipt  a  bill  as  having  been  paid.  In  this 
connection  you  are  advised  to  consult  your 
attorney,  your  auditor,  and  your  tax  adviser 
before  making  a  decision. 

5.  A.  You  elect  to  take  an  assignment  of 
benefits.  In  this  instance,  it  is  your  responsi- 
bility to  determine  whether  the  $50  deduc- 
tible has  been  satisfied  by  allowable  expenses 
based  upon  "reasonable  charges"  during  the 
calendar  year  in  which  your  charge  was  in- 
curred. To  receive  payment  by  assignment, 
you  must  complete  Part  II  of  Form  SSA-1490 
according  to  the  instructions  on  the  reverse 
side.  You  may  expect  the  carrier  to  pay  you 
80 'f  of  the  reasonable  charges  for  the  ser- 
vice, providing  the  deductible  has  been  satis- 
fied. If  not,  the  allocation  will  be  less  the  de- 
ductible. 

It  would  appear  that  as  of  July  1,  1966, 
deductibles  will  not  have  been  accumulated 
by  individual  patients.  Form  SSA-1533  will 
be  of  future  value  in  determining  the  "Sta- 
tus of  the  Medical  Insurance  Record"  of  an 
individual  so  covered. 

B.  You  may  elect  to  bill  patients  over  65 
directly,  just  as  you  did  formerly,  without 
accepting  assignments  on  Medicare  patients. 
You  may  elect  this  method  of  direct  billing 
for  four  Medicare  patients,  or  five  or  six, 
and  then  accept  an  assignment  on  the  next. 
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You  may  elect  not  to  treat  any  patients  over 
65  providing  you  conform  to  the  state  laws 
and  to  the  Principles  of  Medical  Ethics  just 
as  a  pediatrician  may  elect  not  to  treat  pa- 
tients over  a  certain  age.  This  choice  is  pos- 
sible if  you  make  it  as  an  individual  physi- 
cian. 

6.  The  Part  B  carrier  for  North  Carolina 
is  the  Pilot  Life  Insurance  Company  of 
Greensboro.  This  is  the  part  of  P.L.  89-97, 
Title  XVIII  that  the  physician  is  chiefly 
involved  with. 

7.  You  may  or  may  not  receive,  or  have 
assigned,  a  code  number  as  a  provider  of 
care. 

8.  Profiles  could  be  developed  for  each 
individual  physician,  possibly  by  computers. 
Profiles,  if  developed,  will  be  categorized  by 
geographic  region,  specialty  status,  popula- 
tion densities,  etc. 

9.  Computers  or  some  other  mechanism 
may  be  used  to  determine  the  "range  of  pre- 
vailing charges"  with  reference  to  localities 
and  types  of  practice  for  the  same  or  similar 
services. 

10.  A  custoTnary  charge  is  the  charge  gen- 
erally made  by  the  individual  physician — 
that  is,  his  usual  charge  for  the  service  ren- 
dered. 

11.  For  a  charge  to  be  reasonable  in  the 
eyes  of  this  law,  it  must  be  both  the  custo- 
mary charge  of  the  physician  for  the  specific 
service  in  similar  medical  circumstances  and 
within  the  range  of  prevailing  charges  in 
the  given  locality.  Now,  here  is  a  sleeper. 
Prevailing  charges  are  those  that  fall  within 
the  range  of  charges  most  frequently  and 
most  widely  made  in  a  locality  for  specified 
medical  procedures  or  services.  For  example, 
if  the  charges  for  "X"  service  in  a  homog- 
eneous county,  like  Uhwarrie,  from  49  simi- 
larly categorized  physicians  fall  between  $17 
and  $34  and  the  fiftieth  physician  charges 
$60  for  the  same  service,  his  charge  probably 
would  not  be  used  in  establishing  the  upper 
limit  of  the  prevailing  range. 

12.  Medical  Society  Avenues 

A.  The  Insurance  Industry  Committee, 
with  long  experience  in  the  health  insurance 
field,  will  act  as  the  arm  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  in  its 
relations  with  the  carrier  for  Part  B.  This 


committee  has  been  expanded  and  charged 
with  this  function,  subject  to  the  usual  au- 
thority vested  in  the  Executive  Council  and 
the  President  of  the  Society.  As  it  has  in  the 
past,  the  Medical  Section  of  the  North  Caro- 
lina Insurance  Claim  Review  Service  will 
continue  to  make  interpretations  and  recom- 
mendations regarding  specific  cases  sent  to 
it  for  review. 

B.  A  part  of  the  statement  made  by  the 
Insurance  Industry  Committee,  now  a  stand- 
ing committee  of  the  Society,  to  the  Execu- 
tive Council  on  April  30,  1966,  is  quoted 
for  information. 

The  Insurance  Industry  Committee  of  the  Medical 
Society  of  the  State  of  North  Carolina  will  be  most 
pleased  to  act  in  the  area  of  Public  Law  89-97,  Part 
B,  and  will  work  with  the  "Medicare"  fiscal  inter- 
mediary <  Ccirrier  i  in  the  same  fair  unprejudiced  man- 
ner that  it  has  functioned  in  regard  to  other  previous- 
ly handled  health  insurance  matters. 

Should  the  Executive  Council  designate  this  Commit- 
tee and  any  subdivisions  as  may  be  necessary  to 
work  with  the  carrier  for  Part  B  of  Public  Law  89- 
97,  the  experience  developed  as  a  result  of  seven 
years  of  deliberations  in  the  health  insurance  field, 
including  "claim  review"  function,  is  considered  to 
be  of  incalculable  value  with  reference  to  the  public 
interest  and  to  the  interest  of  all  parties  concerned 
in  the  implementation  of  Public  Law  89-97. 

Further,  it  would  be  the  intent  of  this  Committee 
to  call  upon  other  committees  of  The  Medical  Society 
for  consultation  where  the  need  for  their  advice  and 
counsel  becomes  apparent.  This  Committee  will  con- 
tinue to  represent  the  proper  interests  of  the  medical 
profession  at  all  times. 

This  Committee  agrees  that  it  is  advisable  to  en- 
large the  metibership  of  the  Comm'ttee  to  include 
I  representation  from*  the  specialties  of  medical 
practice.  Other  than  for  enlargement  of  the  mem- 
bership, this  Committee  feels,  at  this  time,  there 
should  be  no  different  or  otherwise  separate  method 
of  handling  Public  Law  89-97  than  in  handling  any 
other  health  insurance  matter.  This  will  insure  con- 
sistent and  equitable  perspective  regarding  all  health 
insurance  situations  brought  to  consideration. 

There  is  no  reason  that  government  confrontation 
should  make  this  Committee  any  less  staunch  in  its 
attitude  with  reference  to  the  public  interest,  the 
interest  of  our  patients,  and  the  interests  of  The 
Medical  Society  of  the  State  of  North  Carolina. 

C.  The  Part  B  carrier  for  North  Carolina 
has  assumed  the  posture  that  it  will  handle 
Medicare  claims  in  exactly  the  same  fashion 
as  it  has  handled  its  own  policy  claims  in  the 
past,  wherein  payments  in  such  contracts 
were  based  upon  usual,  customary,  or  rea- 
sonable charges. 
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13.  You  are  urged  to  give  the  carrier  ade- 
quate information  as  to  the  procedure  or  ser- 
vice rendered.  If  the  care  involves  unusual 
circumstances  which  would  justify  a  charge 
over  and  above  your  usual  charge,  you  do 
both  yourself  and  your  patient  a  disservice 
if  you  do  not  take  time  to  give  adequate  in- 
formation to  the  carrier. 

14.  It  is  expected  that  if  your  diagnosis 
follows  standard  nomenclature,  the  process- 
ing of  the  claim  will  be  expedited.  It  is 
further  expected  that  the  coding  of  pro- 
cedures, such  as  is  common  to  the  North 
Carolina  Relative  Value  Study  and  similar 
studies,  will  accelerate  handling  and  at  the 
same  time  assure  a  reasonable  charge  allow- 
ance. For  instance:  Appendectomy  is  coded 
as  3261 ;  consultation  requiring  a  complete 
diagnostic  history  and  examination  is  coded 
as  9030.  When  the  service  cannot  be  coded 
give  even  more  specific  information. 

The  coding  followed  in  the  AMA's  new 
Current  Procedural  Terminologn  (CPT)  can 
probably  be  used  to  advantage.  Coding  with- 
out description,  may  be  utilized — for  in- 
stance, with  reference  to  diagnosis.  This  may 
be  wise  on  occasions  when  spelling  out  the  di- 
agnosis would  be  detrimental  to  the  well-be- 
ing of  the  individual  patient.  In  any  case  or 
situation  where  coding  is  used,  initials  to 
identify  the  code  must  be  added.  For  ex- 
ample: 121.6  (CPT)  s.\smiymg  Current  Pro- 
cedural Terminology;  or  (SND),  Standard 
Nomenclature  of  Diseases  and  Operations; 
or  (ICD),  International  Classification  of 
Disease;  or  (NCRVS),  North  Carolina  Re- 
lative Value  Study. 

15.  It  is  advisable  not  to  escalate  charges 
with  the  advent  of  P.L.  89-97.  If  physi- 
cians make  reasonable  charges — that  is,  us- 
ual and  prevailing — it  is  also  reasonable  to 
expect  that  arbitrary  ceilings  will  not  be  ap- 
plied. You  are  aware  of  an  expected  increase 
in  your  overhead  associated  with  the  impact 
of  minimal  wage  regulations,  additional  pap- 
er work,  and  the  extra  time  taken  in  explain- 
ing the  provisions  of  the  law — what  it  pays 
for,  and  what  it  does  not  pay  for.  Further, 
you  are  reminded  that  a  receipted  bill  is  just 
what  it  says — a  paid  bill.  Consideration  of 
the  use  of  relative  value  scales,  such  as  the 
one  adopted  by  the  Medical  Society  of  the 


State  of  North  Carolina  in  1965,  could  be 
useful. 

16.  Although  utilization  is  chiefly  a  con- 
sideration in  Part  A  of  Title  XVIII,  you  are 
reminded  to  familiarize  yourself  with  the 
function  of  utilization  review.  This  is  pri- 
marily a  hospital-oriented  function,  but  phy- 
sicians make  up  the  medical  staff  of  a  hospi- 
tal and,  as  such,  compose  the  utilization  com- 
mittee. These  committees,  in  carrying  out 
their  assignment,  may  ruffle  a  few  feathers 
at  times,  but  it  is  better  to  be  assayed  by  your 
peers  than  by  men  with  brown  brief  cases. 

The  two  Blue  Cross  associations — Hospital 
Saving  and  Hospital  Care — are  the  fiscal  in- 
termediaries in  Part  A.  They  will  be  working 
with  the  administrators  of  your  hospital  in 
the  areas  applicable  to  Part  A,  and  certain 
physicians  not  in  private  practice. 

We  in  medicine  did  not  want  this  law.  We 
did  not  want  it  because  we  do  not  think  it  is 
in  the  best  interest  of  the  health  care  of  the 
American  people.  However,  it  is  a  law.  It  be- 
hooves us,  then,  to  utilize  this  law  to  best  in- 
terest of  our  patients. 

No  man  ever  wetted  clay  and  then  left  it, 
as  if  there  would  be  bricks  by  chance  and 

fortune. — PLUTARCH    (46-120  A.D.) 

*     *     * 

Supplement 

The  foregoing  material  was  prepared  to 
meet  a  June  15  deadline  for  the  July  issue 
of  the  Journal.  On  the  day  that  it  was  to 
have  been  mailed,  notice  was  received  of 
President  Johnson's  called  meeting  on  the 
implementation  of  Medicare  to  be  held  in 
Washington  on  June  15.  The  editor  of  the 
Journal  granted  a  few  days  of  grace  in 
order  that  a  few  comments  on  the  meeting 
might  be  added. 

Undoubtedly  most  of  you  know  that  Presi- 
dent Johnson  convened  "at  the  White  House 
a  meeting  of  medical  care  leaders  from  every 
state  in  the  nation  ...  to  help  prepare  for  the 
start  of  the  Medicare  program  on  July  1." 
Two  hundred  physicians  and  hospital  admin- 
istrators were  invited  to  participate  in  a 
"working  session  to  provide  an  opportunity 
for  a  final  review  of  the  preparation  for 
Medicare." 

At  this  writing  I  am  aware  that  the  com- 
munications media  have  disseminated  much 
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of  the  content  of  the  President's  welcoming 
address.  It  should  be  pointed  out  that  many 
of  the  reports  emphasized  certain  elements 
and  phases  of  the  presentation.  Those  com- 
mentaries which  lifted  statements  out  of 
context  may  have  given  impact  and  connota- 
tions which  were  modified  by  other  material 
content.  The  President  departed  on  numer- 
ous occasions  from  his  prepared  text.  He  ap- 
pears to  be  totally  and  individually  involved 
in  his  desire  for  the  success  of  this  program. 
It  would  appear  that  he  will  use  his  weight 
and  power  to  make  the  implementation  of 
"medical  care"  (his  words)  successful.  He 
was  tanned  and  appeared  vigorous  at  the 
time  of  this  presentation. 

The  communications  media  immediately 
picked  up  the  implication  that  if  Medicare 
fails  or  bogs  down,  the  responsibility  for 
problems  developing  therein  will  be  thrown 
directly  upon  the  health  professions — phy- 
sicians and  hospitals,  specifically. 

On  an  "I  was  there,  Charley"  basis,  no 
cause  to  disagree  with  this  premise  has  been 
found.  On  the  same  basis,  it  was  noted  that 
the  President  commented  that  the  East 
Room,  where  he  addressed  the  assemblage, 
was  the  room  where  Abigail  Adams,  wife  of 
President  John  Quincy  Adams,  once  did  her 
laundry  and  hung  it  out  to  dry.   Whether 


President  Johnson  had  a  motive  in  making 
this  reference  is  left  to  individual  judgment. 

As  this  is  being  written,  the  American 
Medical  Association  has  scheduled  a  full- 
day  seminar  on  Medicare  in  Chicago  on  June 
25.  Undoubtedly,  many  helpful  suggestions 
will  come  from  this  meeting. 

Whether  or  not  a  diagnosis  must  be  in- 
cluded on  a  bill  given  to  a  patient,  when  us- 
ing the  direct  billing  method,  has  not  been 
fully  clarified  as  yet. 

At  this  point  I  would  like  to  inject  a  per- 
sonal comment.  There  are  many  issues  pres- 
ently confronting  our  country,  with  and 
without  reference  to  the  practice  of  medi- 
cine, on  which  your  President  holds  person- 
al views.  His  views  may  be  right  or  they  may 
be  wrong.  However,  when  he  speaks  or 
writes,  wearing  the  hat  of  the  President  of 
this  Society,  he  is  forced  to  subjugate  his 
own  views.  There  is  an  operational  lag  in 
our  policy  mechanism  that  forces  this  or  any 
Society  president  often  to  operate  in  limbo, 
to  some  extent — to  straddle  and  vacillate — 
when  those  who  know  him  are  aware  that  he 
would  prefer  to  be  more  forthright. 

It  is  for  that  reason  that  this  communica- 
tion is  concluded  by  the  question.  Quo  vadis? 

Frank  W.  Jones,  M.D. 


.  .  .  The  Chinese  respect  for  old  persons  was  a  natural  outgrowth  of  their  conception  of  the 
universe  and  man's  place  in  it— a  universe  in  which  each  thing  and  event  was  shaped 
from  within  by  unchanging  law  of  its  own  nature.  The  intent  of  Chinese  culture  was  not 
simply  to  make  men  clever  or  comfortable  but  to  enable  men  to  live  in  harmony  with 
the  laws  of  nature  and  with  each  other.  Permeating  every  aspect  of  Chinese  life  was  the 
conviction  that  there  is  a  good  and  a  bad  way  to  deal  with  each  thing,  a  way  which  either 
helps  or  hinders  that  thing  in  its  efforts  to  fulfill  its  natural  inclincations  and  potential.— 
From  an  interview  with  Walter  H.  Judd,  on  Chinese  Attitudes  Toward  the  Elderly,  Geria- 
trics 21:  110  (June)  1966. 
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Bulletin  Board 

COMING  MEETINGS 
New   Hanover  County   Medical  Society   Symposium — 

Blockade  Runner  Hotel.  Wrightsville  Beach,  August 
12-13. 

North  and  South  Carolina  Societies  of  Ophthalmolagy 
and  Ololaryngology,  Joint  Meeting — Sheraton  Motor 
Inn.  Winston-Salem.  September  11-13 

North  Carolina  State  Rural  Health  Conference — Sir 
Walter  Hotel.  Raleigh.  September  13. 

North  Carolina  Association  for  Retarded  Children — 
Jacksonville.  September  16-17. 

Charlotte  Postgraduate  Seminar — Presbyterian  Hos- 
pital.  Charlotte.   September  21-22. 

Forsyth  County  Heart  Symposium— Winston-Salem, 
September  30. 

University  of  North  Carolina  School  of  Medicine,  Con- 
ference for  the  Non-Psychiatrist  Physician  on  "Grief 
and  Depression:  Their  Crisis  Management" — Chapel 
Hill.  October  6-8. 

The  Herman  Cone  Lecture— Greensboro  Public  Li- 
brary, Greensboro.  October  20. 

North  Carolina  Academy  of  General  Practice,  1966 
Scientific  Assembly— Hotel  Jack  Tar.  Durham.  October 
27-29. 

North  Carolina  Society  for  Crippled  Children  and 
Adults,  Annual  Convention— Mid  Pines  Hotel,  Southern 
Pines.  October  28-29. 

Society  of  Nuclear  Medicine,  Southeastern  Chapter — 
Jack  Tar  Hotel.  Durham.  November  3-5. 

North  Carolina  Pediatric  Society,  Annual  Meeting- 
Mid  Pines  Club  and  Golfotel.  Southern  Pines.  Novem- 
ber 4-5. 


New  Members  of  the  State  Society 

Drs.  Ralph  W.  Goering.  ObG,  3304  Buena  Vista  Rd., 
Winston-Salem:  Joe  Brannon  Godfrey,  GP,  115  Wood- 
land Ave.,  Forest  City:  Herbert  Lee  Pope,  Quarters 
"U",  U.  S.  Naval  Hosp.,  Camp  Lejeune:  Arthur  Cecil 
Chandler,  Oph.  3519  Courtland  Dr.,  Durham:  John 
Payne  Jimenez,  R,  1911-C  House  Ave.,  Apt.  55,  Dur- 
ham: Irwin  Stanley  Johnsrude,  R,  3324  Rolling  Hill 
Rd.,  Durham;  Joseph  Allison  Cannon  Wadsworth,  Oph, 
Duke  Med.  Ctr.,  Durham:  Charles  Edward  Rackley,  I, 
Duke  Univ.  Med.  Ctr.,  Durham;  Harry  Stephen  Mc- 
Gaughney,  Jr.,  ObG,  UNC  Sch.  of  Med.,  Chapel  Hill: 
Robert  Andrew  Goyer,  UNC  Sch.  of  Med..  Chapel  Hill: 

Also  Drs.  Frederick  Gilbert  Dalldorf.  Path.  11  Wood- 
haven  Rd.,  Chapel  Hill:  Sylvanus  William  Nye,  Path, 
Morgan  Creek  Rd..  Chapel  Hill:  Joe  Mendels,  P,  729 
Tinkerbell  Rd..  Chapel  Hill:  James  Wellington  Dixon,  S, 
606  S.  Benbow  Rd.,  Greensboro:  George  Harrison 
Evans,  GP,  1301  S.  Benbow  Rd.,  Greensboro;  Alfred 
Marx  Hicks,  I,  106  Westbrook,  Dr..  Butner:  John  Liv- 
ingston Hazelhurst,  2626-A  Elderado  Dr.,  Amarillo  AFB, 
Texas;  Joseph  Thomas  Marshall.  Pul.  WNC  Sanator- 
ium, Black  Mountain;  Ben  Wayne  Feather,  P.  Hills- 
borough: Mario  Cesare  Battigelli.  Ind,  1307  Wildwood 
Dr.,  Chapel  Hill;  John  H.  Cox,  D,  1900  S.  Hawthorne 
Rd.,  Winston-Salem. 


News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

The  official  go-ahead  has  been  given  for  construction 
of  a  $10.6  million  addition  to  N.  C.  Memorial  Hospital 
in  Chapel  Hill. 

The  addition,  an  ambulatory  patient  care  facility,  is 
the  first  stage  of  a  long-range,  three-stage  expansion 
of  the  hospital. 

It  will  provide  services  for  a  spiraling  outpatient 
load  expected  to  increase  from  100,000  patient  visits 
a  year  now  to  160,000  visits  by  1970.  It  was  designed 
also  for  the  teaching  needs  of  the  UNC  School  of  Medi- 
cine when  the  entering  class  is  increased  from  70 
to  100  students. 

Construction  began  May  9.  Completion  will  require 
about  three  years. 

Costs  are  being  financed  by  $2.5  million  in  state  funds 
supplemented  by  federal  grants  and  private  donations. 

The  outpatient  service  areas  will  be  known  as  the 
J.  Spencer  Love  Clinics  in  honor  of  the  founder  of 
Burlington  Industries  and,  at  the  time  of  his  death, 
president  and  chairman  of  the  textile  firm.  Burlington 
Industries  gave  $650,000  to  help  finance  the  first  stage 
of  the  hospital  expansion.  It  was  the  largest  gift  ever 
received  by  the  University  from  a  business  firm. 

The  construction  project  also  includes  a  surgical 
wing  on  the  north  side  of  the  hospital. 

*  *    * 

Funds  for  a  five-story  "bed  tower"  at  N.  C.  Me- 
morial Hospital  will  be  proposed  to  the  1967  General 
Assembly  to  permit  the  training  of  more  medical  and 
nursing  students  and  to  accommodate  growing  demands 
for  patient  care  and  research. 

If  approved,  the  tower,  referred  to  as  phase  two, 
would  be  built  atop  an  ambulatory  patient  care  facility 
now  in  the  initial  stages  of  construction.  It  would 
add  about  200  more  beds  for  patients. 

The  need  for  the  additional  beds  is  supported  by  the 
hospital's  bed  census  for  the  past  year,  ranging  up  to 
95  per  cent  on  numberous  occasions.  Hospital  authori- 
ties consider  85  per  cent  occupancy  as  a  desirable 
level  so  that  some  beds  always  will  be  immediately 
available. 

*  *    * 

A  drug  for  use  initially  in  emergencies  to  control 
severe  bleeding  in  hemophiliacs  has  been  developed  in 
the  research  laboratories  at  the  UNC  School  of  Medi- 
cine. 

It  was  marketed  in  a  limited  supply  recently  for 
the  first  time  by  a  West  Coast  pharmaceutical  firm. 

The  drug  is  a  concentrate  of  antihemophilic  factor 
•  AHF).  a  substance  essential  for  blood  clotting  but 
missing  in  hemophiUacs. 

The  new  fraction  was  developed  by  a  four-man 
UNC  research  team  composed  of  Dr.  Kenneth  M. 
Brinkhous,  Dr.  Harold  R.  Roberts,  Dr.  Robert  H.  Wag- 
ner, and  Dr.  William  P.  Webster,  working  in  the  De- 
partment of  Pathology.  Collaborating  was  Dr.  G.  Mur- 
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ray  Thelin  of  Hyland   Research   Laboratories   in   Los 
Angeles,  California. 

Tiie  success  of  the  new  drug  in  stopping  and  pre- 
venting bleeding  in  hemophiUacs  was  demonstrated 
at  North  Carolina  Memorial  Hospital  with  10  patients 

who  lacked  AHF  in  their  blood. 

*    *    * 

Dr.  Philip  Manire  became  chairman  of  the  De- 
partment of  Bacteriology  and  Immunology  at  the  Uni- 
versity of  North  Carolina  School  of  Medicine  on  July  1, 
1966. 

He  will  fill  a  vacancy  to  be  created  by  the  retire- 
ment of  Dr.  D.  A.  MacPherson,  who  joined  the  med- 
ical faculty  here  in  1923  and  established  the  Department 
of  Bacteriology  six  years  later. 

Dr.  Manire  came  to  the  Medical  School  in  1950  as  an 
assistant  professor  of  bacteriology  and  immunology.  He 
became  a  full  professor  in  1959. 

He  has  served  during  the  past  year  as  Assistant 
Vice  Chancellor  for  Health  Affairs.  No  successor  has 
been  named  yet  to  this  administrative  position. 

Dr.  Manire  is  a  native  of  Roanoke,  Texas  and  was 
a  teaching  assistant  at  North  Texas  University  in  Den- 
ton, where  he  earned  his  bachelor's  and  master's  de- 
grees. He  was  honored  this  spring  by  his  alma  mater 
with  a  Distinguished  Alumnus  Award. 

He  has  been  a  Research  Fellow  at  the  University  of 
California  and  a  Fulbright  Research  Scholar  at 
Statnes  Seruminstitut  in  Copenhagen,   Denmark. 

Three  years  ago  he  was  named  an  Alan  Gregg 
Travel  Fellow  in  Medical  Education  and  went  to  the 
Institute  for  Virus   Research   at  Kyoto   University   in 

Japan  as  a  visiting  professor. 

+    *    * 

A  number  of  UNC  medical  faculty  members  have 
been  promoted  to  new  positions,  according  to  an  an- 
nouncement   by    Chancellor    J.    Carlyle    Sitterson. 

Named  as  professors  were  Eszter  B.  Kokas  and 
Dorothea  C.  Leighton. 

New  associate  professors  announced  include  M.  K. 
Berkut,  Jan  Hermans,  Hubert  C.  Patterson  and  Don- 
ald D.  Weir. 

Named  as  assistant  professors  were  Hillel  J.  Gitel- 
man,  James  R.  Pick  and  Roger  F.  Spencer. 

The  appointment  of  Dr.  James  H.  Scatliff,  who  wiU 
serve  as  professor  and  chairman  of  the  department 
of  radiology  in  the  UNC  School  of  Medicine,  has  been 
announced  by  Chancellor  J.   Carlyle  Sitterson. 


Now  an  associate  professor  at  Yale  University,  Dr. 
Scatliff,  received  his  B.S.  and  M.D.  from  North- 
western University.  He  has  written  several  articles 
for  professional  journals  and  is  a  native  of  Chicago. 
He  will  replace  Dr.  Ernest  Wood  in  Chapel  Hill. 

Other  new  appointments  at  the  Medical  School  are 
as  follows: 

Dr.  Karl  H.  F.  Blau,  University  of  London,  assistant 
professor:  Dr.  Wilham  F.  Eastman,  University  of  Penn- 
sylvania, assistant  professor;  Dr.  Martin  R.  Krigman, 

Yale   University,    assistant   professor. 

*  *    * 

Dr.  Joseph  S.  Pagano  of  the  School  of  Medicine 
has  been  selected  to  receive  a  grant  of  $10,000  a  year 
for  the  next  five  years  from  the  Sinsheimer  Fund  of 
New  York  City. 

He  is  assistant  professor  of  medicine,  specializing  in 
infectious  diseases,  and  assistant  professor  of  bac- 
teriology specializing  in  virology. 

The  Sinsheimer  Fund,  supported  under  the  will  of 
Alexandrine    Sinsheimer,    finances    scientific    research 

relating  to  the  prevention  or  cure  of  human  disease. 

*  *    * 

Tiny,  finger-Uke  projections  on  the  Uning  of  the  small 
intestine  are  going  to  be  investigated  by  a  research 
team  at  the  UNC  School  of  Medicine. 

The  movements  of  these  intestinal  villi  are  suspect- 
ted  of  partial  blame  for  weight  loss  in  patients  with 
certain  diseases  or  surgery  of  the  stomach  and  small 
intestine. 

The  National  Institute  of  Arthritis  and  Metabolic  Dis- 
eases has  approved  a  grant  of  $132,869  to  study  the 
villi.  The  microscopic  projections,  for  reasons  that  re- 
main a  mystery,  have  pumping  movements  resembling 
pistons  in  a  car  engine. 

Dr.  John  T.  Sessions,  Jr.,  a  specialist  in  gastroenter- 
ology, is  the  project  director.  He  wOl  be  assisted  by 
Dr.  Oscar  L.  Sapp,  Dr.  Eszter  Kokas  and  Dr.  Michael 

Temko. 

*  *    « 

Many  of  the  nation's  leading  experts  on  drug  meta- 
bolism met  recently  at  the  New  York  University  Med- 
ical Center  for  a  workshop. 

Among  the  faculty  members  were  Dr.  Thomas  C. 
Butler,  professor  of  pharmacology  and  director  of  the 
Center  for  Research  in  Pharmacology  and  Toxicology, 
and  Dr.  William  J.  Waddell,  associate  professor  of  phar- 
macology,  both  at  the  U.N.C.   School  of  Medicine. 

The   five-day    Drug   Metabolism   Workshop   was    or- 
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ganized  by  the  National  Academy  of  Sciences-National 
Research  Council  and  the  Pharmaceutical  Manufac- 
turers Association  Foundation. 

*  *    * 

Problems  and  techniques  of  rescuing  people  in  dis- 
tress were  discussed  at  a  two-day  North  Carolina 
Rescue  Institute. 

Members  of  rescue  squads  throughout  the  state 
were  invited  to  attend  the  institute  on  June  11-12. 

The  institute  was  offered  jointly  by  the  N.  C.  Asso- 
ciation of  Rescue  Squads,  the  Western  North  Carolina 
Association  of  Rescue  Squads,  the  N.  C.  Insurance  De- 
partment and  the  UNC  School  of  Medicine. 

John  Eric  Schweistris,  III  of  Greensboro,  a  rising 
third-year  medical  student  at  UNC,  has  been  awarded 
a  Grace  A.  Goldsmith  196G  Goldberger  Student  Fel- 
lowship for  Research  in  Clinical  Nutrition. 

The  selection  was  announced  by  the  Council  on  Foods 
and  Nutrition  of  the  American  Medical  Association. 

Schweistris  will  leave  in  mid-June  to  spend  the 
summer  at  the  University  del  Valle  in  Cali,  Colombia, 
South  America. 

News  Notes  from  the 
Duke  University  Medical  Center 

When  Hippocrates  wrote  the  famous  oath  which  has 
been  the  ethical  guide  of  the  medical  profession  for 
more  than  2000  years  he  did  it  while  sitting  under  a 
plane  tree  in  Cos,  Greece. 

On  June  5,  a  gavel  made  from  a  plane  tree  in  Cos 
was  presented  to  the  Dulte  University  School  of  Medi- 
cine after  66  students  swore  to  uphold  a  modernized 
version  of  the  Hippocratic  Oath  at  a  ceremony  in  Duke 
University  Chapel. 

The  gavel  was  a  gift  from  Dr.  Thomas  Doxiades, 
chairman  of  the  board  of  directors  of  Evangelismos 
Medical  Center,  Athens,  Greence,  and  personal  physi- 
cian to  Greece's  Queen  Mother  Frederick.  Dr.  Dox- 
iades made  the  presentation  to  Dr.  W.  G.  Anylan,  dean 
of  the  medical  school. 

The  oath-taking  ceremony  was  a  prelude  to  gradua- 
tion exercises  June  6.  Although  only  66  students  re- 
cited the  oath,  which  defines  the  doctor-patient  relation- 
ship as  well  as  the  doctor's  ethic  for  a  career  in  medi- 
cine, 81  students  in  all  graduated  with  doctor  of  medi- 
cine degrees,  15  of  them  in  absentia. 

*  *    * 

The  development  of  a  drug  found  to  be  successful  in 
the  treatment  of  gout  was  discribed  by  Dr.  R.  Wayne 
Rundles  of  Duke  University  Medical  Center  at  an 
international  symposium  on  the  disease  held  in  Lon- 
don last  month. 

The  drug,  allopurinol,  was  first  used  successfuUy 
for  relief  of  the  painful  symptoms  of  gout  on  patients 
at  Duke  by  Dr.  Rundles,  a  professor  of  medicine. 

Dr.  Rundles,  who  also  is  director  of  the  hematology 
and  chemotherapy  service,  directed  research  on  the 
drug  over  a  period  of  three-and-a-half  years. 

Though  not  yet  released  here  by  the  Federal  Food  and 
Drug  Administration,  allopurinol  has  been  made  avail- 
able for  general  prescription  use  in  Great  Britain. 


Fourteen  Duke  University  medical  school  students 
and  one  faculty  member  were  initiated  into  member- 
ship recently  by  Alpha  Omega  Alpha  honorary  med- 
ical society  at  ceremonies  at  Hope  Valley  Country 
Club. 

In  being  accepted  for  membership  in  the  society,  all 
were  accorded  the  highest  scholastic  honor  that  can 
be  given  medical  students  or  medical  school  faculty 
members. 

Dr.  Robert  J.  Reeves,  professor  and  former  chair- 
man of  the  department  of  X-ray,  was  the  only  faculty 
member  elected  this  year. 

*        *        :i: 

Emerging  patterns  and  practices  in  the  hospital  and 
health  field  were  discussed  and  evaluated  at  a  na- 
tional conference  held  at  Duke  University  May  20-21. 

The  1966  National  Forum  on  Hospital  and  Health 
Affairs,  financed  by  the  Duke  Endowment,  is  the  sec- 
ond of  its  kind.  The  first  was  held  last  year. 

This  year's  topic  was  "The  Hospital  Patient  Outside 
the  Hospital."  It  examined  the  various  services  hos- 
pitals are  increasingly  being  asked  to  provide.  Discus- 
sion included  the  services  provided  by  hospital-operated 
nursing  homes,  home  care  programs,  ambulatory  care 

programs,  and  hospital-operated  doctors'  offices. 

*  *    * 

The  United  States  Commissioner  on  Aging,  William 
D.  Bechill,  was  one  of  several  experts  who  participat- 
ed in  a  symposium  on  "The  Physician's  Role  in  the 
Care  of  the  Aging"  May  26-27  at  Duke  University 
Medical  Center. 

Others  included  Dr.  Amos  N.  Johnson  of  Garland, 
president  of  the  American  Academy  of  General  Prac- 
tice: Dr.  Felix  Post  of  London,  England,  international 
ly  known  psychiatrist  in  treatment  of  the  aged;  and 
Dr.  Ethel  Shanas,  Department  of  Sociology  and  An- 
thropology,  University   of  Illinois. 

The  two-day  symposium  was  sponsored  by  the  Duke 
Center  for  the  Study  of  Aging  and  Human  Develop- 
ment. 

*  *    * 

Dr.  Charles  Tanford  of  Duke  University  Medical 
Center  wiU  serve  as  the  Arthur  and  Ruth  Sloan  Visit- 
ing Professor  of  Chemistry  at  Harvard  University 
next  fall. 

Dr.  Tanford  is  a  professor  of  physical  biochemistry. 

The  Sloan  Visiting  Professorship  or  Lectureship  pro- 
vides each  year  for  one  or  two  teaching  visits  to  Har- 
vard by  distinguished  chemists.  In  turn,  this  enables 
one  or  two  chemists  on  the  Harvard  faculty  to  devote 
a  term  or  a  full  academic  year  wholly  to  research. 

During  the  fall  term.  Dr.  Tanford  will  teach  "Top- 
ics in  Physical  Bio-chemistry,"  while  Prof.  Paul  Doty 
of  Harvard  is  engaged  in  full-time  research. 

:«;       *       * 

The  first  experimental  findings  implicating  viruses 
as  a  cause  of  cancer  of  the  liver  were  reported  by  Dr. 
Joseph  W.  Beard,  a  Duke  University  researcher,  to  a 
meeting  of  the  American  Association  for  Cancer  Re- 
search held  in  Denver,  Colo.,  recently.  Dr.  Beard 
reported  on  results  of  a  series  of  experiments  in 
which  chickens  were  inoculated  with  a  strain  of  virus 


July,  1964 


BULLETIN  BOARD 


$58 


called  MC-29.  About  half  of  the  animals  examined, 
he  said,  developed  liver  tumors. 

"So  far  as  I  know,"  he  said  in  an  interview  prior 
to  his  speech,  "no  one  has  ever  seen  a  virus-induced 
tumor  of  the  liver." 

Dr.  Beard  is  director  of  the  virus-cancer  research 
laboratories  and  professor  of  surgery  and  virology  at 
Duke.  Associated  with  him  in  the  current  study  was 
Dr.  Zahary  Mladenov  of  Sofia,  Bulgaria,  former- 
ly with  the  Duke  laboratories:   Dr.  Ursula  Heine;  and 

Mrs.   Dorothy  Beard. 

*  *    * 

Dr.  Lenox  D.  Baker,  chairman  of  the  department  of 
orthopedic  surgery  at  Duke  University  Medical  Center, 
has  received  two  new  appointments. 

The  first  is  as  a  member  of  the  board  of  trustees 
of  the  Journal  of  Bone  and  Joint  Surgery,  a  six-year 
appointment.  The  second  post  is  that  of  chairman  of  a 
policy  and  personnel  committee  of  the  division  of  Vo- 
cational Rehabilitation  of  the  State  Department  of 
Education. 

*  «    « 

Physicians,  nurses,  and  health  personnel  from  North 
Carohna  and  surrounding  districts  attended  a  three- 
day  symposium  on  poisoning— accidental  and  delib- 
erate—at Duke  University  June  11-13. 

The  symposium  was  conducted  by  the  Duke  University 
Poison  Control  Center.  Its  director.  Dr.  Jay  M.  Arena, 
a  professor  of  pediatrics,  was  one  of  the  speakers. 

A  high  light  of  the  symposium  was  a  round  table 
discussion,  open  to  the  public  on  poisoning  in  the 
home. 

"Poor  supervision  in  the  home  is  the  reason  so  many 
children  become  poison  victims,"  Dr.  Arena  pointed 
out.  adding  that  "downright  carelessness  is  responsible 
for  most  of  these  poisonings."  More  than  500,000  chil- 
dren are  poisoned  annually,  and  some  500  of  them  die. 
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Dr.  Rubin  Bressler,  assistant  professor  of  medicine 
at  Duke  University  Medical  Center,  has  been  elected 
to  membership  in  the  American  Society  of  Biological 
Chemists. 

Dr.  Bressler  also  was  named  a  councilor  in  the 
American  Federation  for  Clinical  Research,  the  largest 
clinical  research  organization  of  physicians  in  the 
world. 

News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  College 

Dr.  Thomas  B.  Clarkson,  Jr.,  professor  and  director 
of  the  Department  of  Laboratory  Animal  Medicine, 
and  Dr.  Hugh  B.  Lofland  Jr.,  associate  professor  of 
biochemistry,  were  among  20  Americans  who  partici- 
pated in  an  international  symposium  on  "Recent  Ad- 
vances in  Atherosclerosis"  which  began  May  30  in 
Athens,  Greece. 

Dr.  Clarkson  spoke  on  "Pathologic  Characteristics  of 
Atherosclerosis  in  New  World  Monkeys."  Dr.  Lofland 
presented  a  paper  on  "Recent  Advances  in  Arterial 
Metabolism:  The  Whole  Artery"  and  chaired  a  session 
on   "Metabolism  of  the  Artery." 

Medical  scientists  from  22  countries  participated  in 
the  symposium,  sponsored  by  the  European  Society 
for  the  Study  of  Atherosclerosis. 

*  *    * 

Dr.  Millie  P.  Hancock,  a  fellow  in  hematology  at 
the  Bowman  Gray  School  of  Medicine  for  the  past 
year,  has  been  appointed  to  the  medical  school  faculty 
as  instructor  in  pediatrics. 

A  magna  cum  laude  graduate  of  the  University  of 
North  Carolina  at  Greensboro,  she  holds  the  M.D. 
degree  from  Johns  Hopkins  University  School  of  Medi- 
cine. She  took  internship  and  pediatric  residency  train- 
ing at  Johns  Hopkins  Hospital.  She  is  the  recipient 
of  a  Senior  Clinical  Training  Fellowship  from  the  U.  S. 
Public  Health  Service. 

*  «     * 

Dr.  C.  Douglas  Maynard,  resident  in  radiology,  has 
been  named  a  James  Picker  Foundation  Scholar  in 
Radiological  Research.  The  scholarship  was  awarded 
through  the  National  Academy  of  Sciences-National 
Research  Council.  It  provides  $6,000  for  the  first  year 
and  is  renewable  each  year  for  a  three-year  period. 

The  James  Picker  Foundation  sponsors  the  program 
of  grants  for  scholars  in  radiological  research  to  help 
newly  trained  scientific  personnel  establish  themselves 
in  academic  medicine. 

*  *     * 

Dr.  Richard  B.  Patterson,  assistant  professor  of  pedi- 
atrics, is  spending  the  summer  at  the  Hospital  for 
Sick  Children  in  London,  England,  where  he  is  en- 
gaged in  hematology  studies  with  Dr.  R.  M.  Hardisty, 
a  noted  British  pediatric  hematologist. 

His  trip  is  supported  by  a  Markle  Scholarship  in 
Medical  Science.  He  was  awarded  the  prestigious 
scholarship  in  1962  by  the  John  and  Mary  R.  Markle 
Foundation.  It  provides  $30,000  over  a  five-year  period. 
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Dr.  John  W.  C.  Fo.\,  assistant  professor  of  anesthesi- 
ology, participated  in  the  16th  French  National  Con- 
gress of  Anesthesia  and  Resuscitation  and  the  First 
International  Congress  of  French-Speaking  Anesthe- 
tists and  Resuscitation  Specialists  June  3-6  in  Paris, 
France. 

He  presented  a  paper  on  "Neuroleptanalgesia  in  the 
United  States."  describing  a  new  type  of  intravenous 
anesthetic  technique  that  was  developed  in  Europe. 
The  paper  was  dedicated  to  the  memory  of  Dr.  D. 
LeRoy  Crandell.  who  died  May  10.  Dr.  Crandell,  who 
was  professor  and  director  of  the  Section  on  Anesthesi- 
ology, was  co-author  of  the  paper. 
♦     *     * 

The  George  W.  Paschal  History  of  Medicine  Room  in 
the  library  of  the  Bowman  Gray  School  of  Medicine 
was  dedicated  June  4.  Named  in  honor  of  a  prominent 
Raleigh  surgeon,  who  is  the  immediate  past  president 
of  the  North  Carolina  State  Medical  Society,  the  room 
was  dedicated  to  the  faculty  of  the  former  two-year 
Wake  Forest  College  School  of  Medicine,  the  fore- 
runner of  the  Bowman  Gray  School  of  Medicine. 

Dr.  Paschal,  a  1929  graduate  who  has  made  major 
contributions  to  the  medical  school  as  an  alumnus,  be- 
gan efforts  in  1959  for  the  establishment  of  a  history 
of  medicine  room. 

The  room  contains  rare  volumes  of  medical  litera- 
ture, books  on  various  aspects  of  medical  history,  in- 
struments used  in  the  early  practice  of  medicine  and 
classic  medical  illustrations. 


Dr.  Quentin  N.  Myrvik,  professor  and  chairman  of 
the  Department  of  Microbiology,  has  been  appointed 
to  the  Bacteriology  and  Mycology  Study  Section  of 
the  National  Institutes  of  Health,  Division  of  Research 
Grants.  His  four-year  appointment  became  effective 
July  1. 

*  *     * 

Dr.  Robert  VV.  Cowgill,  associate  professor  of  bio- 
chemistry, was  recently  elected  president  of  the  Wake 
Forest  College  Chapter  of  the  Society  of  the  Sigma  Xi. 
Dr.  Stephen  H.  Richardson,  assistant  professor  of  mi- 
crobiology, was  elected  secretary.  The  Wake  Forest 
College  Chapter  was  established  last  year.  Its  fore- 
runner, the  Sigma  Xi  Club  of  the  Bowman  Gray  School 
of  Medicine,  was  organized  in  1956. 

*  *     * 

The  graduating  class  of  the  Bowman  Gray  School  of 
Medicine  dedicated  its  yearbook.  "The  Gray  Matter," 
to  Dr.  James  F.  Toole,  professor  and  chairman  of  the 
Department  of  Neurology.  In  making  the  dedication, 
the  students  referred  to  Dr.  Toole  as  "the  epitome  of 
academician,    physician,    teacher   and   friend." 

*  *    * 

Two  members  of  the  Bowman  Gray  faculty  parti- 
cipated in  the  annual  meeting  of  the  American  Society 
for  Microbiology  in  Los  Angeles.  Calif.  Dr.  Samuel  H. 
Love,  assistant  professor  of  microbiology,  presented 
a  paper  on  "Conversion  of  Methylated  Purines  to  Ino- 
sine  by  Escherichia  Coli:  Derepression  of  Adenosine 
Deaminase."    Dr.    Stephen    H.    Richardson,    assistant 
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professor  of  microbiology,  presented  a  paper  on  "In- 
hibition of  lon-Translocase  EnTymes  from  Rabbit  In- 
testine by  Culture  Filtrates  of  Vibrio  Cholerae." 

*     *     * 

Dr.  Frank  C.  Greiss  Jr..  assistant  professor  of  ob- 
stetrics and  gynecology,  presented  two  papers  at  the 
annual  meeting  of  the  American  College  of  Obste- 
tricians and  Gynecologists  May  2-5  in  Chicago,  111.  He 
spoke  on  "Physiologic  Evaluation  of  Blood  Loss"  and 
"Role  of  Combined  Therapy  in  Cancer  of  the  Cervix." 
He  also  presented  a  paper  on  "Management  of  the 
Menopause:  Now  and  in  the  Future"  at  a  meeting  of 
the  Southern  Gynecologic   and   Obstetric   Society  May 

12-14  in  Sea  Island.  Ga. 

+     *     * 

Dr.  Richard  C.  Proctor,  professor  and  chairman 
of  the  Department  of  Psychiatry,  spoke  on  "Use  of 
Drugs  in  the  Office"  at  May  26  seminar  in  psychiatry 
at  Central  State  Hospital,  Nashville,  Tenn. 

Dr.  Charles  L.  Spurr,  professor  of  medicine,  presented 
a  paper  on  "Comparative  Evaluation  of  Cyclophospha- 
mide and  Vinca  Alkaloids  in  the  Treatment  of  Lymph- 
omas" at  the  57th  annual  meeting  of  the  American 
Association  for  Cancer  Research  May  26-28  in  Den- 
ver, Colo. 

Dr.  Clark  E.  Vincent,  professor  of  sociology  and  di- 
rector of  the  Behavorial  Sciences  Center,  was  the 
principal  speaker  for  the  University  of  Connecticut's 


Workshop  on  Marriage  Counseling  May  6-7  in  Storrs, 
Conn.  He  lectured  on  "Unmarried  Mothers,"  presented 
a  seminar  on  "Theory  and  Techniques  of  Marriage 
Counseling,"  and  delivered  a  banquet  address  on 
"Marital   Health   and   Communication." 

Wilbur  S.  Avant  Jr.  of  Whiteville  and  Wilson  K. 
Wallace  of  Charlotte,  both  rising  seniors  at  the  Bow- 
man Gray  School  of  Medicine,  are  serving  clinical 
clerkships  this  summer  at  the  University  of  London 
•  England)  Hospital. 

1966  State  Rural  Health  Conference 

A  one-day  statewide  Rural  Health  Conference  sched- 
uled for  Thursday.  September  15,  1966,  at  the  Sir  Walter 
Hotel  in  Raleigh,  is  announced  by  Edward  L.  Boyette, 
M.D.,  chairman  of  the  Medical  Society  of  the  State  of 
N.  C.  Committee  on  Community  Health  i  Rural  and 
Urban ) . 

Interested  citizens  from  farm,  civic,  community  and 
allied  health  groups  are  particularly  urged  to  make 
plans  to  attend  the  Conference  which  is  open  to  the 
public. 

Some  of  the  factors  which  can  increase  the  risk 
of  heart  attack  can  be  controlled.  Some  persons 
who  reduce  these  risk  factors  will  live  longer. 
Some  who  don't  .  .  .  won't,  says  the  North  Carolina 
Heart  Association. 


. . .  for  a 
healthy 
CREDIT 
POLICY 


IF  you  are  a  physician,  dentist,  hospital  administrator 
or  clinic  manager — 

AND  if  you  find  yourself  over-burdened  with  credit 
and  collection  problems— 

THEN  you're  ready  for  a  professional  consultation. 
Whether  you  were  trained  to  treat  patients,  run  a 
hospital  or  manage  a  clinic,  regular  consultations  with 
specialists  in  fields  other  than  your  own  are  problably 
a  part  of  your  routine. 

If  you  haven't  already  done  so,  the  professionally- 
trained  specialist  you  should  consult  is  your  local 
Medical  Credits  representative.  For  his  name  and 
address,  write: 


Associated  Credit  Bureaus  of  N.   C. 


^  CREO/^ 


Greensboro, 
£    North    Carolina 
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American  College  of  Physicians 

North  Carolina  physicians  were  among  those  recent- 
ly honored  at  the  47th  Annual  Session  of  the  Ameri- 
can College  of  Physicians  (ACP).  They  were  inducted 
into  Fellowship  in  the  13,000-member  medical  specialty 
society  which  represents  specialists  in  internal  medi- 
cine and  related  fields. 

Among  the  Fellows  inducted  were  Dr.  John  K. 
Spitznagel,  Chapel  Hill;  Dr.  Charles  D.  Williams,  Jr., 
Charlotte;  Drs.  Suydam  Osterhout,  J.  Graham  Smith, 
Jr.,  both  of  Durham;  Dr.  Edwin  W.  Monroe,  Greenville; 
Dr.  Kenneth  E.  Cosgrove,  Hendersonville;  Dr.  Thomas 
E.  Fitz,  Hickory;  Dr.  Odell  C.  Kimbrell,  Raleigh;  Dr. 
James  Tidier,  Wilmington;  Dr.  I.  Gordon  Early,  Win- 
ston-Salem; and  Dr.  Benjamin  F.  Huntley,  also  of 
Winston-Salem. 

North  Carolina  Heart  Association 

The  American  Heart  Association  has  announced  nine 
grants-in-aid  totaling  $90,090  to  scientists  at  North 
Carolina's  three  medical  centers.  The  new  heart  re- 
search grants  were  made  public  by  Hargrove  Bowles, 
Jr.,  of  Greensboro,  chairman  of  the  North  Carolina 
Heart  Association's  board  of  directors. 

The  grants,  part  of  the  national  heart  group's  $10- 
million  national  research  program  for  1966-67,  bring 
the  North  Carolina  heart  research  tally  to  2,747,950 
Heart  Fund  Dollars  since  1949. 

Bowles  also  announced  that  the  board  of  directors  has 
approved  a  heart  research  budget  totaling  $110,000  for 
the  year  1966-67  for  the  state  heart  disease  control 
agency.  The  American  and  North  Carolina  Heart  Asso- 
ciations allocate  more  than  $275,000  each  year  for 
heart  research  at  the  state's  three  medical  centers. 

Southern  Medical  Association 

Benjamin  L.  AUen,  Jr.,  M.D.,  a  graduate  of  the 
Duke  University  School  of  Medicine,  has  been  awarded 
a  Residency  Training  Grant  for  1966-67  by  the  South- 
ern Medical  Association. 

The  Residency  Training  Grant  Fund  was  established 
at  the  1962  meeting  of  the  Association,  to  help  meet 
the  increasing  need  of  financial  assistance  for  phy- 
sicians seeking  additional  education  in  the  form  of 
residency  training  and  fellowships.  A  grant  from  this 
fund  will  help  a  physician  to  complete  a  chosen 
number  of  years  of  training  without  adding  to  his  pre- 
vious indebtedness  and  stiU  receive  an  income  which, 
while  not  necessarily  commensurate  with  his  educa- 
tion, wUl  allow  him  a  comfortable  existence  during 
this  period. 

The  maximum  grant  available  to  each  recipient  is 
$2,400,  payable  at  the  rate  of  $200  per  month  for  12 
months. 

Official  application  forms  for  the  196-68  grants  may 
be  secured  from  the  Executive  Director,  Southern 
Medical  Association,  2601  Highland  Avenue,  Birming- 
ham, Alabama  3205. 


North   Carolinians   Invited   to  White   House   Conference 
on  Medicare 

Three  North  Carolina  physicians  were  among  200 
physicians  and  hospital  administrators  from  across  the 
nation  asked  to  participate  in  a  meeting  called  by 
President  Johnson  at  the  White  House  on  June  15  to  dis- 
cuss implementation  of  the  Medicare  program  July  1. 

They  are  Frank  W.  Jones.  M.D.  of  Newton,  President 
of  the  Medical  Society  of  the  State  of  North  Carolina; 
Amos  N.  Johnson,  M.D.  of  Garland,  President  of  the 
American  Academy  of  General  Practice  and  a  con- 
sultant to  the  American  Medical  Association  Advisory 
Committee  on  Medicare;  and  John  R.  Kernodle,  M.D., 
of  Burhngton,  a  member  of  the  Committee  on  Aging  of 
the  AMA. 

Dr.  Jones  stated  that  "The  Medical  Society  of 
the  State  of  North  Carolina  is  cognizant  of  the 
law  and  does  not  intend  to  do  otherwise  than  comply 
with  the  law." 

President  Johnson  addressed  the  meeting,  which  was 
called  to  provide  an  opportunity  for  a  final  review 
of  the  preparations  for  Medicare.  The  meeting  in- 
cluded panel  discussions  on  problems  which  may  arise 
in  certain  communities  where  there  are  high  pro- 
portions of  aged  persons. 


U.  S.  Department  of  Health,  Education, 
AND  Welfare 

Initial  allotments,  totahng  $12,716,583.15  for  fiscal 
year  1967  under  the  Health  Professions  Student  Loan 
Program  have  been  made  to  196  schools  of  medicine, 
dentistry,  osteopathy,  optometry,  pharmacy,  and  podia- 
try, it  was  announced  recently  by  Surgeon  General 
William  H.  Stewart. 

Among  the  institutions  which  have  been  allotted  funds 
are  North  Carolina's  three  medical  schools— Duke  Uni- 
versity, $74,107.49;  the  University  of  North  CaroUna, 
$65,469.20;  the  Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College,  $49,101.89. 

The  funds,  available  through  the  PubUc  Health  Service 
wiU  be  used  for  loans  to  full-time  students  studying 
to  be  physicians,  dentists,  osteopaths,  optometrists, 
pharmacists,  or  podiatrists.  Students  in  need  may  bor- 
row up  to  $2,500  for  an  academic  year. 

National  Institutes  of  Health 

The  cooperation  of  physicians  is  requested  by  the 
National  Cancer  Institute  in  studies  being  conducted 
at  the  Chnical  Center,  National  Institutes  of  Health, 
Bethesda,  Md. 

Physicians  interested  in  having  their  patients  con- 
sidered for  these  studies  should  use  the  appropriate 
address  from  those  listed  with  the  diseases  under  in- 
vestigation. 

Hodgkin's  disease  and  lymphosarcoma,  particularly 
patients  who  have  had  minimal  prior  treatment  or 
none.  Address  Paul  P.  Carbone,  M.D.,  Clinical  Center, 
National  Institutes  of  Health,  Building  10— Room  12- 
N-228. 
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Hyper-  or  hypoparathyroidism.  Of  interest  are  pa- 
tients with  Ividney  stones  and  or  bone  demineralization 
in  association  with  high  serum  calcium  and  or  low 
serum  phosphate:  also  patients  with  hypoparathyroid- 
ism (congenital  or  following  thyroid  surgery i  having 
low  blood  calcium  and  high  serum  phosphorus.  Ad- 
dress Gerald  D.  Aurbach.  M.D..  Clinical  Center.  Room 
9-D-14,  National  Institutes  of  Health.  Bethesda.  Md. 
20014. 

Wiskott-Aldrich  syndrome.  Infants  or  small  children 
with  chronic  eczema,  thrombocytopenia,  hemorrhag- 
ic diathesis  and  susceptibility  to  infection.  Address 
Thomas  A.  Waldman.  M.D..  Clinical  Center.  Room  4- 
N-110.  National  Institutes  of  Health,  Bethesda,  Md. 
20014. 


Public  Health  Service 

Scholarship  funds  totaling  $3,807,800  have  been  made 
available  for  the  first  time  to  227  schools  of  medicine, 
dentistry,  optometry,  osteopathy,  podiatry,  and  phar- 
macy under  tlie  new  Health  Professions  Scholarship 
Program  of  the  Public  Health  Service.  Surgeon  Gen- 
eal  William  H.   Stewart  announced  recently. 

The  funds,  granted  for  fiscal  year  1967,  were  made 
available  as  a  result  of  the  Health  Professions  Edu- 
cational Assistance  Amendments  of  1965.  Increased 
enrollment  of  students  in  health  professions  schools 
is  the  basic  objective. 


The  Month  in  Washington 

Administration  officials  say  that  the  doc- 
tor-patient relationship  should  not  be  im- 
paired under  medicare. 

Dr.  Philip  R.  Lee,  assistant  secretary  of 
health,  education  and  welfare  for  health  and 
scientific  affairs,  said  in  an  interview  that 
federal  officials,  in  drafting  medicare  regu- 
lations, had  been  doiiiK  their  utmost  to  in- 
sure that  the  traditional  doctor-patient  rela- 
tionship is  preserved. 

"The  guidelines  for  the  medicare  pro- 
gram were  developed  with  the  close  coopera- 
tion of  so  many  physicians  and  other  people 
in  the  health  care  field  that  this  will  pro- 
vide the  best  assurance  for  the  physicians, 
for  the  government,  for  Congress  and  for  the 
public  that  the  implementation  of  medicare 
will  not  alter  the  fundamental  and  vital  per- 
sonal relationship  between  the  doctor  and  the 
patient,"  Lee  said. 

"This  was  clearly  the  intent  of  Con- 
gress." 


for    psychiatric    treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a  complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  n  The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a  separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
D  Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 

chemotherapy  D  We  will  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BV  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree    hospital 

41    PEACHTREE  PLACE,   N.  E.    /   TELEPHONE  873-5681    /   ATLANTA  9,   GEORGIA 
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Lee  termed  the  cooperation  of  physicians 
and  hospital  officials  in  developing  medicare 
guidelines  as  "extraordinary."  He  said  he 
personally  expects  the  doctor-patient  rela- 
tionship to  improve  under  medicare  because 
removal  to  a  large  extent  of  the  financing 
problem  will  give  a  phj^sician  more  leeway 
in  ordering  laboratory  tests  and  sending  a 
patient  to  a  hospital. 

President  Johnson  invited  about  200  phy- 
sicians and  hospital  administrators  to  a 
White  House  meeting  on  June  15  "to  ex- 
amine problems  that  may  arise  and  to  dis- 
cuss cooperative  arrangements  so  that  the 
(medicare)  program  will  get  off  to  a  good 
start." 

Social  Security  headquarters  at  Baltimore 
set  up  an  around-the-clock  medicare  infor- 
mation service  to  help  its  district  offices  in 
responding  to  queries  from,  beneficiaries, 
physicians,  hospital  administrators  and 
others. 

The  Defense  Department  has  slashed  by 
almost  one-third — from  2,496  to  1.713 — its 
special  draft  call  for  physicians  to  be  deliv- 
ered to  the  armed  forces  this  summer. 

Under  the  revised  doctor  draft  call,  the 
Army  will  take  958,  the  Navy  405  and  the 
Air  Force  350. 

The  Pentagon  said  casualties  in  Southeast 
Asia  had  been  fewer  than  expected  and  the 
number  of  volunteer  physicians  had  exceed- 
ed estimates.  In  reducing  the  call  by  783,  the 
Defense  Department  pointed  out  it  had  orig- 
inally issued  its  request  to  Selective  Service 
last  February.  At  that  time  it  used  best  esti- 
mates available  on  the  number  of  additional 
physicians  who  would  be  needed  for  the 
buildup  of  the  armed  forces  in  in  connection 
with  the  Viet  Nam  war. 

*  H^  ^ 

The  federal  government  will  conduct  a  na- 
tionwide survey  to  determine  factors  that 
lead  people,  particularly  older  persons,  to 
fall  for  fakes  and  swindles  in  the  health 
field. 

Seven  agencies  of  the  government  are  join- 
ing in  the  study  which  was  recommended 
by  the  Senate  Special  Committee  on  Aging 
Subcommittee  on  Frauds  and  Misrepresen- 
tations Affecting  the  Elderly.  The  study  will 
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include  various  groups  beginning  with  teen- 
agers, but  it  will  focus  on  the  elderly. 

At  hearings  of  the  subcommittee,  it  was 
estimated  that  a  billion  dollars  is  wasted  each 
year  on  misrepresented,  unnecessary  or 
worthless  health  products  and  services  with 
a  large  share  of  such  spending  by  older  per- 
sons, especially  those  suffering  from  chronic 
and  incurable  diseases. 

The  Food  and  Drug  Administration  is 
coordinating  the  study.  Joining  with  FDA 
in  the  survey  project  are  the  Administration 
on  Aging;  National  Institute  of  Child  Health 
and  Human  Development;  National  Institute 
of  Mental  Health ;  and  Vocational  Rehabilita- 
tion Administration — all  within  the  Depart- 
ment of  Health,  Education,  and  Welfare ;  the 
Agricultural  Research  Service  of  the  U.  S. 
Department  of  Agriculture,  and  the  Veterans 
Administration.  A  number  of  voluntary 
health  agencies,  the  American  Medical  Asso- 
ciation, and  the  National  Better  Busines* 
Bureau  helped  in  planning  the  study. 

The  study  will  seek  to  determine  the  in- 
fluence of  such  factors  as  family  and  edu- 
cational background,  folk  medicine  customs, 
and  health  experiences  on  consumer  atti- 
tudes toward  health  products,  services,  and 
information.  It  will  examine  the  extent  to 
which  such  factors  make  some  individuals 
prone  to  accept  false  and  misleading  promo- 
tions for  health  products  and  services,  or  re- 
sistant to  sound  medical  and  health  informa- 
tion. Armed  with  such  knowledge,  the  agen- 


cies hope  to  be  able  to  devise  more  effec- 
tive educational  and  other  programs  to  pro- 
tect the  public  against  health  frauds  and 
quackery. 


Classified  Advertisements 

"Wanted:  Physician  to  staff  Emergency  Room  on 
group  practice  set-up  at  Wilmington,  N.  C.  For 
details,  contact  Dr.  Robert  T.  Pigford,  312  Murchison 
Building,   Wilmington,  N.  C."  JJASO 

EASTERN  NORTH  CAROLINA— Wanted:  Chief  Radiol- 
ogist, Position  available  immediately  to  supervise  and 
plan  in  a  complete  new  department  in  expanding 
JCAH  Hospital  located  near  coast.  Estimated  income 
$28,000  to  $32,000  first  year.  Reply  Box  number  96-31- 
LUC.  JA 

EASTERN  NORTH  CAROLINA— Wanted:  Young  Gen- 
eral Surgeon,  Board  Certificate,  Excellent  practice, 
Exclusive  area  of  40,000  population  near  coast.  First 
class  expanding  JCAH  Hospital.  Unusual  opportunity 
for  right  person.  Full  particulars.  Reply  Box  number 
9«-31-LUC.  JA 

EASTERN  NORTH  CAROLINA— Wanted  OB-GYN: 
Board  Certified,  Excellent  exclusive  opportunity  250- 
300  deliveries  first  year  with  potential  for  500  within 
2  years.  Expanding  JCAH  Hospital  near  coast.  Reply 
Box  number  96-31-LUC.  JA 

EASTERN  NORTH  CAROLINA— Wanted:  Internist: 
Board  Certified:  Excellent  opportunity  in  exclusive 
area  in  conjunction  with  expanding  JCAH  Hospital 
near    coast.    Reply    Box    number   96-31-LUC.  JA 

GENERAL  PRACTIONER:  Staff  Physician  at  Central 
Prison  Hospital,  Raleigh.  40-Hour  workweek.  Standby 
every  3rd  week.  Vacation,  sick  leave,  retirement  bene- 
fits. Salary  about  $15,000.  Perodic  raises.  Write: 
Personnel  Officer,  N.  C.  Prltoa  Dept.,  Raleigh. 
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Hinkel,  E.  T.,  Jr.  (New  York); 
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A  Sanitarium  for  Rest  Under  Medical  Supervision,  and  Treatment  of 
Nervous  and  Mental   Diseases,   Alcoholism  and   Drug  Addiction 

The  Pinebluff  Sanitarium  is  situated  in  the  sandhills  of  North  Carolina  in  a  60-acre 
park  of  longleaf  pines.  It  is  located  on  U.  S.  Route  1.  six  miles  south  of  Pinehurst  and 
Southern   Pines.   This  section   is   unexcelled  for  its  healthful  climate. 

Ample  facilities  are  afforded  for  recreational  and  occupational  therapy,  particularly 
out-of-doors. 

Special  stress  is  laid  on  psychotherapy.  An  effort  is  made  to  lielp  the  patient  arrive  at  an 
understanding  of  his  problems  and  by  adjustment  to  his  personality  difficulties  or  modi- 
fication of  personality  traits  to  effect  a  cure  or  improvement  in  the  disease.  Two  resident 
physicians   and    a    limited    number  of    patients    afford    individual    treatment    in    each    case. 

For    further    information    write: 

r^    The  Pinebluff  Sanitarium,  Pinebluff,  N.  C. 
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The  No.  115  "oph"  uses  a  mirror  instead  of  a 
prism  for  light  transmission  in  order  to  bring  the 
viewing  axis  and  the  light  projection  axis  closer 
to  coincidence.  With  this  new  system,  it  is  easier 
to  direct  the  light  beam  into  the  eye,  a  greater 
area  of  the  eye  grounds  is  visible,  and  appears 
to  be  more  brilliantly  illuminated. 


Welch   AUyn's   finest   diagnostic   sets   now   in- 
clude  this  new   No.   115  ophthalnioscope  with 
mproved  optical  system. 

No  new  technique  is  required.  Size,  shape, 
lens  and  aperture  selection,  and  light  con- 
trol are  identical  with  the  now  discon- 
tinued Welch  Allyn  No.  121  ophthalmoscope. 
But  what  a  difference  in  use!  May  we  show 
you? 
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Trends  in  Infant  Mortality  in  North  Carolina, 

1933-1966 

Theodore  D.  Scurletis,  M.D.,  Kathryn  Surles,  M.Ed. 
James  F.  Donnelly,  M.D.,*  and  James  R.  Abernathy,  Ph.D. 

Raleigh 


In  1962  the  North  Carolina  State  Board 
of  Health  analyzed  the  state's  infant  and  ne- 
onatal mortality  for  the  years  1933-1 959, ^ 
and  compared  the  trend  in  North  Carolina 
with  that  in  the  United  States  as  a  whole.- 
In  an  attempt  to  account  for  the  changing 
trends  observed  in  infant  mortality,  the 
North  Carolina  data  for  the  years  1952-1959 
were  examined  in  greater  detail. 

The  present  report  extends  the  original 
data  to  include  an  additional  four  years 
(1960-1963)  and  points  up  the  changes 
that  have  occurred  since  1959. 

This  report,  as  well  as  the  previous  one, 
is  based  on  information  tabulated  directly 
from  birth  and  death  certificates  filed  with 
the  N.  C.  Department  of  Vital  Statistics,  the 
causes  of  death  being  coded  according  to  the 
leading  contributory  factor  reported  by  the 
attending  physician  or  coroner.  The  possibil- 
ity that  an  element  of  error  is  introduced 
by  the  information  contained  on  these  cer- 
tificates cannot  be  eliminated. 

For  the  reader  who  is  not  familiar  with  the 
terminology  used  in  reporting  vital  statistics, 
it  might  be  well  to  define  some  of  the  terms 
employed.  Infancy  and  infant  refer  to  the 
first  year  of  life;  neonatal  and  newborn  to 
the  the  first  27  days  of  life;  postneonatal,  to 
the  period  between  the  twenty-seventh  day 
and  the  end  of  the  first  year.  Dates  given  are 
always  inclusive. 

In  the  graphs  accompanying  this  article. 


From  the  North  CaroUna  State  Board  of  Health,  Raleigh, 
and  the  School  of  Public  Health,  University  of  North 
Carolina,   Chapel   Hill, 

*Dr.  Donnelly  died  on  June  24,  1966. 


the  slopes  of  the  trend  lines  were  computed 
by  the  method  of  least  squares.  The  points  of 
inflection  were  selected  arbitrarily  after  an 
examination  of  the  plotted  data. 

Infant  Mortality  Trends  Since  1933 

For  the  first  14  years  of  the  period  under 
consideration,  infant  mortality  declined  rap- 
idly, both  in  North  Carolina  and  in  the 
United  States  as  a  whole.  In  North  Carolina 

For  editorial  comment  see  page  389 

(Fig.  1)  the  rate  decreased  about  5%  per 
year  from  1933  to  1947;  from  1948  through 
1959,  the  rate  of  decline  dropped  to  1.3%  per 
year.  The  effect  of  including  the  four  addi- 
tional years  (1960-1963)  has  been  to  reduce 
still  further  the  rate  of  decline  since  1947  to 
1%  per  year. 

The  period  of  rapid  decline  in  the  infant 
death  rate  was  considerably  longer  for  whites 
thap  for  nonwhites.  Largely  because  the  non- 
white  infant  mortality  rate  was  higher  in 
1963  than  in  the  two  previous  years,  non- 
white  rates  show  a  slight  increase  since 
1947.  Lower  death  rates  among  white  infants 
during  the  past  four  years  have  changed  the 
upward  trend  (2.0%  per  year)  observed 
since  1954  to  a  slight  annual  decline  (0.2% 
per  year).  The  new  downward  trend  in 
white  infant  deaths  in  North  Carolina  is  con- 
sistent with  data  for  the  United  States  as  a 
whole.'' 

Among  white  infants,  postneonatal  deaths 
have  continued  to  show  a  downward  trend 
since  the  sharp  drop  which  occurred  in  1946 
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Fig.  1.  Infant  deaths  in  North  CaroUna,  1933-1963. 

Fig.  2.  Neonatal  and  postneonatal  deaths  among  white 
infants  in  North  Carolina,  1933-1963. 

Fig.  3.  Neonatal  and  postneonatal  deaths  among  non- 
white   infants   in   North   Carolina,    1933-1963. 

Fig.  4.  Neonatal  death  rate  in  North  Carolina,  by  age 
at  death,  1933-1963. 

Fig.  5.  Death  rates  from  influenza  and  pneumonia  in 
white  and  nonwhite  infants  in  North  arolina,  1933-1963. 

Fig.  6.  Death  rates  from  congenital  malformations  in 
white  and  nonwhite  infants,  1933-1963. 

Broken  lines  have  the  same  significance  as  unbrolten 
lines;  they  are  used  to  avoid  confusion  where  two  trend 
lines  overlap. 

(fig.  2).  The  neonatal  death  rate  for  the 
white  race,  on  the  other  hand,  has  increased 
slightly  since  1954  (0.3'^  per  year),  al- 
though there  has  been  a  leveling  off  in  the 


last  four  years.  Opposite  trends  are  observed 
in  the  nonwhite  data  (Fig.  3).  Neonatal 
deaths  continue  downward,  although  at  a  de- 
celerated rate  after  1946,  while  po-sfneonatal 
rates  have  begun  to  rise  since  1946.  The  con- 
tinuing increase  in  postneonatal  deaths 
among  nonwhites  in  North  Carolina  is  a  mat- 
ter of  considerable  concern,  and  one  which 
seems  to  warrant  the  more  detailed  study  giv- 
en it  in  the  accompanying  article.^ 

Figure  4  shows  neonatal  deaths  in  North 
Carolina  by  age  at  death.  Deaths  occurring 
in  the  first  24  hours  show  an  upward  trend 
after  1950,  while  mortality  rates  for  the 
other  two  neonatal  age  groups  have  con- 
tinued to  decline  slowly  since  1954,  the  an- 
nual rates  of  decline  being  0.5'/  for  infants 
1-6  days  old,  and  1.2  ^v  for  infants  7-27  days 
old.    Favorable   rates   during  the   past  four 
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years  are  responsible  for  this  downward 
trend. 

As  can  be  seen  in  Figures  5  and  6,  in- 
clusion of  the  1960-1963  data  has  produced 
little  difference  in  the  trend  lines  for  deaths 
due  to  influenza  and  pneumonia  and  to  con- 
genital malformations.  In  both  races,  deaths 
from  influenza  and  pneumonia  showed  a  pre- 
cipitous drop  between  1945  and  1946.  This 
decline  is  probably  responsible  to  a  large  ex- 
tent for  the  sharp  decrease  in  postneonatal 
death  rates  observed  at  that  time  (Fig.  2). 
Since  1946,  deaths  from  influenza  and  pneu- 
monia have  increased  among  nonwhite  in- 
fants and  continue  to  decrease  among  white 
infants.  Deaths  from  congenital  malforma- 
tions have  shown  an  upward  trend  in  white 
infants  since  1954,  and  in  nonwhites  since 
1938. 

The  data  presented  in  Figures  1-3  show 
that  the  rate  of  decline  in  infant  deaths  in 
North  Carolina  has  decelerated  since  1947. 
This  deceleration  occurred  around  1947 
among  nonwhite  races  and  around  1954  for 
the  white  race.  While  the  trend  in  infant 
mortality  for  non  whites  is  upward  slightly 
after  the  point  of  inflection,  inclusion  of  the 
1960-1963  data  has  caused  the  trend  for 
white  infant  deaths  to  level  off;  in  the  ab- 
sence of  these  last  figures,  the  white  trend 
was  also  upward.  For  both  races  combined, 
the  rates  have  declined  at  a  decelerated  rate 
of  1.0%  per  year  since  1947. 

Extension  of  the  data  to  include  the  years 
1960-63  has  served  to  change  the  direction 
of  the  trend  in  neonatal  death  rates ;  rates 
are  downward  for  infants  dying  in  the  first 
24  hours,  and  the  total  neonatal  rate  shows 
only  a  slight  upward  trend.  Additional  data 
have  also  decelerated  the  rate  of  increase  in 
deaths  due  to  congenital  malformations 
among  white  infants. 

As  a  result  of  extending  the  data  to  in- 
clude four  more  years,  the  trends  observed 
in  North  Carolina  infant  mortality  have  be- 
come more  similar  to  trends  observed  for  the 
country  as  a  whole. '*  The  greatest  deviation  is 
in  the  area  of  nonwhite  postneonatal 
deaths,  where  the  trend  is  downward  for  the 
United  States  as  a  whole,  but  upward  in 
North  Carolina. 


Infant  Mortality  Since  1952* 

Figure  7  shows  neonatal  and  postneonatal 
death  rates  by  cause  of  death,  age  at  death, 
and  race.  If  the  death  rate  for  any  age  group 
is  less  than  0.1  per  1,000  live  births,  it  is 
omitted  from  the  graph. 

Infections  include  meningitis,  upper  res- 
piratory infections,  influenza  and  pneu- 
monia, colitis,  gastroenteritis,  and  other  in- 
fectious and  parasitic  diseases.  Death  rates 
from  these  causes  are  considerably  higher 
for  nonwhite  than  for  white  infants  and  are 
highest  in  the  postneonatal  period.  While 
the  rates  declined  for  both  white  and  non- 
white  races  in  1959,  they  rose  again  in  subse- 
quent years.  Congenital  malformations  in- 
clude causes  usually  considered  in  this  cate- 
gory as  well  as  bone  and  joint  diseases.  The 
infant  death  rates  from  these  causes  have 
changed  but  slightly  during  the  entire  period 
covered  by  the  graphs.  Rates  are  highest  in 
the  neonatal  period.  The  present  trend  in 
early  neonatal  mortality  is  upward  for  non- 
white  infants,  but  downward  for  white  in- 
fants since  1959.  The  postneonatal  death  rate 
for  white  infants  also  began  to  drop  in  1959, 
but  rose  again  in  1963. 

Birth  injuries  include  intracranial  and 
spinal  injuries  and  other  traumatic  condi- 
tions of  birth  directly  I'elated  to  death.  In 
the  white  race  neonatal  deaths  due  to  birth 
injuries  have  declined  since  1959,  particular- 
ly in  the  age  group  from  1  to  6  days.  Rates 
for  nonwhites  are  slightly  downward 
throughout  the  entire  period,  except  in  1963, 
when  the  rates  for  infants  under  1  day  old 
and  for  the  whole  neonatal  period  (0-27 
days)  began  to  rise.  Postnatal  asphyxia,  in- 
cludes all  cases  of  postnatal  asphyxia  and 
atelectasis  not  related  to  other  significant 
disease.  The  trend  in  postnatal  asphyxia 
rates  among  nonwhite  newborns  is  upward 
for  the  period,  although  there  has  been  a 
leveling  off  since  1960.  For  white  newborns, 


*Although  the  rates  examined  in  this  section  cover  the 
last  12  years  shown  in  previous  graphs,  the  rates  are  not 
necessarily  the  same.  Rates  previously  shown  were  based 
on  birth  and  deatli  certificates  received  during  the  year 
specified,  regardless  of  the  year  in  which  the  event  oc- 
curred. Rates  referred  to  in  this  section  are  based  upon 
deaths  reported  among  infants  born  during  the  year  speci- 
fied. 
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Fig.  7.  Death  rates  from  selected  causes  of  death  by 
age  and  color  among  infants  born  in  North  Carolina, 
1952-1963. 
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Table  1 
Deaths  Among  Infants  Born  in  North  Carolina,  1959-1963 


Causes  of  Death* 

All  causes 

Immaturity^ 

Postnatal  asphyxia  &  atelectasis 

Birth  injuries 

Ill-defined  and  unknownb 

Congenital  malformations 

Infections 

Meningitis^ 

Infective  &  parasitici 

Acute  upper  respiratory  infections^ 

Influenza  &  pneumoniaf 

Gastroenteritis  &  colitiss 

Other  infections  of  newbornh 
Other  diseases' 
Accidents 
All  other  -.  • 

*Superscript  letters  refer  to  footnotes  giving  the  code  number  in  the  Manual  of  the  International  Statistical  Classi- 
fication of  Diseases,  Injuries  and  Causes  of  Death  (WHO,  Geneva,  1957,  Seventh  Revision!,  as  follows: 


Total 

White 

Nonwhite 

Post- 

Post- 

Post- 

Neonatal 

neonatal 

Neonatal 

neonatal  Neonatal 

neonatal 

11,114 

5.865 

6,391 

2,004 

4.723 

3.861 

2,834 

75 

1,501 

18 

1.333 

57 

2,518 

25 

1,445 

10 

1,073 

15 

1,379 

7 

900 

6 

479 

1 

1,367 

650 

764 

142 

603 

508 

1,248 

731 

972 

500 

276 

231 

896 

3,073 

335 

816 

561 

2,257 

24 

96 

14 

37 

10 

59 

36 

234 

16 

88 

20 

146 

13 

90 

1 

24 

12 

66 

581 

2,051 

230 

571 

351 

1,480 

143 

596 

28 

94 

115 

502 

99 

6 

46 

2 

53 

4 

325 

166 

186 

13 

139 

153 

118 

558 

35 

217 

83 

341 

429 

580 

253 

282 

176 

298 

a.  774-776 

b.  773,  780-795 


340 

001-138 

470-475 

480-493,  763 

5710,  764 

765-768 

770-772 


the  rate  rose  slightly  from  1952  through 
1958,  after  which  it  decreased,  then  stab- 
ilized. 

Immaturity  includes  all  deaths  of  infants 
weighing  less  than  5  pounds  8  ounces  which 
could  not  be  attributed  to  any  other  cause. 
Although  approximately  one  fourth  of  all 
neonatal  deaths  occurring  in  the  past  several 
years  have  been  attributed  to  immaturity 
(Table  1),  deaths  from  this  cause,  in  both 
white  and  nonwhite  infants,  have  decreased 
more  rapidly  since  1952  than  deaths  from 
any  other  cause.  The  decline  is  most  apparent 
in  the  group  of  white  infants  1  to  6  days  of 
age.  Other  diseases  of  early  infancy  include 
hemolytic  and  hemorrhagic  disease,  nutri- 
tional and  metabolic  disease,  and  other  causes 
not  previously  classified.  All  deaths  not  class- 
ified in  other  categories  are  listed  as  due  to 
ill-defined  and  unknown  causes.  The  neonatal 
death  rate  for  ill-defined  and  unknown 
causes  has  increased  throughout  the  period 


in  both  races.  Postneonatal  deaths  in  this 
category  also  increased  until  1959,  but  have 
shown  a  decline  during  the  past  several 
years. 

During  the  last  five  years  of  this  study 
(1959-1963)  three  leading  causes  (immatur- 
ity, postnatal  asphyxia,  and  birth  injuries) 
accounted  for  61 9f  of  all  deaths  among  new- 
borns in  North  Carolina  (Table  1).  Ill-de- 
fined and  unknown  causes  ranked  fourth, 
and  congenital  malformations  and  infections 
ranked  fifth  and  sixth ;  infections  accounted 
for  only  8'r  of  the  deaths.  Of  these  six  lead- 
ing causes  of  neonatal  deaths,  only  one  has 
continued  to  show  a  definite  upward  trend  in 
the  white  race  since  1959.  Among  nonwhite 
races,  however,  only  one  of  the  leading  causes 
(immaturity)  shows  a  downward  trend.  It 
is  encouraging,  however,  that  death  rates 
for  malformations,  injuries,  and  infections, 
which  previously  showed  an  upward  trend 
in  nonwhite  newborns,  have  stabilized  in 
recent  years. 

Iiifections,  predominantly  influenza  and 
pneumonia,  have  accounted  for  52  7o  of  the 
postneonatal  deaths  occurring  since  1959. 
The  second  leading  cause  of  postneonatal 
mortality  was  congenital  malformations, 
which  were  blamed  for  12 '^  of  the  deaths. 
Among  white  infants  postneonatal  deaths 
due    to    infections    have    become    stabilized 
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since  1959,  but  in  nonvvhite  infants  the  trend 
continues  upward.  Following  a  downward 
trend  which  began  in  1959,  the  white  post- 
neonatal  death  rate  from  congenital  malfor- 
mations rose  in  1963;  among  nonwhite  in- 
fants, the  rate  for  1963  was  almost  identical 
with  that  for  1954.  The  nonwhite  postneo- 
natal  death  rates  for  other  diseases  and  ill- 
defined  causes  have  declined  since  1959. 

Conclusion 
The  data  obtained  since  the  last  report  on 
this  subject,^  which  was  based  on  statistics 
compiled  for  the  period  from  1933  to  1959, 
are  somewhat  encouraging.  While  upward 
trends  exist  for  some  causes  of  both  neonatal 
and  postneonatal  deaths  in  both  races,  the 
general  picture  for  most  leading  causes  is 
that  of  a  leveling  off  or  even  a  slightly  down- 
ward trend.  Neonatal  deaths  among  white 
infants  have  declined  slightly  since  1959, 
and  the  death  rate  for  nonwhite  newborns 
appears  to  have  leveled  off  during  these  five 


years.  In  the  postneonatal  period,  infections 
have  cause  an  increasing  number  of  deaths 
since  1954  among  white  infants,  however, 
this  upward  trend  has  leveled  off  since  1959. 
While  the  data  obtained  since  1959  do  not 
show  any  marked  downward  trend  in  infant 
mortality  in  North  Carolina,  they  at  least  re- 
verse the  upward  trends  noted  for  most  lead- 
ing causes  prior  to  1959.  The  most  promising 
area  for  action  would  appear  to  be  in  reduc- 
ing the  mortality  from  infections  among  non- 
white  infants.  This  area  is  under  study  at 
the  present  time. 
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Data  presented  in  the  accompanying  ar- 
ticle' indicate  that  the  disturbing  upward 
trend  in  infant  mortality  in  North  Carolina 
has  been  arrested  and  perhaps  reversed  dur- 
ing the  five-year  period  from  1959  through 
1963.  Neonatal  mortality  showed  a  slight 
decline  in  the  white  race  during  these  five 
years  and  at  least  a  leveling  off  in  nonwhite 
races.  In  North  Carolina  during  this  period,^' 
as  in  the  United  States  as  a  whole,-'  the 
neonatal  mortality  rate  in  nonwhite  races 
was  approximately  one  and  one  half  times 
that  among  white  infants  (Table  1) . 

Postneonatal  mortality  trends  follow  a 
different  pattern.  Postneonatal  mortality  for 
nonwhite  races  has  increased  rather  sharply 
in  the  past  few  years,  being  four  times  that 
for  the  white  race  during  the  period  under 


From  the  North  Carolina  State  Board  of  Health,  Raleigh, 
and  the  School  of  Public  Health,  University  of  North 
Carolina,  Chapel  Hill. 


study  (Table  1).  The  race  differential  in 
postneonatal  mortality  rates  in  North  Caro- 
lina is  considerably  greater  than  that  for  the 
country  as  a  whole.  More  than  1000  post- 
neonatal deaths  occur  each  year  in  North 
Carolina. 

Great  excesses  in  infant  deaths  occurring 
after  the  first  27  days  of  life  were  character- 
istic of  the  period  before  1930  in  the  United 
States  and  are  now  found  in  relatively  under- 
developed countries.  Whereas  neonatal  mor- 
tality is  commonly  associated  with  deleter- 
ious biologic  factors,  ^-  "'  prevailing  medical 
opinion  ''■  "  holds  that  a  major  portion  of  post 
neonatal  deaths  are  related  to  unfavorable 
environmental  situations :  poor  nutrition, 
sanitation,  housing,  and  medical  care.  The 
present  study,  utilizing  vital  data,  seeks  to 
explore  the  reasons  for  North  Carolina's 
relatively  unfavorable  postneonatal  mor- 
tality in  comparison  with  that  of  other  states. 
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Table  1 
Neonatal  and  Postneonatal  Mortality  in  North  Carolina  and  the  United  States 


North  Carolina- 
United  States'* 


(1959-1963) 

Neonatal  Deaths 
per    1000    Live    Births 
(Birth— 27  days) 
Total  White  Nonwhites 

20.3  17.1  27.1 

18.5  17.0  26.6 


Postneonatal    Deaths 

per    1000    Live    Births 

(28  days — 1  year) 

Total  White  Nonwhites 

11.0  5.5  22.9 

7.1  5.6  15.6 


Causes  of  Death  in  the  Postneonatal  Period 

Information  obtaineci  from  death  certifi- 
cates in(iicates  that  infections  have  accounte(i 
for  slightly  more  than  half  (52.4%)  of  the 
postneonatal  deaths  occurring  in  the  five 
years  under  study  (Table  2).  The  most  com- 
mon type  of  infection  was  influenza  and 
pneumonia,  followed  by  gastroenteritis  and 
colitis,  infective  and  parasitic  disease,  men- 
ingitis, and  acute  respiratory  infections,  in 
that  order  of  frequency.  Infections  were  re- 
sponsible for  a  greater  percentage  of  the 
postneonatal  deaths  among  nonwhite  infants 
(58.5%)  than  among  whites  (40.770-  The 
The  postneonatal  death  rate  from  infections 
in  nonwhite  infants  was  13.4 — more  than 
five  and  one  half  times  as  great  as  that 
in  the  white  race  (2.2).  The  difference  in 
the  two  rates  can  be  attributed  almost  en- 


tirely to  influenza  and  pneumonia,  together 
with  gastroenteritis  and  colitis.  It  can  be 
seen  in  Table  2  that  the  nonwhite  infant  was 
six  times  more  vulnerable  to  death  from  in- 
fluenza and  pneumonia  and  ten  times  more 
vulnerable  to  death  from  gastroenteritis  and 
colitis  than  the  white  infant. 

The  next  most  common  cause  of  postneon- 
atal mortality — congenital  malformations — 
was  relatively  more  important  in  the  white 
race,  being  responsible  for  approximately 
25%  of  white  deaths  and  only  67  of  non- 
white  deaths.  The  risk  of  death  from  con- 
genital malformations  was  the  same  for  both 
races,  however,  since  the  postneonatal  death 
rates  were  identical   (1.4). 

Ill-defined  and  unknown  causes  ranked 
third  in  importance,  with  postneonatal  death 
rates  of  3.0  in  the  nonwhite  races  and  0.4 


Table  2 

Postneonatal   Deaths   and   Postneonatal   Death   Rates   in   North   Carolina 

by  Race  and  Cause  of  Death 

(1959-1963)3 


Total 

White 

Nonwhite 

Cause  of  Death* 

No. 

Rate** 

No. 

Rate*** 

No. 

Rate**'^ 

Infectionsa 

3,073 

5.7 

816 

2.2 

2,257 

13.4 

Influenza-pneumoniab 

2,051 

3.8 

571 

1.5 

1,480 

8.8 

Gastroenteritis  and  colitis^ 

602 

1.1 

96 

0.3 

506 

3.0 

Congenital   malformations^ 

731 

1.4 

500 

1.4 

231 

1.4 

Ill-defined  and  unknowne 

650 

1.2 

142 

0.4 

508 

3.0 

Accidentsf 

558 

1.0 

217 

0.6 

341 

2.0 

Mechanical  sutfocationss 

257 

0.5 

94 

0.3 

163 

1.0 

All  other 

853 

1.6 

329 

0.9 

524 

3.1 

Total 

5,865 

10.9 

2.004 

5.4 

3,861 

22.9 

*International  Statistical  Classification 

a.  001-138,  340,  470-475,  480-493,  543,  572,  571,0,  763,  764 

b.  480-493,  763 

c.  543,  571,  572,  764 

d.  750-759 

e.  773,  780-795 

f.  800-802,  840-962   (Excludes  motor  vehicle  accidents) 

g.  924-925 

^i-^Based   on   537,979   survivors    of   the    neonatal   period    and  expressed  as  deaths  per  1000  neonatal  survivors. 
***Based  on  369,143  neonatal  survivors  and  expressed  as  deaths  per  1000  neonatal  survivors. 
****Based  on  168,836  neonatal  survivors  and  expressed  as  deaths  per  1000  neonatal  survivors. 
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Table  3 

Neonatal  Survivors  and  Postneonatal  Death  Rates  in  North  Carolina 

by  Race  and  Age  of  Mother 

(1959-1963) 


Total 

White 

Nonwhite 

Mother's 

Neonatal 

Neonatal 

Neonatal 

Age 

Survivors* 

Rate** 

Survivors* 

Rate** 

Survivors* 

Rate 

<15 

1,849 

31.4 

400 

10.0 

1,449 

37.3 

15-19 

102,825 

16.3 

64,010 

7.7 

38,815 

30.4 

20-24 

184.470 

10.3 

132,810 

5.5 

51,660 

22.7 

25-29 

125,992 

8.9 

90.885 

4.5 

35,107 

20.2 

30-34 

73,938 

8.6 

50,312 

4.2 

23,626 

18.0 

35-39 

38,072 

9.1 

24,133 

4.4 

13,939 

17.4 

40+ 

10.795 

11.0 

6,575 

5.9 

4,220 

19.0 

*Survivors  of  the  neonatal  period 
**Per   1,000  neonatal  survivors 

for  white  infants.  Athough  the  significance 
of  these  differences  is  difficult  to  interpret, 
it  is  well  known  that  sudden,  unexplained 
death  in  infancy  is  often  associated  with  lack 
of  medical  attention  at  the  time  of  death. 

Accidents  (excluding  those  involving  mo- 
tor vehicles)  ranked  fourth,  being  respons- 
ible for  approximately  107f  of  the  postneona- 
tal deaths  in  each  race.  The  postneonatal 
death  rate  from  accidents,  however,  was 
three  times  as  great  in  nonwhites  as  in 
whites.  Mechanical  suffocation,  for  example, 
was  four  times  more  likely  to  occur  in  non- 
white  infants  than  in  white  infants. 

Factors  Affecting  Postneonatal  Mortality 
Maternal  age 

In  both  races,  the  risk  of  postneonatal 
death  was  greater  in  infants  born  to  younger 
mothers,  particularly  to  mothers  under  20 
years  of  age.  For  the  infants  of  mothers 
under  15,  the  postneonatal  death  rate  was 
three  times  as  high  as  for  those  whose  moth- 


ers were  20  to  24  years  old  (Table  3) .  Begin- 
ning with  age  20,  the  risk  of  postneonatal 
mortality  decreases  gradually  as  maternal 
age  increases  up  to  35  years,  when  it  begins 
to  rise  again  in  the  white  race;  in  nonwhite 
races,  the  decline  continues  to  age  40. 

Infants  born  to  young  mothers  of  nonwhite 
races  suffer  relatively  higher  postneonatal 
mortality  than  do  their  white  counterparts. 

Maternal  parity 

Despite  the  significantly  greater  risk  of 
postneonatal  death  among  infants  born  to 
mothers  under  20  years  of  age,  the  post- 
neonatal mortality  rate  is  lowest  for  first- 
born infants  of  both  races  (Table  4) .  Among 
nonwhites,  it  is  highest  for  the  second-born ; 
in  the  white  race,  it  rises  with  each  succes- 
sive birth,  with  the  exception  of  the  fifth. 
The  added  risk  is  of  such  magnitude  that  the 
mortality  rate  for  white  infants  of  birth 
order  six  or  above  is  more  than  twice  that 
for  firstborn  white  infants. 


Parity 
1 
2 
3 

4 
5 

6+ 


Table  4 

Neonatal  Survivors  and  Postneonatal  Death  Rates  in  North  Carolina 

by  Race  and  Parity  of  Mother 

(1959-1963) 


Total 
Neonatal 
Survivors* 

149,076 
124,848 

90,472 

60,446 

38,562 

74,449 


=:=Survivors  of  the  neonatal  period 
**Per   1,000  neonatal  survivors 


Rate* 

7.8 
9.7 
10.1 
12.1 
13.6 
17.7 


White 

Neonatal 

Survivors* 

Rate 

113,518 

4.2 

96,124 

4.9 

67,402 

5.3 

41,512 

7.1 

22,876 

6.3 

27,636 

9.4 

Nonwhite 

Neonatal 

Survivors* 

Rate** 

35,558 

19.5 

28,724 

25.6 

23,070 

24.1 

18,934 

23.1 

15,686 

24.2 

46,813 

22.6 
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Table  5 

Neonatal  Survivors  and  Postneonatal  Death  Rates  in  North  Carolina 

by  Race  and  Birth  Weight 

(1959-1963) 


Total 

White 

Nonwhite 

Birth 

Neonatal 

Neonatal 

Neonatal 

Weight  (gm) 

Survivors* 

Rate** 

Survivors* 

Rate** 

Survivors* 

Rate* 

1500  or  less 

2,482 

58.4 

1,171 

34.2 

1,311 

80.1 

1501-2000 

8,270 

45,6 

4,434 

21.4 

3.836 

73.5 

2001-2500 

31,038 

25.9 

17,420 

14.5 

13,618 

40.5 

2501-3000 

112,383 

14.1 

69,844 

6.8 

42,539 

26.1 

3001-3500 

208,661 

8.8 

145,201 

4.6 

63,460 

18.3 

3501-4000 

133,838 

6.3 

100,361 

3.6 

33,477 

14.3 

4001+ 

41,024 

6.7 

30,584 

3.7 

10,440 

15.3 

^Survivors  of  the  neonatal  period 
**Per   1,000   neonatal  survivors 

Birth  iveight 

It  is  recognized  that  low  birth  weight  and, 
to  a  somewhat  lesser  extent,  very  high  birth 
weight  (above  4000  Gm)  tend  to  increase 
neonatal  mortality  rates.**-  ■'•  '"  That  the  mor- 
tality rate  for  infants  of  low  birth  weight 
remains  high  during  the  postneonatal  pe- 
riod" is  often  overlooked  when  these  infants 
are  discharged  from  the  hospital.  Table  5 
shows  that  postneonatal  mortality  among 
very  small  white  infants  (those  weighing  less 
than  1500  Gm  at  birth)  was  some  seven  times 
that  of  infants  weighing  more  than  2500  Gm. 
In  nonwhite  races  the  postneonatal  mortality 
rate  for  very  small  infants  was  even  higher, 
being  nearly  two  and  one  half  times  that  of 
the  white  group  and  approximately  four 
times  higher  than  the  rate  for  nonwhite  in- 
fants weighing  more  than  2500  Gm  at  birth. 
It  is  interesting  to  note  that  the  risk  of  post- 
neonatal death  is  apparently  not  increased  in 
infants  of  hicjli  birth  weight  (more  than  4000 
Gm.). 

Illegitimacy 

The  recent  increase  in  illegitimacy,  espe- 


cially among  nonwhites,'-  has  been  of  great 
concern  to  many  professional  disciplines, 
since  the  consequences  of  birth  out  of  wed- 
lock may  be  quite  deleterious  to  the  infant's 
future  physical,  mental,  and  social  well-be- 
ing. Postneonatal  mortality  rates  among  il- 
legitimate children,  however,  are  not  so  high 
as  might  be  expected  (Table  6) .  The  risk  of 
postneonatal  death  for  nonwhite  infants  born 
illegitimately  is  only  one  and  one  half  times 
as  great  as  for  those  born  in  wedlock.  Among 
white  infants,  the  risk  is  almost  twice  as 
great  for  those  born  out  of  wedlock.  It  would 
appear,  therefore,  that  illegitimacy  as  a  fac- 
tor in  postneonatal  mortality  is  relatively 
more  important  within  the  white  group. 

Discussion 
Although  deaths  in  the  postneonatal  pe- 
riod account  for  only  a  quarter  of  North 
Carolina's  infant  mortality,  they  deserve 
more  attention  than  they  have  received  in 
recent  years.  At  the  same  time  that  the  gap 
between  white  and  nonwhite  races  has  clos- 
ed slightly  in  the  field  of  neonatal  mortality, 
it  has  widened  where  postneonatal  mortality 


Status 

Legitimate 
Illegitimate 

^Survivors  of  the  neonatal  period 
**Per   1,000  neonatal  survivors 


Table  6 

Neonatal  Survivors  and  Postneonatal  Death  Rates  in  North 

Carolina 

b.v  Race  and  Legitimacy  of  Birth 

(1959-1963) 

Total                                              White 

Nonwhite 

Neonatal                                        Neonatal 

Neonatal 

Survivors*           Rate**               Survivors*           Rate** 

Survivors* 

Rate** 

487,473                      9.3                       360.209                      5.3 

127,264 

20.6 

50,506                   26.2                         8,934                     9.0 

41,572 

29.9 

370 


NORTH  CAROLINA  MEDICAL  JOURNAL 


August.  1966 


is  concerned.  Does  this  finding  imply  that 
environmental  factors  have  operated  to  pre- 
vent full  application  of  present  knowledge 
and  technology  during  the  postneonatal  pe- 
riod ? 

Another  consideration  drawing  attention 
to  postneonatal  mortality  is  North  Carolina's 
standing  relative  to  the  rest  of  the  country. 
Whereas  13  states  had  neonatal  mortality 
rates  equal  to  North  Carolina's  or  higher, 
only  6  states  had  less  favorable  rankings  for 
postneonatal  mortality  in  the  period  under 
study.-'  •■'• 

We  recognize  the  limitations  of  this  re- 
view. Some  are  associated  with  the  reporting 
of  several  items  found  on  infant  death  certi- 
ficates— in  particular,  those  related  to  the 
cause  of  death.  In  many  cases  (25'/r  for 
whites  and  41 'y  for  nonwhites)  death  cer- 
tificates were  completed  by  coroners  who 
w'ere  not  physicians.  Even  when  the  death 
certificates  were  completed  by  physicians,  it 
was  not  known  for  cert'ain  what  proportion 
of  these  physicians  attended  the  infants  dur- 
ing their  fatal  illness  or  how  often  an  autopsy 
examination  was  obtained.  Another  limita- 
tion of  this  report  is  the  fact  that  the  factors 
studied — cause  of  death,  maternal  age,  par- 
ity, birth  weight,  and  illegitimacy — were  an- 
alyzed singly  in  their  relation  to  mortality.  In 
a  future  study,  the  effect  of  various  combina- 
tions of  these  factors  will  be  considered.  De- 
spite the  foregoing  limitations,  a  few  worth- 
while clues  pertaining  to  postneonatal  mor- 
tality were  uncovered. 

The  dramatic  decline  in  postneonatal  mor- 
tality which  occurred  in  the  second  half  of 
the  1940's  reflected  the  decrease  in  deaths 
from  infections  of  all  types.  Although  it  is 
usually  assumed  that  the  widespread  use  of 
antimicrobial  agents  accounts  for  this  de- 
crease, it  is  possible  that  the  gradual  im- 
provement in  housing,  nutrition,  and  sanita- 
tion may  also  have  played  a  part.  During 
the  period  of  study  (1959-1963)  postneonatal 
deaths  attributed  to  infections  were  more 
prevalent  among  nonwhite  infants,  those 
born  to  mothers  of  high  parity,  and  those 
born  out  of  wedlock.  Accidental  deaths,  par- 
ticularly those  due  to  mechanical  suffocation, 
also  were  more  common  among  nonwhite  in- 
fants. 


Although  one  can  do  no  more  than  specu- 
late about  deaths  recorded  as  due  to  mechan- 
ical suffocation  or  to  ill-defined  and  un- 
known causes,  they  probably  represent  a  por- 
tion of  the  baffling  group  termed  "sudden 
unexplained  deaths  in  infancy."  Rosa'-  re- 
viewed reports  of  epidemiologic  and  patho- 
logic investigations  of  such  deaths  from 
Cleveland,  Los  Angeles,  Deti'oit,  and  the 
United  Kingdom.  On  the  basis  of  these  re- 
ports and  his  own  analysis  of  1035  certifi- 
cates of  infant  deaths  occurring  outside  the 
hospital  in  Washington,  D.  C.  he  feels  that 
the  etiology  of  these  deaths  overlaps,  to  some 
extent,  with  that  of  deaths  attributed  to  res- 
piratory infections.  He  estimates  that  "sud- 
den unexplained"  and  "obscure  respiratory" 
deaths,  taken  together,  may  account  for  56'/! 
of  infant  deaths  not  related  to  pregnancy. 

It  is  not  surprising  that  the  postneonatal 
mortality  rates  associated  with  congenital 
malformations  were  the  same  for  both  races, 
since  the  factors  responsible  for  such  mal- 
formations are  biologic  rather  than  environ- 
mental. Malformations  may  be  identified 
less  often  among  nonwhites,  however,  and 
expert  care  may  be  less  readily  available  to 
them.  One  would  expect  that  the  latter  factor 
would  allow  more  of  these  deaths  to  occur  in 
the  neonatal  period. 

From  the  data  given,  there  is  little  question 
that  the  risk  of  postneonatal  death  is  greater 
among  nonwhite  infants,  among  infants 
born  to  very  young  mothers  of  both  races, 
and  among  infants  of  low  birth  weight.  Ex- 
cess parity  and  illegitimacy  also  play  im- 
portant roles. 

If  the  preceding  limited  interpretations 
of  existing  data  are  assumed  to  be  valid, 
what  approach  should  we  take  to  lowering 
postneonatal  mortality  in  the  high-risk 
groups?  Will  we  need  to  wait  for  gradual  im- 
provement in  general  education  to  result  in 
better  income,  nutrition,  housing,  and  sani- 
tation in  these  groups?  Do  we  need  earlier 
and  better  sex  education  in  public  schools, 
augmented  by  increased  availability  of  effec- 
tive contraceptive  methods?  Are  more  exten- 
sive and  intensive  considerations  of  "mother- 
craft"  needed  in  junior  and  senior  high 
schools?  What  can  be  expected  from  making 
medical   care  more  generally  available  and 
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accessible?  What  determines  its  utilization 
by  high-risk  groups?  How  well  do  these 
mothers  understand  and  follow  through  on 
medical  instructions?  Do  they  appreciate 
warning  signals  of  serious  illness  ?  Do  select- 
ed mothers  in  the  high-risk  groups  feel  less 
able  to  control  events  relating  to  themselves 
and  their  infants  and  feel  more  isolated  and 
alienated  from  today's  complex,  demanding 
society  ? 

Since  the  answers  to  these  questions  ob- 
viously require  more  pertinent  data  than 
are  reported  on  birth  and  death  certificates, 
it  is  hope  that  special  studies  designed  to 
yield  new  and  more  penetrating  information 
about  factois  related  to  this  important  seg- 
ment of  infant  mortality  can  be  planned  and 
carried  out  in  North  Carolina.  Only  when 
such  data  are  available  can  we  initiate  more 
effective  programs  for  the  reduction  of  high 
postneonatal  mortality. 

Summanj 

This  review  of  vital  data  indicates  that 
North  Carolina's  failure  to  make  substantial 
reductions  in  infant  mortality  during  the 
five-year  period  1959  through  1963  is  re- 
lated largely  to  a  relatively  high  postneonatal 
mortality. 

More  than  half  of  the  postneonatal  deaths 
were  attributed  to  infections,  principally  in- 
fluenza and  pneumonia,  gastroenteritis  and 
colitis.  Other  causes  listed  by  those  complet- 
ing the  death  certificates  were,  in  order  of 
decreasing  frequency,  congenital  malforma- 
tions,  ill-defined  and   unknown  causes,   and 


accidents    (excluding  those  related  to  motor 
vehicles). 

Postneonatal  mortality  was  found  to  be 
highest  among  nonwhite  infants,  infants 
boi  n  to  young  mothers,  and  infants  born  to 
mothers  of  high  parity.  Low  birth  weight 
and  illegitimacy  were  two  other  factors  as- 
sociated with  high  postneonatal  mortality. 
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There  is  much  to  be  gaine(i  in  most  instances  by  labelling  the  nature  of  the  medica- 
tion. Patients  are  bombarded  on  all  sides  by  medical  information,  their  approach  to  med- 
ical care  is  much  more  sophisticated  than  that  of  their  parents.  The  growth  of  effective 
pharmaceutical  agents  has  been  such  that  three  or  four  types  of  medication  may  be  indi- 
cated for  the  management  of  a  single  problem.  Labelling  promotes  better  medical  care 
rather  than  detracting  from  it.  Labelling  also  promotes  more  effective  communication 
between  the  patient  and  the  physician. — E.  Clinton  Textxer,  Jr.,  M.D.,  Illinois  Medical  Jour- 
nal, 1129:2701,  March  1966. 


372 


August.  1966 


Abdominal  Pregnancy  -  Still  a  Paradox 

Report   iif  a   Case   with   Survival  of  Infant 
Walter  P.  Scott,  M.D.,*  Charlotte  and 


David  F.  Bew.  M.D.,^ 

Thanks  to  modern  medicine,  we  are  now 
beginning  to  see  a  revival  of  abdominal  preg- 
nancy— a  rare  entity  described  more  than  a 
thousand  years  ago  by  Albucasis. 

Incidence 

With  the  advent  of  antibiotic  therapy  for 
pelvic  inflammatory  disease,  ectopic  gesta- 
tions have  increased  to  the  point  that  the 
incidence  is  about  1'.  of  all  pregnancies.^ 
The  number  of  advanced  extrauterine  preg- 
nancies might  be  expected  to  increase  corre- 
spondingly, since  probably  \^',  of  all  ectopic 
pregnancies  reach  term.  In  25  cases  recently 
presented  by  Barnett  and  Bolen,-  and  in 
65  cases  repoi'ted  by  Beacham  and  collea- 
gues,-* the  proportion  of  ectopic  pregnancies 
to  all  deliveries  was  1 :3244  and  1 :3166  re- 
spectively. 

In  a  review  of  the  American  literature 
prior  to  1961,  Bright  and  Maser^  found  12 
survivals,  with  a  10:1  ratio  of  nonwhite 
to  white  cases.  They  concluded  that  the  pos- 
sibility of  obtaining  a  living  infant  was  ex- 
tremely small.  The  consensus  in  the  literature 
is  that  an  infant  has  about  a  25' v  chance  of 
surviving  and  a  10'^.'  chance  of  being  normal. 
Schlussel  and  Sail"'  reported  one  five-year 
survival  (nonwhite)  in  1964.  Henderson  and 
Wilson''  reported  one  survival  in  10  cases 
encountered  between  1943  and  1961.  Boyd' 
added  an  11-year  survival    (white)    in  1965. 

Mortality 
Beacham  and  others-'  reported  a  fetal  mor- 
tality of  94',  in  229,164  cases.  Yet  27  years 
earlier  (1935),  Helmmn  and  Simon''  tabu- 
lated 311  cases  extending  from  1809  through 
1933,  and  added  5  cases  of  their  own;  the 
fetal  mortality  in  the  316  cases  was  50%. 
Classified  as  "lived,"  however,  were  babies 
surviving  eight  days  or  longer.  And  in  1948 
Ware"  documented  149  cases  gathered  since 


*From  the  Department  of  Radiology.  Charlotte  Memorial 
Hospital,  Charlotte,   North  Carolina. 

**From  the  Department  of  Radiology,  Duval  Medical 
Center.    Jacksonville,    Florida. 


Jacksonville,  Florida 

the  1935  report,  and  presented  5  new  cases; 
tthe  fetal  mortality  rates  of  the  two  series 
were  95.5' r  and  38.5^f  respectively.  In  his 
discussion  of  this  paper,  Douglass  claimed 
an  overall  fetal  mortality  rate  of  11 '^'(  in  a 
series  of  26  cases  collected  over  a  25-year 
interval  in  all  Baltimore  hospitals. 

Diagnosis 

From  a  review  of  the  literature  from  1964 
through  1965,  it  would  appear  that  an  iso- 
lated case  of  abdominal  pregnancy  with  a 
viable  fetus  is  reported  almost  monthly.  The 
fact  remains,  however,  that  the  diagnosis 
continues  to  be  missed  with  alarming  fre- 
ciuency.  The  possibility  of  abdominal  preg- 
nancy should  be  considered  whenever  bizarre 
circumstances  are  encountered  in  obstetrics. 
It  must  be  included  in  the  differential  diag- 
nosis of  every  patient  in  the  reproductive 
age  group  who  presents  any  combination 
of  the  following  symptoms;  abdominal  pain, 
irregular  vaginal  bleeding,  amenorrhea,  nau- 
sea, vomiting,  atypical  or  painful  fetal  move- 
ments, weakness  or  fainting,  and  "atypical 
labor."  In  the  presence  of  tenderness,  an  ab- 
dominal mass  inconsistent  with  that  of  a 
normal  pregnancy,  abnormality  of  the  cul-de- 
sac  or  fetal  lie,  or  displacement  of  a  long, 
firm,  effaced  cervix,  abdominocyesis  must 
be  ruled  out. 

A  review  of  the  radiologic  literature  re- 
veals surprisingly  few  articles  on  this  sub- 
ject.'"' "  Weinberg  and  others"  have  given 
eight  signs  of  the  radiologic  diagnosis  of  ex- 
trauterine pregnancy. 

1.  Abnormal  position  and  presentation  of 
the  fetus — usually  the  oblique  or  tran- 
verse  position.  Often  the  position  is  ec- 
centric, with  displacement  from  the 
midcoronal  plane. 

2.  Absence  of  the  gravid  uterine  and  plac- 
ental shadows  in  their  "normal  posi- 
tion." 

3.  Unusual  sharpness  and  clarity  of  the 
fetal  parts. 
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4.  Intermingling  of  the  maternal  gaseous 
shadows  with  the  fetal   parts. 

5.  Unchanging  position  of  the  fetus  on 
serial  films. 

6.  Presence  of  a  pelvic  or  lower  abdominal 
mass. 

7.  Close  proximity  of  the  fetus  to  the  ma- 
ternal spine  on  lateral  projections  when 
evidence  of  maternal  bowel  obstruction 
is  lacking. 

9.  Calcification  of  the  amniotic  sac  and 

signs  of  fetal  death  (may  be  present  in 

extrauterine  pregnancy) . 

10.  An  empty  uterus  demonstrated  by  hys- 

terogram  (for  academic  purposes  only) . 

Case  Report 

An  expectant  mother,  a  35-year-olci  Negro  woman, 
gravida  5,  para  1,  abortus  2,  and  ectopic  1,  was  ad- 
mitted to  the  Duval  Medical  Center  Hospital  in  De- 
cember 1964,  for  management  of  pre-eclampsia.  Her 
last  menstrual  period  had  occurred  on  March  27,  1964, 
and  at  the  time  of  her  first  clinic  visit  four  months  lat- 
er, her  weight  was  200  pounds  and  blood  pressure  120 
systolic,  80  diastolic.  On  October  19,  1964,  she  had  a 
urinary  tract  infection  which  responded  well  to  suf- 
fisoxazole  iGantrisini:  however,  this  episode  was  fol- 
lowed by  the  beginning  of  generalized  discomfort  and 
later  by  the  gradual  onset  of  edema. 

At  the  patient's  regular  chnic  visit  on  Dec.  17,  1964, 
an  abrupt  elevation  of  blood  pressure  to  180/90  was 
noted,  and  she  was  immediately  hospitalized.  Vaginal 
examination  at  this  time  disclosed  a  long,  closed 
uneffaced,  and  undisplaced  cervix.  An  attempt  to  in- 
duce labor  with  oxytocin  iPitocim  failed,  and  x-ray 
studies  were  made  to  determine  fetal  size  and  posi- 
tion. These  indicated  a  fetus  at  term,  in  normal 
position  with  vertex  presentation,  the  skull  not  en- 
gaged, yet  not  abnormally  high  in  the  pelvis.  A  density 
indicating  a  homogeneous  mass  of  soft  tissue  to  the  left 
of  the  fetal  skull  suggested  either  placenta  or  uterine 
fibroid.  However,  placental  and  uterine  shadows  were 
thought  discernible,  the  fetal  parts  were  not  remark- 
ably clear,  there  was  no  intermingling  of  maternal  gas 
shadows,  and  no  fetal  parts  overlay  the  maternal  spine. 
Unfortunately  the  anterior  abdominal  wall  was  not 
included  in  the  lateral  view.  Serial  roentgenograms  were 
not  taken,  for  the  very  good  reason  that  neither  the 
radiology  nor  obstetric  service  staff  suspected  the 
diagnosis  of  abdominal  pregnancy.  The  urology  depart- 
ment did  obtain  a  cystogram  for  the  purpose  of  evaluat- 
ing the  possibility  of  placenta  previa.  Yet  this  pelvic 
mass  encroaching  upon  the  bladder  was  ultimately  in- 
terpreted as  a  fibroid,  since  the  placenta  was  still  held 
by  some  to  be  identifiable  in  the  abdomen. 

Another  trial  of  oxytocin  failed  to  stimulate  uterine 
contractions,  and  the  cervix  remained  long,  closed,  un- 
effaced, and  undisplaced.  Although  the  patient's  gen- 
eral condition  improved,  it  was  never  possible  to  reduce 


the  blood  pressure  below  140/100.  When  the  fetal  move- 
ments appeared  to  become  less  active,  a  cesarean 
section  was  elected. 

Operation  revealed  an  abdominal  pregnancy  with 
viable  fetus.  The  baby  was  delivered  five  minutes  fol- 
lowing induction  of  general  anesthesia  and  required 
considerable  nasopharyngeal  aspiration  and  positive 
pressure  oxygen  resuscitation,  yet  left  the  delivery 
room,  crying.  Ordinarily  the  placenta  would  not  have 
been  removed:  however,  it  was  not  felt  possible  to 
control  the  extent  of  hemorrhage  without  this  maneuver. 
The  placenta  appeared  to  arise  from  a  stalk  i  about  5 
inches  in  diameter)  extending  from  the  region  of  the 
posterior  portion  of  the  broad  ligament  and  cul-de-sac. 
There  were  many  loops  of  small  bowel  closely  adher- 
ing to  the  placenta,  which,  together  with  adhesions, 
rendered  the  dissection  rather  difficult.  Nevertheless, 
all  but  a  small  portion  of  the  base  of  the  placenta  was 
removed  with  no  more  serious  trauma  than  a  small 
ileal  tear  which  was  easily  repaired. 

The  patient  made  a  moderately  uneventful  recovery 
and  was  taking  nourishment  by  mouth  within  four 
days.  Her  only  postoperative  complication  was  eleva- 
tion of  temperature  1 102  F  maximum,  >  which  returned 
to  normal  on  the  sixth  day,  controlled  with  penicillin 
and  sulfisoxazole.  Her  blood  pressure  was  stabilized 
at  150/100  and  at  the  time  of  discharge  from  the  hospi- 
tal was  140/90. 

The  baby's  postoperative  course  was  somewhat  more 
eventful.  The  blood  type  was  0-Rh-positive.  A  Coombs 
test  was  not  performed.  The  child  required  trans- 
fusions on  Dec.  23,  1964,  after  the  hematocrit  level  had 
fallen  from  45%  to  22%.  The  patient  was  noted  to  be 
jaundiced,  and  the  serum  bihrubin  value  on  Dec.  25 
was  8.4  mg.  Following  the  transfusions  the  jaundice  sub- 
sided and  the  hematocrit  level  began  to  approach  nor- 
mal— 34%.  A  grade  II  systolic  murmur  was  consid- 
ered functional,  and  the  electricardiogram  was  not 
remarkable. 

The  baby  was  last  seen  on  August  4,  1965,  in  the 
pediatric  clinic,  weighing  24  pounds  6  ounces.  The 
mother  was  last  seen  in  the  gynecology  chnic  on  Aug. 
19,   1965.   Both  were  doing  well. 

Discusio)! 

It  is  significant  that  in  King's  classic  ar- 
ticle of  1954,'-  the  x-ray  examination  failed 
to  suggest  that  the  pregnancy  was  extrau- 
terine in  3  of  12  cases.  In  Boyd's  case,'  the 
x-ray  examination  indicated  a  breech  right 
sacrotransverse  presentation,  with  no  evi- 
dence of  extrauterine  pregnancy.  Only  3  of 
Henderson's  and  Wilson's  10  cases  were  diag- 
nosed preoperatively." 

A  presentation  of  2  undiagnosed  cases  by 
Fielding  and  others'  produced  several  im- 
portant points:  (1)  the  diagnosis  must  be 
considered  before  it  can  be  made;  (2)  the 
intravenous  oxytocic  diagnostic  test  is  use- 
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fill ;  and  (3)  the  diagnosis  can  be  missed  even 
when  the  patient  is  under  observation  in  a 
teaching  center  where  all  modern  diagnostic 
tools  are  available.  A  correct  diagnosis  before 
labor  is  induced  or  abdominal  delivery  is  at- 
tempted enables  the  obstetrician  to  anticipate 
unusual  difficulties,  and  consequently  re- 
duces the  risk  to  the  patient.  This  is  true  in 
spite  of  the  paradox  that  "most  of  the  sur- 
viving babies  described  in  the  literature  were 
delivered  by  operators  who  thought  they 
were  performing  a  cesarean  and  to  their 
surprise,  utter  amazement,  in  some  instances, 
found  the  baby  upon  entering  the  abdominal 
cavity"  ;'■'  and  that  astonishingly  lower  fetal 
mortality  rates  were  repoi-ted  two,  and  even 
three,  decades  ago.  Regardless  of  the  clinical 
facilities  and  departmental  services  avail- 
able, the  diagnosis  of  abdominal  pregnancy 
can  be  missed  and  must  be  considered  before 
it  can  be  made. 

SinuDiarii 

A  case  of  an  extrauterine  pregnancy  with 
delivery  of  a  living  infant  is  presented.  This 
ancient  complication  of  obstetrics,  somewhat 
more  common  but  no  less  castastrophic  than 
when  first  described,  is  discussed  in  refer- 
ences to  its  many  paradoxes  :  The  lower  fetal 
mortality  of  the  past;  the  higher  rate  of 
fetal  survival  in  unsuspected  cases   (because 


there  are  no  complications  to  make  one  sus- 
pect it)  ;  the  number  of  cases  that  continue 
to  go  undiagnosed  even  with  all  the  clinical 
facilities  available  at  the  present  time;  and 
the  expected  increase  of  this  phenomenon  in 
the  future. 
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Government,  the  physician,  and  the  pharmaceutical  in(Justry  must  join  forces  to  re(iuce 
injury  from  adverse  drug  reactions.  It  is  industry's  responsibility  to  continue  with  the 
development  of  safer  and  more  effective  drugs.  It  is  the  responsibility  of  the  physician 
to  use  drugs  with  discretion  and  to  abstain  from  using  potent  and  hazardous  drugs  for 
trivial  conditions.  It  is  the  government's  responsibility,  with  its  virtually  unlimited  funds 
and  resources,  to  continuously  review  and  survey  adverse  experience  gained  with  drugs 
from  all  sources  and  to  bring  these  facts  before  physicians  preferably  through  already 
organized  channels  of  medical  communication.  The  government  further  has  a  responsi- 
bility to  remove  overly  hazardous  drugs  from  the  market  when  usefulness  does  not 
balance  off  against  hazard,  but  it  must  not  use  this  authority  in  an  arbitrary  and  capri- 
cious manner.  The  evaluation  of  drugs  for  safety  is  a  most  difficult  and  complex  matter, 
and  no  simple  formula  can  be  devised  to  arrive  at  a  conclusive  opinion.— Joseph  F.  Sadusk. 
Jr.,  M.D.,  to  American  College  of  Physicians.  New  York.  April  19.  1966. 
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Tympanic  Membrane  Grafting  with  Periosteum 


Rheudolph  J.  Wells,  M.D. 
Greensboro 


The  purpose  of  this  presentation  is  to  out- 
line a  technique  which  has  been  used  success- 
fully for  the  reconstruction  of  the  tympanic 
membrane  that  has  been  damaged  or  de- 
stroyed by  chronic  middle-ear  disease.  A 
series  of  40  cases  in  which  a  free  periosteal 
graft  was  used  will  be  reviewed.  It  is  not 
the  purpose  of  this  paper  to  review  in  detail 
all  the  aspects  of  tympanoplasty. 

At  the  present  time  fascia, '■  -  auditory 
canal  skin,'^-  *  and  in  some  instances  vein,""" 
are  probably  the  most  commonly  used  tissues 
for  grafts  in  microsurgery  of  the  middle  ear, 
and  good  results  may  be  obtained  with  any 
of  them.  Of  the  three,  venous  tissue  is  being 
used  less  at  present,  since  consistently  good 
results  are  difficult  to  achieve  when  this 
tissue  is  used  to  repair  large  peforations  ap- 
parently due  to  excessive  thinning.  Chios- 
sone"  reported  32  cases  in  which  periosteum 
was  used  for  reconstruction  of  the  tympanic 
membrane.  Mastoidectomy  was  required  in 
all  of  his  cases,  and  in  each  a  defect  of  the 
ossicular  chain  was  present.  He  questioned 
the  advisability  of  using  periosteum  for 
transmeatal  repair  of  the  tympanic  mem- 
brane when  the  ossicular  chain  is  intact,  or 
when  mastoidectomy  is  not  required.  Wright'' 
felt  that  the  use  of  periosteal  grafts  resulted 
in  thicker  tympanic  membranes  and  poorer 
hearing  than  that  observed  with  other  meth- 
ods. 

During  the  past  two  and  a  half  years  I 
have  used  periosteum  for  reconstruction  of 
the  tympanic  membrane  in  64  cases.  Forty 
of  these  cases  have  been  followed  postopera- 
tively for  a  minimum  of  eight  months  and 
will  be  reviewed  here.  Twenty  of  the  40 
patients  were  so  treated  although  the  ossicu- 
lar chain  was  intact.  Various  repairs  were 
carried  out  on  the  remaining  20  patients  to 
restore  communication  between  the  drum- 
head and  the  stapedial  footplate. 

Active   infection   of   the   middle   ear   and 
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mastoid  should  be  controlled  completely, 
when  possible,  before  surgical  repair  of  the 
tympanic  membrane  is  attempted.  Removal 
of  inflamed  tissue  from  the  middle  ear,  as 
well  as  mastoidectomy,  may  be  required  be- 
fore a  dry  ear  is  obtained.  If  mastoidectomy 
is  necessary,  every  effort  is  made  to  preserve 
the  posterior  bony  auditory  canal  wall,  an 
objective  which  is  usually  possible  even  when 
cholesteatomas  are  present.  In  my  opinion, 
the  tympanic  membrane  should  not  be  re- 
paired at  the  time  of  mastoidectomy,  if  the 
latter  is  required  for  control  of  drainage ; 
the  tympanic  membrane  should  be  recon- 
structed, in  a  dry  ear,  as  a  second-stage  pro- 
cedure. In  some  of  these  patients  tympano- 
plasty will  be  contraindicated,  depending  on 
the  extension  and  type  of  disease  encountered 
at  time  of  mastoidectomy. 

In  the  following  discussion  of  the  repair 
of  the  tympanic  membrane,  it  is  assumed 
that  the  ear  has  been  adequately  treated, 
either  medically  or  surgically,  and  that  it  is 
ready  for  the  reconstruction  of  the  tympanic 
membrane  and,  where  indicated,  the  ossicu- 
lar chain. 

Techniques 

The  transmeatal  technique  used  in  a  large 
central  perforation  utilizes  a  posterior  canal 
flap,  or  "sling,"  which  is  elevated  following 
a  semicir-cular  incision  similar  to,  but  wider 
than,  the  flap  used  to  enter  the  middle  ear  for 
stapes  surgery  (Fig.  1).  In  certain  cases  it 
is  advantageous,  for  the  sake  of  exposure,  to 
divide  this  flap  across  the  central  portion 
extending  into  the  perforation,  unless  the 
drum  head  has  an  anterior  perforation  with 
a  normal-appearing  posterior  half.  The  cen- 
tral incision  should  not  be  made,  however,  un- 
til the  entire  circular  flap,  down  to  the  tym- 
panic annulus,  has  been  elevated.  The  tym- 
panic annulus  is  also  elevated  and  divided. 
After  this  central  incision  has  been  made, 
a  flap  can  be  folded  above  and  below  to  give 
access  to  the  middle  ear  (Fig.  2) .  The  epithe- 
lium  attached  to  the  outer  surface   of  the 
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Fig.  1.  Large  perforation  of  the  riglit  tympanic  mem- 
brane. Circular  incision,  line  A  to  B.  Flap  produced  in 
posterior  auditory  canal  wall  divided  by  incision,  line  C. 

malleus  is  elevated  superiorly  to  the  lateral 
process  of  this  ossicle,  and  even  higher  if  in- 
dicated. A  Wullstein  or  Tabb  knife  is  used 
for  the  dissection. 

In  cases  where  the  anterior  margin  of  the 
tympanic  membrane  is  obscured  by  over- 
hang of  the  bony  external  auditory  canal 
wall,  a  U  flap  is  made  in  the  anterior  portion 
of  the  canal  and  the  overhang  is  removed 
by  use  of  a  mastoid  drill  (Fig.  3) .  Bony  over- 
hang of  the  posterior  auditory  canal  wall  is 
removed  by  curette  or  drill  for  routine  in- 
spection of  the  ossicular  chain. 

The  margin  of  the  perforation,  which  is 
usually  thickened  and  frequently  avascular, 
is  excised,  and  the  medial  surface  of  the  rim 
of  the  remaining  tympanic  membrane  is 
freshened  for  a  minimum  of  2  to  3  mm 
throughout  its  periphery.  This  completes  the 
preparation  of  the  middle  ear  except  for  the 
placement  of  small  pieces  of  Gelfoam  into 
the  middle  ear  tissue  space  prior  to  applica- 
tion of  the  graft. 

Periosteal  tissue  is  obtained  from  the  tem- 
poral bone  and  inserted  underneath  the  flap 
of  the  posterior  auditory  canal  wall,  then 
pulled  anteriorly  and  placed  in  contact  with 
the  undersurface  of  the  drum  margin,  or  rim 
of  perforation  (Fig.  4).  Care  is  taken  how- 
ever, to  place  the  graft  across  the  outer  sur- 
face of  the  malleus,  bringing  it  superiorly  to 
the  lateral  process  of  the  latter.  After  this  is 
done,  the  flap  previously  dissected  from  the 
malleus  is  placed  in  contact  with  the  outer 
surface  of  the  graft   (Fig.  5).  One  must  be 
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Fig.  2.  Superior  and  inferior  flaps  arc  shown  elevated 
from  the  bony  posterior  auditory  canal  wall,  with  the 
fibrous  annulus  elevated  with  flaps. 


Fig.  3.  A  flap  has  been  elevated  and  is  folded  medially 
to  permit  removal  of  bony  overhang  of  the  anterior 
auditory  canal  wall  by  a  bone-cutting  burr. 

certain  that  the  posterior  portion  of  the  graft 
has  been  placed  in  contact  with  the  po.sterior 
portion  of  the  bony  auditory  canal  wall,  un- 
derneath the  "sling"  or  the  upper  and  lower 
flaps  made  where  the  "sling"  is  divided. 

In  the  presence  of  a  large  perforation  in- 
volving the  anterior  half  of  the  pars  tensa, 
the  posterior  half  of  the  tympanic  membrane 
is  kept  intact  but  is  dissected  from  the  mal- 
leus to  where  the  posterior  margin  of  the 
graft  extends  at  its  support  over  the  malleus 
and  below  the  periphery  of  the  remaining 
tympanic  membrane  (Fig.  6).  In  this  situa- 
tion, the  graft  is  not  brought  posteriorly  to 
the  external  auditory  canal  wall. 

When  extensive  tympanosclerosis  involves 
the  remaining  posterior  half  of  the  drum 
head,    the   avascular   tissue   is   excised   and 
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Fig.  4.  Periosteal  graft  is  being  placed  underneath  the 
the  posterior  auditory  canal  flap  in  a  case  in  which 
the  "sling"  was  not  divided.  The  anterior  margin  of  the 
graft  has  been  inserted  underneath  the  fibrous  annulus. 
The  epithelial  flap  dissected  from  the  malleus  has  been 
placed  in  contract  with  the  outer  surface  of  the  graft 
and  the  malleus  supports  the  graft  medially. 


Fig.  6.  An  anterior  perforation  with  the  graft  inserted 
and  the  margin  outlined  by  a  dotted  line. 

the  graft  is  placed  posteriorly,  as  previously 
described,  using  the  flap  of  the  posterior  au- 
ditory canal  wall.  Posterior  perforations  are 
repaired  similarly.  The  anterior  limit  of  the 
dissection  is  the  elevation  of  the  remaining 
tympanic  membrane  from  the  malleus,  the 
margin  of  the  graft  being  placed  1  or  2 
mm  anterior  to  the  outer  surface  of  the  mal- 
leus, there  being  positioned  between  the  mal- 
leus and  the  remaining  portion  of  the  an- 
terior tympanic  membrane  (Fig.  7). 

Small  pieces  of  Gelfoam  are  used  to  cover 
the  graft  and  the  incisions  in  the  auditory 
canal  wall  completely.  Two  small  pieces  of 


Fig.  5.  Periosteal  graft  is  seen  after  completion 
of  the  procedure  with  the  skin  flaps  restored  to  their 
normal  positions,  but  with  the  posterior  margin  of  the 
graft  between  the  bony  and  membranous  portions  of  the 
auditory  canal.  The  dotted  line  indicates  the  margin  of 
the  periosteal  graft  underneath  the  fibrous  annulus  an- 
teriorly, the  skin  flaps  of  the  auditory  canal  posteriorly, 
and  the  epithelial  flap  dissected  from  the  maleus,  su- 
periorly. 


Fig.  7.  A  posterior  perforation  corrected  with  the  graft 
in  position  extending  anteriorly  to  the  outer  surface  of 
the  malleus. 

loosely  applied  Adaptic  gauze  are  then  placed 
against  the  Gelfoam. 

Results 

A  satisfactory  "take"  of  the  periosteal 
graft  was  evident  in  every  case  of  this  series 
of  40  patients,  and  good  color  was  noted 
at  the  end  of  two  weeks.  In  4  cases  a  perfora- 
tion later  developed  in  the  graft.  Three 
of  these  perforations  healed  completely,  with 
a  satisfactory  anatomic  result.  In  the  fourth 
case  the  opening  became  larger  and  showed 
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no  disposition  to  heal.  Three  perforations 
were  located  centrally  and  one  was  of  the 
anterior  marginal  inferior  type.  With  the  one 
exception  mentioned  previou.sly,  all  perfora- 
tions healed  slowly  on  cauterization  of  the 
margins  with  trichloroacetic  acid  at  weekly 
intervals.  The  earliest  perforation  was  noted 
after  three  weeks,  and  the  latest  after  seven 
weeks. 

Two  grafts  healed  satisfactorily  with- 
out perforation,  but  between  six  to 
twelve  months  showed  severe  retraction, 
presumably  because  of  poor  function  of  the 
eustachian  tube,  which  had  not  been  ap- 
parent before  operation.  In  two  cases  my- 
ringotomy was  necessary  to  remove  serous 
fluid  following  upper  respiratory  infections. 
The  grafts  healed  as  one  would  expect  in  a 
normal  tympanic  membrane. 

Good  functional  hearing  was  obtained  in 
25  cases,  with  the  air  conduction  curve  ele- 
vated to  within  10  decibels  of  the  preopera- 
tive bone  conduction  curve  in  the  speech  fre- 
quencies. Satisfactory  results  were  obtained 
in  10  patients,  with  a  gap  of  10  to  25  decibels 
in  the  two  curves  following  surgery.  In  3  pa- 
tients, hearing  was  improved  but  remained 
below  30  decibels.  The  hearing  of  2  patients 
was  unchanged  from  the  preoperative  level, 
although  1  of  the  2  obtained  a  good  anatomic 
graft  result.  Of  the  20  patients  having  an  in- 
tact ossicular  chain,  the  air-bone  gap  was 
closed  in  15  and  to  within  10  decibels  in  the 
remaining  5. 

Obse)Tatio)is 

The  results  in  the  patients  with  an  intact 
ossicular  chain  would  suggest  that  the  thick- 
ness of  the  periosteal  graft  as  opposed  to  the 
other  tissues  currently  used  for  grafting 
techniques  is  not  a  contraindication  for  its 
use.  The  site  at  which  the  periosteal  tissue 
is  taken  is  most  important,  since  the  thick- 
ness varies  considerably.  When  taken  directly 
behind  the  auricle,  at  the  site  of  the  usual 
post-auricular  incision,  the  graft  will  include 
deep  fascial  as  well  as  periosteal  tissue, 
which  is  much  too  thick  and  is  difficult  to 
separate.  A  good  donor  site  is  posterior  to  the 
auricle  and  level  with  the  uppermost  portion 
of  the  auricle,  approximately  1  2  cm  poster- 


ior to  the  hairline  (Fig.  8) .  A  curved  incision 
extending  2  cm  is  made  and  the  graft  readily 
obtained,  since  the  periosteum  is  easily  ac- 
cessible at  this  site. 


Fig,  8.  The  site  at  which  the  periosteal  graft  is  ob- 
tained, just  posterior  to  the  hairline. 

The  extensive  network  which  develops 
across  the  graft  in  two  to  three  weeks  is 
prominent  and  remains  so  for  as  long  as  six 
months,  at  which  time  the  periosteal  graft 
has  thinned  considerably  to  resemble,  in  most 
cases,  the  normal,  glistening  tympanic  mem- 
brane. In  a  few  of  the  cases  reviewed  here, 
granulation  tissue  developed  over  the  outer 
surface  of  the  graft  during  the  first  four 
postoperative  weeks.  This  complication  was 
easily  controlled  by  use  of  trichloroacetic 
acid.  No  late  perforation  due  to  excessive 
thinning  has  been  noted.  The  skin  flaps  of 
the  auditory  canal  were  well  healed  in  two 
weeks. 

Advantages 

This  technique  insures  good  circulation  to 
the  periosteal  graft  as  the  strip  of  vascular 
tissue  dissected  from  the  malleus  is  brought 
down  and  the  graft  inserted  between  it  and 
the  malleus,  from  which  the  major  blood  sup- 
ply of  the  tympanic  membrane  is  derived.'" 
The  posterior  portion  of  the  graft  is  assured 
a  good  blood  supply  since  the  skin  of  the 
auditory  canal  wall  is  restored  to  its  normal 
position,  but  with  the  periosteum  between 
the  membranous  and  bony  portions  of  the 
posterior  external  auditory  canal  wall. 

The  periosteal  graft  is  much  more  easily 
manipulated  than  fascial  graft  and  can  be 
positioned    in    the   middle    ear   by   using   a 
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small  needle  suction  and  ring  curette  without 
displacement  by  suction.  A  minimum  of  post- 
operative care  is  needed,  a  particular  advant- 
age in  the  management  of  children,  in  whom 
we  have  obtained  some  of  our  satisfactory 
results. 

Packing  is  left  in  the  auditory  canal  for 
five  days  only,  thus  obviating  prolonged  use 
of  antibiotics.  No  postoperative  strictures 
have  been  observed. 

Periosteal  tissue  is  remarkably  resistant  to 
infection.  In  2  cases,  infection  of  the  middle 
ear,  with  profuse,  purulent  discharge  leaking 
from  an  elevation  of  the  periphery  of  the 
graft,  was  encountered  two  weeks  after  op- 
eration; however,  no  permanent  damage  to 
the  graft  resulted. 

Periosteum  has  been  used  to  great  ad- 
vantage to  cover  defects  produced  by  remov- 
al of  bone  for  exposure  of  the  epitympanum. 
When  bone  is  removed  in  order  to  expose 
the  head  of  the  malleus  adequately,  the  body 
of  the  incus,  or  the  aditus  for  removal  of  dis- 
eased tissue,  the  area  can  be  covered  com- 
pletely with  the  same  free  graft  used  to  re- 
pair the  tympanic  membrane  defect. 

Summary 

Periosteum  has  been  used  to  reconstruct 
the  tympanic  membrane  in  40  cases  where 
large  perforations  of  the  drumhead  resulted 
from  chronic  middle  ear  disease.  A  technique 
in  which  the  canal  skin  is  preserved  and  the 
vascular  supply  to  the  tympanic  membrane 
maintained  is  presented.  A  satisfactory  ana- 


tomic result  was  obtained  in  39  cases,  with 
complete  failure  in  one. 

Although  four  perforations  of  the  graft 
were  noted,  three  healed  completely  to  give 
a  satisfactory  result.  Good  or  satisfactory 
functional  hearing  was  obtained  in  35  cases, 
and  improved  but  not  satisfactory  hearing  in 
3  cases.  Hearing  was  not  improved  in  2  pa- 
tients. 

Some  of  the  advantages  of  periosteal  tis- 
sue for  grafting  procedures  of  the  middle  ear 
are  mentioned.  No  real  disadvantages  have 
been  noted  to  date. 
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The  Case  of  the  Therapeutic  Establishment 

Progress  in  the  i  pharmaceutical )  industry  depen(is  on  research  and  development.  .  .  . 
The  drug  firms  spent  $298  million  for  research  in  1964,  compared  with  $282  million  in  1963. 
In  1966,  expenditures  for  research  are  expected  to  reach  $370  million.  The  main  products 
concerned  have  been  psychotropic  drugs,  new  preparations  to  combat  cancer  and  degenera- 
tive diseases,  and  compounds  especially  used  by  aging  patients.  An  intensive  search  into 
the  physiology  of  reproduction  is  yielding  important  and  improved  drugs  in  this  field. 
—Morris  Fishbein,  M.D.,  in  Medical  World  News,  i7:184i,  March  18,  1966. 
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The  Role  of  the  Family  Doctor  in  Accident  Prevention 


Robert  Vernon  Jeter,  M.D. 
Plymouth 


In  April,  1963,  while  driving  down  the 
road  toward  Plymouth,  I  met  a  truck  loaded 
with  logs.  When  we  were  about  50  yards 
apart,  a  3-foot  section  of  pine  log  fell  off  the 
truck,  hit  the  pavement,  and  bounced  into  the 
air.  I  could  see  it  was  heading  .straight  for 
me.  I  had  a  choice  of  running  into  a  canal 
on  the  right  of  the  road,  hitting  the  log  truck 
head-on,  or  letting  the  log  hit  me.  Fastened 
in  my  seat  by  a  safety  belt,  I  could  only  make 
myself  as  small  as  possible  and  pray.  The 
log  came  through  my  windshield,  showering 
me  with  broken  glass,  hit  the  steering  wheel, 
and  stopped  about  4  inches  from  my  chest. 

Since  that  day  I  have  had  more  than  a 
passing  interest  in  the  problem  of  highway 
accidents  and  have  given  it  considerable 
thought.  Also,  for  some  ten  years  I  have  par- 
ticipated in  various  accident-study  groups, 
including  the  Rural  Health  Committee  of  our 
St:;te  Medical  Society,  the  North  Carolina 
Rural  Safety  Council,  and  the  North  Carolina 
Traffic  Safety  Council.  Thus,  I  have  been  in  a 
position  to  compare  accident  fatality  and 
morbidity  rates  in  this  state  for  a  good  many 
years. 

Geographic  Distribution  of  Accidents 

Statistics  show  that  accidents  in  the  home 
are  as  frequent  in  the  country  as  in  the 
town,  and  the  survival  rates  are  almost  the 
same.  Outside  the  home,  however,  the  resem- 
blance quickly  ends.  In  a  recent  California 
study  conducted  by  Dr.  Julian  A.  Waller  of 
the  California  Department  of  Public  Health,' 
it  was  shown  that  motor  vehicle  fatalities 
are  more  than  two  and  one-half  times  more 
frequent  in  the  flat  agricultural  counties 
and  five  times  more  frequent  in  the  moun- 
tains than  in  urban  areas.  Off-the-highway 
deaths  are  almost  twice  as  common  in  the 
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flat  farm  lands  and  about  three  times  as  com- 
mon in  the  mountans  as  in  cities.' 

Some  of  the  most  hazardous  occupations, 
such  as  logging,  farming,  mining  and  the 
like,  are  primarily  rural  by  their  very  na- 
ture, and  in  North  Carolina's  "Variety  Va- 
cationland,"  a  good  proportion  of  all  motor 
accidents  involve  tourists  and  urban  resi- 
dents traveling  or  vacationing  in  relatively 
unfamiliar  rural  areas.  Al.so,  the  rural  area 
has  the  unique  problem  of  the  middle-aged 
farmer,  in  his  old  pick-up  truck,  driving  25 
to  30  miles  an  hour  down  a  heavily  traveled 
secondary  road.  His  total  disregard  for,  or 
ignorance  of,  the  necessity  for  smooth  traf- 
fic flow  as  a  safety  factor  causes  traffic  to 
back  up  behind  him.  Sooner  or  later  some- 
one is  going  to  get  impatient  and  take  a 
chance  on  passing — endangering  all  concern- 
ed. Then  we  have  the  young  '"jet-set"  driver 
off  the  farm,  speeding  down  the  road  in  a 
late  model  car — or  a  souped  up  old  one — 
taking  any  chance  that  comes  along.  A  review 
of  fatal  accidents  listed  by  the  North  Caro- 
lina Department  of  Motor  Vehcles  dis- 
closes that  many  of  the  drivers  were  rural 
residents.  Much  of  this  irresponsibility  can 
be  blamed  on  parental  neglect  or  ignorance  or 
apathy.- 

Before  leaving  the  problem  of  rural  acci- 
dents let  me  say  a  word  about  my  favorite 
nightmare,  the  log  truck.  This  outstanding 
hazard — common  to  both  Eastern  and  West- 
ern Carolina — is  of  such  a  magnitude  that 
most  of  the  log-haulers  I  am  familiar  with 
are  "assigned  risks" — that  is  to  say,  no  in- 
surance carrier  will  voluntarily  insure  them. 
Although  trucks  are  extremely  difficult  to 
maneuver  when  loaded,  they  are  often  driven 
by  low-salaried  employees  who  have  little  re- 
gard for  other  drivers.  I  have  personally 
seen  them — even  been  passed  by  them — when 
they  were  obviously  driving  over  the  posted 
limit.  Yet  only  two  years  ago,  legislation  was 
passed  in  this  state  allowing  owners  to  in- 
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crease  their  loads  in  both  length  and  height, 
a  clumsy  situation  at  best.' 

Alcohol  avd  Driving 

A  more  frequent  problem  in  densely  popu- 
lated areas  is  posed  by  the  drinking  driver. 
We  all  know  that  accidents  involving  drink- 
ing drivers  don't  just  happen.  Alcohol  is 
listed  as  the  primary  cause  of  about  40  7f  of 
all  traffic  fatalities.  In  other  states  this 
figure  ranges  from  35?;  to  80  ^v  .  Here  we 
must  look  at  the  problem  from  two  angles — 
that  of  the  social  drinker  and  that  of  the 
outright  alcoholic.  Socially,  two  or  three 
drinks  can  easily  arise  blood  alcohol  levels 
by  30  to  100  mg/100  ml.  Now,  it  is  estimated 
that  three-fourths  of  the  adult  population 
in  the  United  States  indulge  in  social  drink- 
ing. Thus  it  would  seem  to  follow  that  the 
majority  of  accidents  involving  drinking 
would  be  caused  by  the  majority  of  drinking 
drivers — namely,  the  social  drinkers.-'' 

Dr.  Waller  found  in  California,  however, 
that  this  expectation  is  not  borne  out  by  the 
actual  pattern  of  such  accidents.  Accidents 
involving  low  blood  alcohol  levels  (under  100 
mg  100  ml)  are  less  common  than  might  be 
expected  from  the  number  of  social  drinkers, 
while  extremely  high  levels  (150  mg/100 
ml  or  higher)  are  very  common  in  accidents. 
McCarroll,*  in  a  New  York  study,  implicated 
pathologic  drinking  as  the  cause  of  the  higher 
blood  alcohol  levels,  and  concluded  that  path- 
ologic drinkers  comprise  almost  50%  of  all 
drunken  drivers,  but  less  than  10  ""f  of  the 
total  population.  This  finding  has  been  borne 
out  by  numerous  other  studies.  Selzer,"  in 
Michigan,  identified  problem  drinking  pat- 
terns in  more  than  70%  of  a  group  of  drunk- 
en drivers  who  were  given  psychiatric  inter- 
views. He  also  found  that  during  a  two-year 
period  in  Washtenaw,  Michgan,  more  than 
half  of  72  drivers  involved  in  accidents  suf- 
fered from  some  form  of  mental  illness. 
Thus,  he  and  his  associates  suggest  that  the 
underlying  personality  of  the  driver  may 
play  as  important  a  role  in  traffic  accidents 
as  does  the  pharmacologic  effect  of  alcohol. 
To  test  this  hypothesis  they  asked  50  alcohol- 
ic drivers  and  50  non-alcoholic  drivers  what 
effect  alcohol  had  on  their  driving  behavior. 
In  general  the  acoholics  said  that  drinking 


made  them  more  reckless,  while  the  social 
drinkers  said  it  made  them  drive  more  care- 
fully.-^ 

Waller'  recently  supported  this  finding  by 
showing  that  the  drinking  accidents  of  alco- 
holic drivers  occur  at  faster  speeds  than  do 
the  accidents  they  had  while  sober,  whereas 
the  drinking  accidents  of  non-alcoholic  driv- 
ers do  not.  Among  numerous  studies  of  acci- 
dents involving  alcohol  it  is  found  that  alco- 
holics have  twice  as  many  accidents  per  mile 
driven  as  other  drivers,  and  that  between 
30%  and  70  VJ  of  drinking  accidents  involve 
problem  drinking.  But  let  us  not  forget  the 
teenager  who  uses  a  car  and  a  beer  as  a  status 
symbol,  and  the  young  married  adult  showing 
off. 

Other  Factors  Affecting  Drivers 
Chronic  Illness 

All  doctors  know  that  patients  suffering 
from  acute  or  chronic  diseases  may  show 
significant  changes  in  personalty.  The  acute- 
ly ill  person  presents  little  or  no  problem, 
since  he  rarely  appears  on  the  highways.  But 
what  of  the  patient  with  hypertension?  Or 
severe  arthritis?  Or  cardiovascular  defects? 
Couple  any  of  these  conditions  with  person- 
ality changes  and  you  have  a  potentially  dan- 
gerous situation ;  add  alcohol  to  the  combina- 
tion and  it  suddenly  becomes  explosive.  It 
has  been  shown  that  alcoholic  drivers  repre- 
sent only  7%  of  the  drivers  and  a  little  less 
than  8%  of  the  miles  driven,  yet  they  are 
responsible  for  more  than  50%  of  the  acci- 
dents. Drivers  with  chronic  medical  condi- 
tions are  completely  or  partially  responsible 
for  about  two  thirds  of  their  accidents.  Add 
alcohol  and  this  fraction  goes  up  to  seven- 
eighths." 

Epilepsy,  with  its  widely  varying  patterns, 
is  now  increasingly  in  the  researcher's  spot 
light.  Our  own  Dr.  John  A.  Morris  tells  about 
a  bus  driver  workng  on  a  night  shift  who 
neglected  to  report  that  he  had  epilepsy  be- 
cause, he  said,  he  had  seizures  only  in  the 
daytime. 

There  has  been  considerable  argument  as 
to  whether  drivers  with  petit  mal  epilepsy 
should  be  restricted.  To  date,  no  one  seems 
to  have  the  final   answer.   It  appears  that 
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petit  7nal  carries  a  smaller  risk  than  grcntd 
mal.  but  the  studies  are  incomplete. 

Other  chronic  disorders  such  as  diabetes, 
"black-out  spells"  due  to  a  variety  of  causes, 
mental  illness,  and  the  legal  or  illegal  use  of 
drugs  are  also  under  investigation.  Right 
now  the  most  that  can  be  said  is  that  the 
driving  patterns  of  the  chronically  ill  emerge 
with  signifcantly  higher  accident  and  traffic 
violation  rates  than  do  those  of  normally 
healthy  people.  The  accident  rate  is  roughly 
twice  that  of  healthy  drivers.  It  is  intei'esting 
to  note  that  drivers  with  psychosocial  dis- 
orders had  higher  traffic  violation  rates  than 
those  with  chronic  physical  disorders." 
Age 

A  breakdown  by  age  groups  was  conducted 
in  California  by  Waller,'  comparing  accidents 
per  million  miles  and  violations.  In  the  15-  to 
29-year-old  group,  chronically  ill  patients  had 
15.3  accidents  per  mile  compared  to  only 
11.0  accidents  per  mile  for  well  persons.  In 
the  30-  to  49-year-old  group  the  ratio  was 
12.7:  5.6;  in  the  50-  to  59-year  group  it  was 
17.3  :7.2 ;  and  over  60  years  of  age,  the  chron- 
icaly  ill  were  ahead  24.3  to  11.3.'^ 

As  expected,  the  violation  rate  followed 
the  same  pattern.  Yet  in  North  Carolina  li- 
cense examiners  are  forbidden  to  give  par- 
allel parking  tests  to  persons  60  years  old 
and  older,  one  of  the  better  tests  for  depth 
perception  and  feel  of  an  automobile  prohib- 
ited by  law  to  a  "special  group."  I  have  pa- 
tients who  have  been  sent  home  from  state 
hospitals  with  diagnoses  of  schizophrenia, 
chronic  brain  syndrome,  and  other  serious 
mental  disorders  who  were  not  restricted 
from  driving;  in  fact,  I  can  find  no  evidence 
that  the  disorders  were  even  reported  to  the 
Motor  Vehicle  Department.  Over  the  past 
several  years  I  have  asked  the  coroners  of 
several  counties  whether  or  not  autopsies 
were  performed  on  persons  killed  in  traffic 
accidents.  Almost  invariably  the  answer  was, 
"No,  we  have  neither  the  time,  money,  nor 
personnel  to  do  an  adequate  job  in  such 
cases."  The  outstanding  exception  is  in  the 
rare  "questionable  insurance"  category. 

What  Can  We  Do? 
Now,  we  must  ask  ourselves  the  important 
question,  "What  can  the  familj^  doctor  do  to 


help  prevent  this  needless  slaughter?"  How 
can  a  genera!  practitioner  change  any  given 
situation,  the  aggregate  of  which  is  killing 
more  than  100,000  people  a  year  in  the 
United  States?  Remember  that  in  1963  acc- 
dents  also  caused  some  50  milion  nonfatal 
injuries  and  filled  50  thousand  hospital  beds 
in  the  course  of  the  year.*"  From  the  medical 
point  of  view,  there's  a  clear  parallel  between 
accidents  and  disease.  Medical  men  have  con- 
quered smallpox,  plague,  polio,  diphtheria, 
tuberculosis,  and  other  diseases,  all  of  which 
were  once  thought  to  be  beyond  the  power 
of  human  resources  to  control.  But  many 
groups,  professions,  and  disciplines  have 
been  joined  in  great  efforts  to  make  these 
victories  possible.  The  present  day  family 
doctor  has  neither  the  time  nor  the  inclina- 
tion to  preach  "Safety  First"  or  enter  into 
legislative  battles.  The  various  safety  coun- 
cils have  tried  this — unsuccessfully,  I  may 
add — for  years.  We  even  recorded  programs 
on  safety,  with  the  help  of  county  extension 
agents,  and  distributed  them  to  radio  sta- 
tions throughout  North  Carolina.  If  the  pro- 
grams helped  any,  I  have  yet  to  hear  about  it. 
They  did  win  several  awards  from  the  Na- 
tional Safety  Council,  however,  thus  putting 
North  Carolina  more  on  the  spot  than  before. 

We  know  that  most  accidents  don't  just 
happen — they  are  caused  ;  consequently,  they 
can  be  prevented.  This  being  true,  the  medical 
and  public  health  professions  must  marshal 
their  forces  in  much  the  same  manner  that 
proved  so  successful  against  infectious  dis- 
eases. Men  like  Dr.  Julian  Waller  have  the 
time  and  facilities  to  explore  the  problem  in 
depth ;  it  is  up  to  the  family  doctor  to  imple- 
ment the  solutions. 

In  my  opinion,  despite  all  efforts,  the  situ- 
ation is  going  to  get  worse  before  it  gets  bet- 
ter. Already  Congress  is  being  alerted  to  its 
responsibility,  since  this  problem  is  not  being 
solved  by  the  states  and  counties.  This  means 
more  federal  control.  Federal  control  is  in- 
evitable if  the  people  themselves,  in  their 
communities,  do  not  shoulder  their  responsi- 
bility to  report  the  young  reckless  driver  in 
the  neighborhood,  the  elderly  or  ill  driver  in 
the  family,  the  alcoholic  who  persists  in 
driving,  or  the  unlicensed  driver.  There  are 


August,  1966 


CHILD   ABUSE— DEW^ES 


385 


about  40,000  of  the  latter  yearly  in  North 
Carolina,  most  of  whom  have  had  their  li- 
censes revoked  but  who  continue  to  drive.  In 
other  words,  people  must  take  the  attitude 
that  they  are  their  brothers'  keepers." 

This  has  traditionally  been  the  attitude  of 
the  family  physician.  And  I  respectfully  sub- 
mit that  the  family  doctor  with  this  attitude 
has  a  key  role  in  accident  prevention.  He  is 
on  the  firing  line  and  he  is  usually  aware  of 
most  of  the  "accidents  looking  for  a  place  to 
happen."  All  he  needs  is  an  awai'eness  of  the 
constantly  changing  nature  of  the  complex 
problem  and  a  high  index  of  suspicion. 
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The  Role  of  the  Family  Doctor  in  the 
Social  Problem  of  Child  Abuse 


Comments  on  New  Legislation  Affecting  the  Legal  Immunity  of  Physicians 

Phillip  E.  Dewees,  M.D. 
Sylva 


This  paper  will  present  no  new  scientific 
data,  no  pictures  of  battered  children,  and  no 
statistical  analysis  of  cases.  Rather,  it  will 
deal  primarily  with  recent  legislation  design- 
ed to  protect  the  abused  child  and  the  physi- 
cian who  treats  him,  Secondarily  it  will  com- 
ment on  another  new  law  that  provides  legal 
protection  to  physicians  who  stop  to  render 
aid  at  the  scene  of  an  accident. 

In  recent  years  a  growing  concern  about 
the  plight  of  the  abused  child  has  been  evi- 
denced by  numerous  articles  in  lay  and  pro- 
fesional  journals  telling  how  to  recognize 
the  problem  and  what  to  do  about  it.  In  most 
instances  it  has  fallen  within  the  province 
of  welfare  departments  to  investigate  cases 
brought  to  their  attention  by  the  courts  or  by 
physicians  and  other  concerned  persons.  In 
general  this  has  been  the  pattern  in  North 
Carolina. 


Read  before  the  Section  on  General  Practice  of  Medicine, 
Medical  Society  of  the  State  of  North  Carolina,  Asheville, 
May  3,  1966. 


It  has  been  demonstrated  that  only  a  small 
percentage  of  abused  children  are  being  re- 
ported and  subsequently  helped.  With  in- 
creasing urbanization  and  adherent  weaken- 
ing of  neighborliness,  abuse  of  children  ap- 
pears to  be  increasing.  In  small  towns  and 
rural  areas,  child  abuse  is  at  least  observed 
and  recognized  even  if  little  is  done  about  it. 
In  the  city,  however,  a  child  and  his  problem 
are  easi'y  lost  in  the  unconcerned  crowd. 

Physicians'  Reluctance  to  Intervene 

A  recurrent  theme  in  discussion  of  the  sub- 
ject is  that  the  physician,  who  with  his 
trained  eye  and  sensitive  ear  is  often  the  first 
to  observe  evidence  of  abuse  and  is  the  log- 
ical person  to  initiate  appropriate  action,  has 
been  consistently  reluctant  to  report  such 
cases  to  the  proper  authorities.  We  physi- 
cians have  been  a  lot  like  Willie  in  this  re- 
spect. Willie  is  the  day  laborer  who  shows  up 
at  the  emergency  room  at  2  a.m.  with  a 
long,  clean  laceration  of  his  arm.  While  sew- 
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ing  him  up  you  generally  say  irritably,  "Who 
in  the  hell  did  this  to  you?"  And  Willie 
answers,  "I  don't  know,  Doc.  Somebody 
jumped  out  in  the  dark  and  cut  me.  I  don't 
know  why."  Or,  "Didn't  nobody  cut  me;  I 
fell  down  the  bank  and  fell  on  a  piece  of 
glass."  Willie's  problem  is  what  the  lawyers 
term  "lexophobia" — an  abiding  fear  and  dis- 
trust of  the  law,  and  he  will  go  to  great 
lengths  to  avoid  becoming  involved.  We  suf- 
fer from  the  same  fear  to  some  degree,  al- 
though for  different  reasons,  and  it  has  a 
great  deal  to  do  with  our  reluctance  to  be- 
come involved   in  cases  of  child  abuse. 

While  welfare  department  and  other  agen- 
cies wondered  at  our  unwillingness  to  report 
these  cases,  our  attorney  colleagues  knew 
some  of  the  primary  reasons.  They  pointed 
out,  to  use  the  legal  terminology,  that  a  phy- 
sician or  one  making  a  representation  which 
he  believes  to  be  true  but  is  found  to  be 
false,  is  liable  in  fraud  if  he  did  not  use  a 
reasonable  degree  of  care  in  determining 
the  truth  or  falsity  of  his  allegations.  This 
means,  very  simply,  that  in  the  past,  before 
we  could  bring  an  allegation  about  a  case  of 
suspected  abuse,  our  legal  liability  demanded 
that  we  make  a  fairly  extensive  investigation 
of  our  own.  The  attorneys  also  pointed  out 
that  disclosure  of  privileged  information  to  a 
patient's  detriment,  or  even  for  his  benefit, 
can  be  ground  for  a  suit. 

Closely  related  is  the  confidential  relation- 
ship that  exists  whenever  trust  and  confi- 
dence are  reposed  in  another  under  circum- 
stances that  impose  on  the  person  trusted  the 
the  obligation  to  act  in  good  faith.  In  addi- 
tion, being  constantly  pressed  for  time  and 
knowing  that  the  wheels  of  the  law  grind 
slowly,  we  hesitate  to  get  involved  in  prob- 
lems that  are  basically  social  rather  than 
medical. 

These  are  some  of  the  factors  which  have 
subconsciously  kept  our  index  of  suspicion 
lower  than  it  should  be.  As  our  former  teach- 
ers used  to  repeat,  almost  ad  iiauseam, 
"You'll  never  see  a  case  of  pancreatitis  (or 
whatever  disease  they  happened  to  be  dis- 
cussing) if  you  don't  think  of  it  and  look  for 
it."  Such  is  the  background  of  the  child  abuse 
law. 

Another  reason  for  our  past  failure  to  act 


in  instances  of  child  abuse  has  been  a  sense 
of  futility  and  frustration — a  feeling  that 
even  if  we  did  make  a  report  to  the  proper 
authorities,  nothing  constructive  would  come 
of  it.  In  view  of  the  new  legislation  and  the 
growing  willingness  of  the  welfare  and  pub- 
lic health  agencies  to  fulfill  their  responsi- 
bility, there  is  much  less  reason  for  us  to 
feel  this  frustration.  This  coming  year,  for 
example,  the  State  Department  of  Public 
Welfare  anticipates  setting  up  an  abused 
child  registry  that  will  enable  us  to  acquire 
experience  with  the  various  types  of  prob- 
lems and  to  develop  better  mechanisms  for 
handling  them  within  the  appropriate  agen- 
cies. 

We  are  realizing  that  there  are  more  in- 
stances of  child  abuse  and  neglect  than 
we  have  been  aware  of,  and  we  can 
expect  to  hear  more  and  more  about  the  prob- 
lem in  our  increasingly  ui'ban  society.  The 
general  practitioner  obviously  stands  in  a 
unique  position  to  recognize  abuse,  owing  to 
his  contact  with  families  as  units  and  his 
knowedge  of  their  physical  and  social  back- 
grounds as  well  as  their  medical  problems. 
In  our  practice  we  all  have  families  in  which 
child  abuse  might  be  expected  to  occur  or 
could  occur.  We  have  a  unique  opportunity 
to  prevent  such  occurrences  by  increasing  our 
index  of  suspicion  and  being  more  watchful 
for  evidence  of  abuse. 

In  essence,  of  course,  the  general  prac- 
tioner's  role  is  that  of  case  finding. 

The  Abused  Child  Laic 

During  the  Legislature  of  1965  Senator 
Ruffin  Bailey  of  Wake  County  introduced  a 
bill  dealing  with  child  abuse.  The  original 
bill  was  quite  broad  in  scope,  and  its  enforce- 
ability was  seriously  questioned.  The  legis- 
lators were  agreed  as  to  its  purpose,  however, 
and  finally  approved  a  substitute  bill  intro- 
duced by  Senator  Herbert  Hyde  of  Ashe- 
ville.  This  bill,  which  is  quite  short,  became  a 
part  of  the  North  Carolina  General  Statutes. 
Regarding  the  immunity  of  physicians  and 
others  who  report  instances  of  abuse  or  neg- 
ect  of  children  it  reads  as  follows  : 

Any  licensed  physician  or  surgeon,  any  licensed 
nurse,  or  any  school  teacher,  principal,  superinten- 
dent,  or  other  administrative  head  of  a  school,   or 
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any  employee  of  a  county  department  of  public 
welfare  who  in  the  pursuit  of  his  profession  or  occupa- 
tion shall  make  an  observation  or  acquire  informa- 
tion causing  him  to  believe  that  a  child  under  the 
age  of  16  years  suffers  from  any  illness  or  has  had 
any  inury  inflicted  upon  him  as  a  result  of  abuse  or 
neglect  by  a  parent,  step-parent,  guardian,  custodian 
or  person  standing  in  loco  parentis  to  such  child,  or 
institution  or  an  agent  or  employee  of  an  institution 
having  the  authority  of  a  parent  or  guardian  over 
such  child,  may  report  to  the  county  director  of 
public  welfare  in  the  county  where  the  child  resides, 
the  names  and  addresses  of  the  child  and  his  parents, 
or  other  persons  responsible  for  his  care,  the  age  of 
the  child,  the  nature  and  extent  of  the  child's  injury 
or  illness,  including  any  evidence  of  previous  injury 
or  illness,  and  any  other  information  that  the  maker 
of  the  report  shall  believe  might  be  helpful  in  estab- 
lishing the  cause  of  the  injury  or  illness  and  the 
identity  of  the  persons  causing  or  responsible  for  the 
abuse,  neglect,  injury  or  illness,  i  General  Statutes 
of  North  Carolina,  Sec.  14-318.2) 

The  second  paragraph  of  this  law,  which 
is  of  primary  concern  to  physicians,  states 
that  "anyone  who  makes  a  report  pursuant  to 
this  statute  and  anyone  who  testifies  in  any 
judicial  proceeding  resulting  from  the  report 
shall  be  immune  from  any  civil  or  criminal 
liability  that  might  othei'wise  be  incurred  or 
imposed  for  so  doing  unless  such  person  acted 
in  bad  faith  or  with  malicious  purpose." 
(General  Statutes  of  North  Carolina,  Sect. 
14-318.3) 

The  law  also  states  that  the  director  of 
public  welfare  shall  attempt  to  determine 
who  caused  the  abuse  and  "shall  take  such 
action  in  accordance  with  the  law  necessary 
to  prevent  the  child  from  being  subjected 
to  further  abuse,  neglect,  injury  or  illness." 
(General  Statutes  of  North  Carolina  Sect. 
8-53.01) 

It  is  noteworthy  that  the  permissive  word- 
ing "may  report"  rather  than  "shall  report" 
is  used,  contrary  to  similar  laws  enacted  in 
many  other  states.  In  granting  legal  im- 
munity to  physicians  and  others,  our  legis- 
lators did  not  consider  it  necessary  to  impose 
new  legal  obligations.  In  many  states  the 
law  requires  that  reports  be  made  in  writing, 
and  to  law  enforcement  agencies  directly. 
The  North  Carolina  law  does  not  specify  the 
manner  of  reporting,  but  does  specify  that 
the  report  be  made  to  the   department  of 


welfare.  This  would  seem  to  be  a  wise  pro- 
vision, inasmuch  as  the  welfare  department 
has  trained  personnel  who  should  be  able  to 
evaluate  the  problem  within  a  much  broader 
social  framework  than  can  either  a  physi- 
sian  or  law  enforcement  officer. 

It  is  the  intent  of  the  law  that  in  investi- 
gating a  case,  the  welfare  department  works 
with  patients  and  helps  bring  about  family 
situations  and  attitudes  that  will  prevent 
recurrence  of  abuse  without  having  to  resort 
to  legal  action  or  to  removal  of  the  child  from 
home.  For  example,  when  a  report  of  gross 
malnutrition  and  neglect  on  the  part  of  a 
small  child  leads  to  the  discovery  of  a  teen- 
age bride  and  her  teen-age  husband,  living 
in  a  cold  water  flat  behind  the  railway  sta- 
tion, good  welfare  practice  would  be  to  bring 
the  best  available  services  to  bear  on  the 
problem.  These  might  include  advice  from  a 
nutritionist,  help  with  job  placement,  and 
possibly  temporary  financial  aid  while  the 
husband  obtains  vocational  training.  These 
measures  could  well  prevent  a  recurrence  of 
malnutrition  and  abuse,  at  least  a  part  of 
which  was  the  result  of  overwhelming  cir- 
cumstances rather  than  willful  neglect. 

The  Neglected  Child 

Our  concern  should  not  stop  with  the  ob- 
viously bruised  and  battered  child  whose 
drunken  father  has  beaten  him  almost  in- 
sensible. In  such  a  case  our  basic  humanity 
prompts  us  to  action.  We  should  be  equally 
alert,  however,  to  cases  of  malnutrition  pos- 
sibly due  to  neglect,  and  to  correctable  med- 
ical problems  that  are  going  untreated.  We 
might  well  concern  ourselves  with  the  unpro- 
tected rheumatic  child,  for  example.  There 
have  been  times  when  we  were  unable  to  con- 
vince a  family  of  the  importance  of  continu- 
ing penicillin  prophylaxis,  or  of  getting  a 
necessary  tonsillectomy  and  adenoidectomy 
performed  on  a  child.  If  our  teaching  is  re- 
inforced by  public  health  nurses  and  welfare 
woi'kers,  we  may  be  able  to  accomplish 
much  more.  These  are  all  forms  of  child 
abuse,  although  not  of  the  sort  that  usually 
requires  legal  action.  More  commonly  such 
cases  call  for  welfare  and  public  health  as- 
sistance. 
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The  "Good  Samaritan"  Law 

Legislators  with  whom  I  have  discussed 
the  child  abuse  law  asked  me  to  use  this  op- 
portunity also  to  bring  to  your  attention  the 
so-called  "Good  Samaritan"  Law,  which  was 
also  designed  for  the  protection  of  physi- 
cians. Much  has  been  said  about  the  unwill- 
ingness of  physicians  to  stop  and  render  aid 
at  the  scene  of  automobile  accidents,  presum- 
ably because  of  the  fear  of  being  held  liable 
for  the  outcome.  It  appears  that  this  problem 
has  been  greatly  exaggerated.  The  legal  de- 
partment of  the  American  Medical  Associa- 
tion reports  that  there  are  no  known  in- 
stances of  successful  suits  against  physi- 
cians who  attempted  to  help  victims  of  acci- 
dents. Many  doctors  fear,  however,  that  they 
may  be  held  liable,  and  for  this  reason  avoid 
involvement  whenever  possible. 

I  suspect  that  much  of  this  reluctance  can 
be  traced  to  medical  specialists  who  hesitate 
to  stop  at  the  scene  of  an  accident  because 
their  special  training  and  experience  do  not 
encompass  the  problems  they  are  likely  to 
meet.  I  suspect  that  many  are  afraid  that 
they  wouldn't  know  what  to  do  if  they  did 
.stop.  This  problem  obviously  doesn't  apply  to 
general  practitioners.  We  have  a  much  broad- 
er base  of  experience  which  equips  us  to 
deal  with  almost  any  emergency  we  are  like- 
ly to  meet  at  an  accident  scene.  At  least  we 
should  be  more  competent  than  the  willing 
layman  who  stops  to  help.  One  of  the  legisla- 
tors who  helped  pass  the  Good  Samaritan  law 
said  they  had  been  told  that  medical  students 
were  being  taught  by  their  professor  to  pass 
by  accidents  in  order  to  avoid  legal  liability. 

The  1965  law  (North  Carolina  General 
Statutes,  Sect.  90.1-2L1-2L4)  was  specifical- 
ly designed  to  remedy  this  situation,  which 
has  served  to  restrain  physicians  from  rend- 
ering services  at  accident  scenes.  It  states 
that  "any  person  who  renders  assistance  at 
the  scene  of  a  motor  vehicle  accident  on  any 
street  or  highway,  to  any  person  injured  as  a 


result  of  such  an  accident,  shall  not  be  liable 
in  civil  damages  for  any  acts  or  omissions  re- 
lating to  such  services  rendered,  unless  such 
acts  or  omissions  amount  to  wanton  con- 
duct or  intentional  wi-ong  doing." 

It  is  true,  of  course,  that  what  amounts  to 
"wanton  conduct"  on  the  part  of  a  trained 
person  differs  from  what  constitutes  wanton 
conduct  on  the  part  of  a  layman.  However, 
this  law  does  effectively  prevent  legal  re- 
prisals again.st  the  physician  who  stops  in 
good  faith  and  offers  medical  aid  to  accident 
victims.  What  the  law  actually  accomplishes, 
I  think,  is  to  relieve  our  minds  of  what  has 
probably  been  an  exaggerated  fear  of  legal 
reprisals. 

Sum  mar  11 

The  purposes  and  implications  of  two  laws 
enacted  by  the  North  Carolina  General  As- 
sembly of  1965  are  discussed. 

The  so-called  abused  child  and  good  Sa- 
maritan laws  were  enacted  primarily  to  re- 
move from  the  minds  of  physicians  and  other 
concerned  persons  the  fear  of  incurring  legal 
reprisals,  which  heretofore  has  constituted  a 
barrier  to  the  reporting  of  instances  of 
abuse,  and  to  set  up  a  mechanism  for  investi- 
gating suspected  cases.  The  law  puts  the  re- 
sponsibility for  making  such  investigations 
squarely  on  the  Department  of  Welfare,  and 
removes  from  physicians  the  re^iponsibility  of 
tiking  legal  action  in  real  or  suspected 
cases.  The  responsibilities  of  the  physician 
toward  the  abused  child  are  emphasized,  and 
the  scope  of  the  problem  is  broadened  to  in- 
clude not  just  the  battered  child  but  also  the 
malnourished  or  sick  child  who  is  not  receiv- 
ing the  treatment  he  is  entitled  to  and  should 
have. 

The  so-called  Good  Samaritan  Law  like- 
wise grants  legal  immunity  to  the  physician 
who  stops  in  good  faith  to  offer  medical  aid 
to  victims  of  accidents. 

Eastgate 
Sylva,  N.  C. 
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CAN  WE  IMPROVE  OUR  INFANT 
MORTALITY  RATES? 

For  reasons  that  are  primarily  socioeco- 
nomic, the  infant  mortality  rate  in  this  coun- 
try is  decidedly  lower  for  the  white  race 
than  for  other  races.  The  inverse  relation- 
ship between  socioeconomic  status  and  peri- 
natal mortality  has  been  demonstrated  in 
many  studies.  The  large  number  of  nonwhite 
births  that  occur  at  home  and  are  unattended 
by  a  physician  is  one  of  the  factors  respon- 
sible   for    the    higher    perinatal    mortality 


among  nonwhite  races.  Fortunately,  condi- 
tions in  this  state  have  gradually  improved 
to  the  point  that  only  17.5%  of  nonwhite 
births  now  occur  outside  a  hospital ;  the  inci- 
dence of  home  deliveries  among  the  white 
race  is  insignificant  (0.47c  )•  Another  factor 
responsible  for  higher  perinatal  mortality  in 
nonwhite  races  is  the  large  proportion  of  il- 
legitimate births  (26.87,  as  compared  to 
2.67  in  the  white  race). 

Vital  statistics  have  long  been  used  as  a 
source  of  clues  to  remediable  causes  of  death. 
It  is  extremely  unfortunate,  therefore,  that 
information  given  on  birth  and  death  certifi- 
cates is  often  neither  reliable  nor  complete. 
Greater  accuracy  in  completing  certificates 
of  birth  and  death  might  bring  to  light  many 
factors  that  would  be  of  significance  in  plan- 
ning approaches  to  the  problem  of  mortality 
among  both  white  and  nonwhite  infants.  In 
the  five  year  period  1959  through  1963,  the 
"ill-defined  and  unknown"  category  ranked 
fourth  among  causes  of  postnatal  deaths  in 
this  state,  accounting  for  some  12%  of  the 
total.  Mechanical  suffocation  is  frequently 
given  as  the  cause  of  deaths  in  young  infants, 
although  most  pathologists  would  agree  that 
such  cases  are  rare  and  that  in  most  infants 
who  appear  to  be  the  victims  of  suffocation 
the  actual  cause  of  death  is  an  acute  disease. 
Careful  attention  to  the  history  of  the  ill- 
ness would  often  reveal  the  true  cause  of 
death  in  such  cases. 

Although  a  great  deal  might  be  gained  by 
the  performance  of  more  and  better  au- 
topsies, the  problem  of  obtaining  autopsies 
that  are  adequate  both  in  number  and  in 
quality  has  not  been  solved.  Furthermore, 
even  with  careful  autopsies,  it  is  frequently 
difficult  to  determine  the  true  cause  of  deaths 
occurring  in  patients  who  are  not  under  a 
doctor's  care.  Only  58.1 7^  of  nonwhite  in- 
fants and  74.97  of  white  infants  expiring 
in  the  postneonatal  period  were  receiving 
medical  attention  at  the  time  of  death. 

Two  articles  appearing  in  this  issue  sug- 
gest that  significant  and  accurate  informa- 
tion made  available  through  vital  statistics 
records  would  be  of  tremendous  value  in 
studies  aimed  at  reducing  infant  mortality 
rates.  It  is  to  be  hoped  that  the  new  classifi- 
cation of  illness  now  being  prepared  by  the 
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World  Health  Organization  will  make  pos- 
sible more  accurate  coding  of  the  causes  of 
death,  and  that  revisions  of  the  death  cer- 
tificate may  eliminate  some  of  the  problems 
that  now  exist. 

The  maternal  mortality  study  conducted 
for  the  past  several  years  by  the  Medical 
Society  of  the  State  of  North  Carolina  has 
clearly  demonstrated  that  significant  im- 
provements can  result  from  an  intensive  in- 
vestigation of  the  causes  of  death.  There  is 
rea.son  to  believe  that  such  a  detailed  study 
of  the  factors  associated  with  deaths  in  the 
postnatal  period  would  be  equally  rewarding. 
Theodore  D.  Scurletis,  M.D. 

*  -^  :t! 

MOTORCYCLES 

A  recent  article  in  the  JAMA^  reports  a 
number  of  cases  of  injury  and  death  follow- 
ing motorcycle  accidents,  calling  attention  to 
this  popular  form  of  trauma.  The  growth 
of  motorcycling  should  give  pause  to  anyone 
so  foolish  as  to  think  rationality  plays  much 
part  in  human  conduct. 

The  motorcycle  is,  in  a  sen.«e,  a  throw- 
back in  this  country.  Wheeled  transportation 
usually  reflects  economic  progress.  When  a 
man  abandons  shank's  mare  it  is  usually 
for  a  bicycle  initially,  a  step  taken  in  this 
country  in  childhood  and  in  others  only  when 
as  an  adult  a  bicycle  can  be  afforded.  From 
the  bicycle  one  may  go  directly  to  the  auto- 
mobile in  affluent  circles,  in  less  affluent  to 
a  motorbike,  motorscooter  or  motorcycle, 
thence  to  a  small  car,  and  if  and  when  ty- 
coonery  arrives,  a  large  car. 

This  orderly  and  reasonable  progression, 
conditioned  by  money,  has  been  shortcircuit- 
ed  by  the  influence  of  sporting  blood,  aided 
by  insidious  flackery  which  equates  motor- 
cycle riding  with  a  pretty  blond  clutching 
one  from  the  dorsum.  No  mention  is  made  of 
the  gradually  sliding  kidneys,  loosening 
teeth,  motes  in  the  eye,  shattered  skulls, 
broken  arms,  or  the  final  triumph  of  modern 
advertising,  the  expensive  premature  fun- 
eral. 

In  fairness  to  the  motorcyclist,  not  all  the 
the  notable  mortality  and  morbidity  is  his 
or  her  fault.  The  carelessness  of  automobil- 
ists,   cutting  the   unarmored   rider  off  and 


leaving  him  to  his  fate,  is  a  major  factor 
in  these  accidents.  However,  accidents  they 
are,  and  putting  the  blame  on  the  auto  is 
little  solace  to  them  or  their  survivors. 

Reference 

1.  Dillihunt,  R.  C,  Maltby,  G.  L.,  and  Drake.  E.  H.:  The 
Increasing  Problem  of  Motorcycle  Accidents,  JAMA 
196:    1045-1047    iJune  201    1966. 

THE  DEPARTMENT  OF  WELFARE 
MODIFIES   DRUG   PROGRAM 

Practicing  physicians  will  be  interested  in 
the  announced  revision  of  the  rules  of  the 
State  Department  of  Welfare  as  they  apply 
to  its  program  for  recipients  of  public  as- 
sistance to  remove  the  limitation  of  ten  dol- 
lars ($10.00)  on  single  prescriptions  writ- 
ten by  physicians  for  patients  in  the  public 
assistance  categories.  This  should  be  re- 
cognized as  an  effort  toward  better  medical 
practice  and  deserves  the  full  cooperation  of 
the  profession.  The  elimination  of  this  re- 
striction will  relieve  the  physician  treating 
patients  requiring  long  term  medication  of 
the  recurring  necessity  for  multiple  prescrip- 
tions, and  should  result  in  time  saving  for 
both  the  physician  and  the  pharamacist. 

It  is  of  interest  that  in  the  first  six 
months  of  1966  the  number  of  prescriptions 
filled  and  their  cost  almost  equalled  the  to- 
tal for  the  entii'e  year  1965,  indicating  the 
expanding  cost  of  the  program.  The  new 
rule  should  represent  an  economy  dependent 
upon  a  sense  of  responsibility  on  the  part 
of  physicians  to  limit  drug  quantity  to  the 
anticipated  needs  of  the  patient. 

The  Medical  Society,  through  the  JOUR- 
NAL, brings  this  matter  to  the  attention  of 
physicians  in  practice  with  the  full  appre- 
ciation of  the  State  Welfare  Department  and 
its  confidence  in  the  good  judgment  of  the 
profession. 

J.S.R. 


ESPRIT  DE  CORPS  AND  THE 

TURNER'S   LANE    HOSPITAL 

When  one  speaks  of  esprit  de  corps  one 

calls  to  mind  some  force  which  makes  the 

whole  greater  than  the  sum  of  the  parts  in 

the   case   of   a   human   assemblage.   An   ac- 
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count  of  such  spirit  in  U.  S.  medicine  is  con- 
tained in  an  article  on  Turner's  Lane  Hospi- 
tal in  Philadelphia  appearing  in  the  Bulletin 
of  the  History  of  Medicine  (40:14-42,  Jan- 
Feb.  1966).  In  it,  Dr.  William  S.  Middleton 
describes  the  activities  of  Drs.  S.  Weir  Mit- 
chell, W.  W.  Keen,  and  G.  R.  Morehouse  in 
the  study  of  peripheral  nerve  injuries  at  that 
little  facility  during  the  Civil  War.  Our  read- 
ers will  be  amused  by  a  quotation  in  the  in- 
troduction from  Mrs.  Alice  Westerley:  "I 
wish,  for  my  part,  we  could  tow  Massachu- 
setts and  South  Carolina  out  to  sea,  and 
anchor  them  together  and  let  them  settle 
their  difficulties."  They  will  also  be  absorbed 
in  the  account  of  the  exhilarated  period  of 
activity  on  the  part  of  these  men  which  so  ad- 
vanced the  profession's  knowledge  of  nerve 
injuries,  hitherto  handicapped  by  incomplete 
anatomic  knowledge  and  inadequate  support 
of  methodical  attempts  to  study  them.  One 
also  remembers  that  more  than  20  years  lat- 
er when  President  Garfield  was  shot,  his  at- 
tendants apparently  paid  little  attention  to 
his  signs  and  symptoms  of  peripheral  nerve 
injury,  and  did  not  make  interpretations 
which  would  have  spared  him  much  pain  and 
perhaps  his  life. 

At  Turner's  Lane  the  Surgeon-General  of 
Army,  Dr.  William  A.  Hammond,  authorized 
the  establishment  of  a  hospital  for  nerve  in- 
juries and  disorders,  entrusting  it  to  Mitch- 
ell, then  33  years  old,  and  Morehouse,  the 
same  age.  W.  W.  Keen,  younger  than  the 
others  by  8  years,  joined  them  later.  While 
Keen  lived  at  the  hospital  Mitchell  and  More- 
house continued  their  Philadelphia  practices, 
but  spent  much  of  the  rest  of  their  waking 
hours  at  Turner's  Lane  working  long  into 
the  night.  Out  of  their  efforts  came  two 
classic  treatises,  "Gunshot  Wounds  and 
Other  Injuries  of  Nerves"  in  1864,  and  "In- 
juries of  Nerves  and  Their  Consequences" 
in  1872,  and  many  other  publications  on 
such  subjects  as  malingering,  and  the  antago- 
nistic effects  of  morphine  and  atropine. 
Their  treatment  of  causalgia  remains  a  use- 
ful account  to  the  present  time.  In  writing 
on  the  phantom  limb  phenomenon,  Mitchell 
even  included  the  public,  publishing  an  ac- 
count in  Lippincott's  Magazine. 


Reading  Dr.  Middleton's  paper,  and  know- 
ing that  he  was  once  responsible  for  the  med- 
ical activities  of  the  Veterans  Administra- 
tion, one  cannot  but  wonder  if  he  was  not 
assessing  the  gain  in  knowledge  per  dollar 
spent  at  Turner's  Lane  and  in  modern  hospi- 
tals. Such  a  comparison  is  not  valid,  of 
course,  for  in  the  last  analysis  it  is  people, 
not  facilities,  that  mark  a  given  period  of 
time  as  productive  or  routine.  The  account 
of  what  Mitchell,  Morehouse  and  Keen  did 
is  an  inspiration  and  well  worth  the  short 
time  it  takes  to  read  it. 


WHAT'S  IN  A  HYPHEN?  OR  A  NAME? 

Henry  Bence  Jones,  dead  these  93  years,  is 
not  around  to  defend  himself  against  those 
who  would  put  a  hyphen  between  his  middle 
and  last  names,  the  latest  such  indignity 
coming  into  view  at  the  hands  of  his  coun- 
trymen, in  the  April,  1966,  issue  of  "Bio- 
chemical Journal."  Perhaps  one  of  the  haz- 
ards of  inheriting  Jones  or  some  other  com- 
mon name  is  that  someone  will  want  to  tack 
another  name  on  with  a  hyphen  to  make  it 
distinctive,  as  in  the  case  of  Anthony  Arm- 
strong-Jones (who  has  achieved  distinction 
in  other  ways  as  well) .  This  thought  is  more 
appealing  than  a  Freudian  interpretation, 
which  in  any  case  is  not  within  our  tastes  or 
ability. 

There  is  some  solace,  of  sorts,  for  those 
with  common  names.  We  will  soon  be  known 
only  by  number  to  those  vast  forces  which 
watch  over  us  as  we  labor  in  the  hive.  Per- 
haps at  birth  we  will  have  a  number  tat- 
tooed in  our  armpit,  thereby  sparing  all  we 
meet  along  life's  path,  and  after  we  are  dead 
and  awaiting  autopsy,  of  worrying  about  who 
we  are.  Going  further,  when  this  step  is  ac- 
cepted, the  number  may  move  from  armpit  to 
forehead  (or  malar  prominences  if  hair  con- 
tinues to  proliferate  on  head  and  face) ,  elimi- 
nating badges  at  meetings  and  covert  glances 
at  the  jacket  front.  Withal,  one  doubts  that 
mothers  will  ever  take  up  the  numerology  ap- 
proach, or  that  nicknumbers  have  much  of  a 
future.  Henry  Bence  Jones,  despite  the  in- 
trusive hyphen,  may  end  up  with  the  more 
acceptable  designation. 
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MEDICAL-HOSPITAL-COMMUNICATIONS  MEDIA  RELATIONS 


This  subject  has  in  the  past  been  called 
'Pi'ess  Relations'.  There  is  also  a  terminology 
frequently  used,  'Hospital  Press  Relations, 
or,  as  was  the  title  of  a  recent  presentation, 
'Good  Hospital  Press  Relations.' 

Let  us  look  for  one  moment  at  this  implica- 
tion of  'Good  Hospital  Press  Relations.'  It 
would  seem  that  without  a  hyphen,  or  the 
word  'and'  between  'Hospital'  and  'Press,' 
we  are  running  on  a  one-way  street.  Such 
implies  that  it  is  proper  that  the  hospital 
have  good  relations  with  the  hospital.  Of 
course,  the  ideal  is  a  two-way  street. 

As  we  have  moved  along  in  our  culture, 
other  means  of  public  communication  of  news 
and  related  subjects  have  developed.  First, 
there  was  radio,  and  then  televison.  These 
modalities  express  the  audio-visual  compon- 
ents of  the  special  senses  common  to  man. 
What  special  sense  is  next  in  the  public 
communcations  area?  Olfactory?  Tactile? 
Far  afield?  No!  Give  man  an  idea,  an  open- 
ing for  the  utilization  of  an  idea,  and  a  profit 
motive,  and  that  idea  is  implemented.  'Smel- 
lies'  with  olfactory  stimuli  for  mood  con- 
struction and  sensation  impact?  'Solidos'  for 
three  dimensional  tactile  sensation?  Could 
be!  This  is  in  the  future,  but  possible.  Here 
we  deal  with  today  only  and  the  known  to- 
morrow. 

Williams  James  said,  "We  may  philosoph- 
ize well  or  ill,  but  philosophize  w-e  must." 
In  the  brief  prologue  which  follows,  an  at- 
tempt will  be  made  to  discuss  some  of  the 
philosophical  variances  which  exist  between 
the  people  of  the  news  media  and  those  who 
are  medically  oriented.  This  discussion  is 
not  intended  as  a  guide  or  a  code,  but  merely 
as  a  vehicle  for  the  dissemination  of  general 
information  in  this  area  of  Medical-Hospi- 
tal-Public Communications  Relations. 

The  Press 
Article  One  of  the  Amendments  to  the 
Constitution  of  the  LTnited  States  says  as 
follows :  "Congress  shall  make  no  law  re- 
specting an  establishment  of  religion  or  pro- 
hibiting the  free  exercise  thereof,  or  abridg- 


ing the  freedom  of  speech,  or  of  the  press, 
or  the  right  of  the  people  to  peaceably  as- 
semble, and  to  petition  the  Government  for  a 
redress  of  grievances." 

This  is  one  of  the  Articles  of  the  ten  com- 
monly known  as  the  Bill  of  Rights.  These 
ten  Amendments,  including  the  one  which 
came  to  be  known  as  Article  One,  were  rati- 
fied by  all  the  states  then  existing  and  were 
in  force  from  December  15,  1791.  'Freedom 
of  the  Press' !  Charles  and  Mary  Beard,  in 
their  Basic  History  of  the  United  States,  say: 
"Newspapers  for  the  distribution  of  knowl- 
edge and  ideas,  true  or  false,  multiplied  in 
the  republican  era  and  foi'ty-three  news- 
papers, it  was  estimated,  lived  through  the 
Revolution."  It  was  then  from  these  few  that 
the  mighty  news  media  of  our  land  have 
sprung. 

The  'Canons  of  .Journalism'  of  the  Ameri- 
can Society  of  Newspaper  Editors  in  its  Pre- 
amble states :  "The  primary  function  of 
newspapers  is  to  communicate  to  the  human 
race  what  its  members  do,  feel,  and 
think  .  .  ."  In  these  'Canons',  principles  are 
laid  down  regarding  sincerity,  truth,  accu- 
racy, and  good  faith.  Impartiality  is  discuss- 
ed in  Article  V  and  herein  is  stated :  "News 
reports  should  be  free  from  opinion  or  bias 
of  any  kind." 

Radio-TV 

In  'Standards  of  Practice'  of  the  Radio- 
TV  News  Directors  Association,  Section 
Four,  it  is  stated  in  the  first  sentence,  "Pre- 
sentation of  the  news  must  be  accurate,  fact- 
ual, and  in  good  taste."  In  Section  Six,  the 
wording  is  "commentary  and  analysis  must 
be  clearly  labeled  as  opinion  and  comment." 

Hospitals 
In  'Code  of  Ethics'  of  the  American  Col- 
lege of  Hospital  Administrators  and  the 
American  Hospital  Association,  there  is  a 
paragraph  following  the  ten  principles  of 
hospital  ethics  discussing  relationships  of 
hospitals  with  agencies  of  information  as 
follows :  "Fully  recognizing  that  the  press, 
radio,  and  other  communications  media  are 
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excellent  vehicles  of  public  education  and 
have  a  responsibility  to  disseminate  informa- 
tion to  the  community,  the  hospital  must  ap- 
preciate its  moral  obligation  to  the  patient 
and  to  the  professional  groups  represented 
in  its  organization.  Consequently,  informa- 
tion about  patients,  except  as  required  by 
law  and  or  where  privileged  communication 
is  involved,  should  not  be  given  without  the 
consent  of  the  patient  or  the  patient's  im- 
mediate family,  and  the  patient's  physician." 

Medicine 

In  'Principles  of  Medical  Ethics'  of  the 
American  Medical  Association,  Section  Nine 
states :  "A  physcian  may  not  reveal  the  con- 
fidence entrusted  to  him  in  the  course  of 
medical  attendance,  or  the  deficiencies  he 
may  observe  in  the  character  of  the  patient, 
unless  he  be  required  to  do  so  by  law,  or  un- 
less it  becomes  necessary  in  order  to  protect 
the  welfare  of  an  individual,  or  of  the  com- 
munity." 

In  1803,  Thomas  Percival,  philosopher- 
writer  and  a  physician  of  Manchester,  Eng- 
land, conceived  a  "Scheme  of  professional 
conduct  relative  to  hospitals  and  other  chari- 
ties." It  was  from  this  Scheme  that  he  de- 
rived the  code  which  is  known  as  Percival's 
Code  of  Medical  Ethics.  In  1847.  at  the  first 
really  organized  meeting  of  the  American 
Medical  Association,  in  Philadelphia,  a  code 
of  ethics  was  established.  It  is  apparent  from 
the  record  that  this  was  based  upon  Percival. 
From  those  reasonably  recent  events,  our 
present  Principles  of  Ethics  has  been  de- 
rived. 

Hippocrates  and  the  Ancients 

Twenty-two  centuries  prior  to  the  ratifica- 
tion of  Article  One  of  the  Amendments  to 
the  Constitution  of  the  States  of  the  New 
America,  and  the  compilation  of  Percival's 
Code,  another  set  of  precepts  was  laid  down. 
Hippocrates,  in  his  swearing  by  Apollo,  phy- 
sician, by  Aesculapius,  by  Health  and  by 
Panacea,  eventually  said,  "In  whatsoever 
houses  I  enter,  I  will  enter  to  help  the  sick, 
and  I  will  abstain  from  all  professional 
wrong-doing  and  harm,  and  whatsoever  I 
see  or  hear  in  the  course  of  my  profession 
or  in  my  intercourse  with  men,  it  shall  not 


be  published  abroad,  I  will  never  divulge, 
holding  such  things  to  be  holy  secrets." 

Twenty  centuries  before  Hippocrates,  as 
we  measure  recorded  time,  the  great  Code  of 
Hammurabi  was  developed.  Even  this  was 
based  on  handed  down  law  from  the  Sumer- 
ian  civilization  which  preceded  by  centuries 
the  era  of  the  Babylonians  and  Hammurabi 
himself.  This  Code  set  forth  many  ethical 
principles  for  physicians,  among  which  was 
a  reference  to  bearers  of  tales  and  punish- 
ment therefor.  Information  is  not  available 
as  to  the  punishment  for  revelation  of  person- 
al secrets  divulged  by  the  patient  in  presum- 
ed confidence  while  undergoing  professional 
ministration,  but  we  do  know  that  what  came 
to  be  later  known  as  'lex  talionis'  often  ap- 
plied. For  instance,  the  unskillful  surgeon's 
mistakes  might  cost  him  the  loss  of  his  hand 
or  heavy  fines.  Hammurabi's  Code  was  a  code 
of  all  laws,  not  just  those  relatng  to  medicine 

Five  thousand  years  is  not  long  as  meas- 
ured in  the  ages  of  sentient  life  on  this  plan- 
et; yet,  for  recorded  history,  it  is  long.  So 
then  physicians  have  long  been  restricted  by 
ethic  and  by  law  as  to  what  they  may  reveal. 

The  Modern  Laiv 

The  use  of  the  words  'privileged  communi- 
cation' brings  into  play  a  further  considera- 
tion to  this  discourse — The  Position  of  the 
Law. 

North  Carolina  General  Statute  8-59  states : 
"No  person,  duly  authorized  to  practice 
physic  or  surgery,  shall  be  required  to 
disclose  any  information  which  he  might 
have  acquired  in  attending  a  patient  in  a 
professional  character  and  which  informa- 
tion was  necessary  to  enable  him  to  pre- 
scribe as  a  physician,  or  to  do  any  act  for 
him  as  a  surgeon :  Provided  that  the  Pre- 
siding Judge  of  a  Superior  Court  may 
compel  such  disclosure  if,  in  his  opinion, 
the  same  is  necessary  to  a  proper  admin- 
istration of  justice." 

Yow  versus  Pittmen,  241  N.  C.  (1954), 
using  this  Statute  as  a  base,  and  because  of 
it  states :  "The  law  protects  the  patient's 
secrets  and  makes  it  the  duty  of  the  doctor 
to  keep  them,  a  duty  which  he  cannot  waive." 
A  DUTY  WHICH  HE   CANNOT  WAIVE. 
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This  Statute  is  referred  to  as  a  'qualifed 
privilege'  statute  because  there  is  no  com- 
mon law'  'confidential  communication  privi- 
lege'. It  is  qualified  in  that  a  Judge  of  a 
Superior  Court  can  waive  it.  This  privilege 
of  communication  rests  solely  with  the  pa- 
tient and  not  with  the  physician  or  with  the 
hospital. 

Ligon,  in  his  excellent  compendium,  Xorth 
Carolina  Hospital  Lau\  says: 

"Civil  liability  could  attach  to  a  physician 
or  a  hospital  or  its  individual  employees 
if  the  information  contained  in  the  pa- 
tient's records  were  indiscriminately  re- 
leased to  third  persons  without  the  con- 
sent of  the  patient." 
He  goes  on  to  say : 

"The  right  of  the  individual  to  be  spared 
certain  unasked  for  and  unnecessary  pub- 
lication of  his  private  affairs  is  well  recog- 
nized. .  .  .  Since  the  right  to  be  left  alone 
is  an  interest  that  has  gained  recognition 
only  in  recent  years,  the  law  providing  for 
its  protection  has  not  crystallized  com- 
pletely, although  it  has  been  recognized  in 
North  Cai'olina." 

We  have  now  encountered  a  stumbling 
block  in  this  matter  of  communications  me- 
dia —  hospital-physician  relationship  —  be- 
cause the  right  of  the  individual  patient  must 
be  balanced  against  the  right  of  the  people  to 
be  informed  in  matters  of  the  public  interest. 
One  could  go  far  afield  in  any  dialogue  over 
the  divergent  philosophical  tenets  involved 
in  the  contendium  which  pits  the  invasion  of 
privacy,  on  the  one  side,  and  the  right  of  the 
populace  to  be  informed  on  the  other.  At 
which  point  does  the  sword  of  Damocles  fall 
upon  the  possessor  of  information  which 
might  be  construed  to  be  privileged? 

Certainly,  those  items  or  situations  which 
are  a  matter  of  public  record  and  are  by  law 
to  be  reportable  to  public  authority  are  not 
privileged.  Communications  media  are  en- 
titled to  have  accurate  and  prompt  informa- 
tion as  to  the  matters  involved.  Since  these 
matters  are  of  public  records  and  are  often 
listed  upon  the  police  reports,  such  data  as 
name,  marital  status,  sex,  presumed  age,  oc- 
cupation, possibly  color,  address,  and  the 
name  of  next  of  kin  could  be  released  by  a 


spokesman  for  the  hospital  without  consent 
of  the  attending  physician.  For  instance,  the 
condition  of  a  patient  in  a  general  way  may 
be  divulged — good,  fair,  serious,  critical,  etc. 
A  very  brief  statement  as  to  the  manner  in 
which  the  accident  allegedly  occurred  without 
any  details,  and  a  brief  guarded  disclosure 
of  the  extent  of  injuries  couched  in  lay  terms, 
would  seem  to  be  in  the  public  interest.  Great 
care  must  be  exercised  in  the  matter  of  pre- 
mature disclosure  of  the  death  of  any  indivi- 
dual prior  to  making  a  satisfactory  and  rea- 
sonable attempt  to  contact  the  family  or  the 
next  of  kin. 

Wherein  a  situation  involves  cases  that  are 
not  a  matter  of  public  record,  the  physician 
or  hospital  may  release  information  only 
WITH  THE  PATIENT'S  EXPRESSED 
PERMISSION.  Immediately  one  runs  into 
the  question  of  certain  releases  regarding 
public  officials  and  or  persons  of  significant 
prominence  to  cause  them  to  be  possibly 
within  the  public  domain  more  so  than  other 
individuals.  Herein  the  question  of  prognosis 
enters  the  picture.  The  state  of  health  or 
unhealth  of  these  people  may  be  of  vital  con- 
cern to  many,  way  and  above  the  considera- 
tion of  curiosity.  Does  an  individul  who  has 
attained  prominence  by  virtue  of  such  at- 
tainment forswear  his  or  her  right  to  object 
to  the  invasion  of  privacy?  Where  do  indi- 
vidual rights  begin?  Where  do  they  stop? 

In  this  changing  world,  in  this  era  of 
kaleidoscopic  and  unsettled  idealogical  con- 
flicts, in  this  century  of  the  stupendous 
plunge  into  tomorrow  when  yesterday  has 
not  yet  been  fully  digested,  must  we  consid- 
er that  we  are  born  in,  that  we  are  to  be  sick 
in,  and  that  we  are  to  die  in  glass  hospitals? 

Nothing  so  far  has  been  said  with  ref- 
erence to  'a  physician  in  the  news',  as  far 
as  scientific  news,  the  individual  physician, 
and  the  County  Medical  Society.  Rather  than 
burden  this  account  with  detail  in  this  con- 
nection, it  is  better  that  a  reference  be  made 
to  a  very  excellent  "Guide  For  Physicians, 
Hospitals,  and  News  Media,"  a  joint  service 
publication  of  the  State  Medical  Society  of 
Wisconsin,  the  Hospital  Association  of  Wis- 
consin, and  the  Newspaper,  Radio,  and  Tele- 
vision Association  of  Wisconsin.  This  booklet 
goes  into  considerable  detail  in  these  areas. 
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Section  10,  of  the  "Principles  of  Medical 
Ethics"  is  elaborated  upon  in  detail  in  this 
connection  in  a  booklet,  "Opinions  and  Re- 
ports of  the  Judicial  Council"  of  the  Ameri- 
can Medical  Association,  1964.  This  portion 
refers  to  the  relationship  of  the  physician  to 
the  media  of  public  information ;  advertising 
and  the  daily  press ;  release  of  medical  in- 
formation to  the  press ;  and  the  use  of  physi- 
cians' names  in  connecton  with  civic  enter- 
prises, among  other  related  items. 

In  October  of  1963,  a  pocket  sized  publica- 
tion of  eight  pages  was  developed  and  ap- 
proved by  the  North  Carolina  Press  Associa- 
tion, North  Carolina  Association  of  Broad- 
casters, The  Medical  Society  of  the  State  of 
North  Carolina,  and  the  North  Carolina  Hos- 
pital Association.  This  is  titled  NEWS  ME- 
DIA GUIDE  and  was  prepared  for  printing 
by  the  North  Carolina  Hospital  Association. 

To  further  brief  guide,  the  following  is  of- 
fered : 

Cases  of  Public  Record 

What  are  they? 

A.  Persons  under  arrest  or  held  under  po- 
lice surveillance. 

B.  Persons  brought  to  the  hospital  by  the 
Fire  Department  or  any  law  enforce- 
ment agency. 

C.  Shootings,  stabbings,  poisonngs,  in- 
jury by  automobile  and  animal  bites, 
and  any  other  case  reportable  to  civil 
authorities. 

What  identification  is  proper  ? 

Name,  address,  sex,  race  (this  may  or  may 
not  be  applicable  today) ,  age,  marital  sta- 
tus, occupation. 

Condition  of  patient: 


Good,  fair,  serious,  critical — that's  all. 
Nature  of  accident: 

Type  of  accident,  no  details.  Very  brief 
statement  of  extent  of  injuries.  Lay  off 
self-infliction,  intoxication,  and  refer  to 
the  police  the  specific  questions  regarding 
shootings,  stabbings,  and  sexual  assault. 

Type  of  injury: 

Unconsciousness.  If  unconscious  when 
brought  to  the  hospital,  one  may  so  say. 
One  may  state  that  there  are  fractures  of  a 
given  member,  and  that  is  all.  One  may  say 
that  there  are  head  injuries,  internal  in- 
juries, or  burns,  and  that  is  all. 

General: 

If  a  baby  was  born,  one  can  so  say,  since 
such  is  public  information.  If  a  person  dies, 
this  may  be  revealed  after  the  next  of  kin 
has  been  notified,  or  a  reasonable  attempt 
has  been  made  to  do  so.  Again,  this  is 
public  information. 

Omit  statements  regarding  intoxication  or 
sexual  assault. 

There  are  other  areas  of  interest  in  this 
brief  guide,  and  it  may  be  consulted  for  de- 
tail. 

This  presentation  is  not  made  as  an  author- 
itative reference,  but  rather  with  the  idea  in 
view  of  acquainting  the  involved  disciplines 
of  certain  philosophical  attitudes,  some  his- 
tory, and  possibly  sources  of  material  for 
more  detailed  study. 

Given  before  the  North  Carolina  Confer- 
ence on  Nursing  and  Patient  Care,  Quail 
Roost  Conference  Center,  Rougemont,  North 
Carolina. 

Feank  W.  Jones,  M.D. 


References 

NEWS    GUIDE,    North    Carolina    Hospital    Association.    1963. 
GUIDE    FOR    PHYSICIANS,    HOSPITALS,    AND    NEWS    ME- 
DIA, state  Medical  Society  of  Wisconsin,   1960. 
Regan,   L.   J.,  DOCTOR   and   PATIENT   and  the   LAW,  C.  V. 
Mosby   Company. 

JUDICIAL    COUNCIL    OPINIONS    AND    REPORTS,    Ameri- 
can   Medical    Association,    1964. 

Llgon,     Roddey     M.,    Jr.,     NORTH     CAROLINA     HOSPITAL 
LAW,  Institute  of  Government,  U.N.C,  Chapel  Hill,   1964. 
Beard,  Charles  A.   and  Mary  R.,  BASIC   HISTORY  OF  THE 
UNITED  STATES;  Doubleday,  Doran   and  Company,   1944. 
Louis^'ll,  D.  W.,  and  Williams,  Harold,  THE  PARENCHYMA 
OF   LAW,  Professional   Medical  Publication,    1960. 
NORTH    CAROLINA    GENERAL    STATUTES. 


396 


NORTH  CAROLINA  MEDICAL  JOURNAL 


August,  1966 


Bulletin  Board 

COMING  MEETINGS 

Ninth  District  Medical  Program  on  Cardiopulmonary 

Resuscitation— The  Moose  Club,  Hickory,  September  9. 

North  and  South  Carolina  Societies  of  Ophthalmology 
and  Otolaryngology-.  Joint  Meeting — Sheraton  Motor  Inn, 
Winston-Salem,  September  11-13. 

North  Carolina  .Association  for  Retarded  Children — 
Jacksonville.  September  16-17. 

Charlotte  Postgraduate  Seminar — Presbyterian  Hospi- 
tal, Charlotte,  September  21-22. 

Forsyth  County  Heart  Symposium — Winston-Salem, 
September  30. 

Fifth  District  Medical  Society  Meeting— The  Country 
Club  of  North  Carolina,  Pinehurst,  October  5. 

University  of  North  Carolina  School  of  Medicine,  Con- 
ference on  "Grief  and  Depression — Their  Crisis  and 
Management"— Chapel  Hill,  October  6-8. 

The  Herman  Cone  Lecture — Moses  H.  Cone  Memorial 
Hospital— Greensboro  Public  Library,  Greensboro,  Oc- 
tober 20. 

North  Carolina  Academy  of  General  Practice,  1966 
Scientific  Assembly— Hotel  Jack  Tar,  Durham,  October 
27-28. 

North  Carolina  Society  for  Crippled  Children  and 
Adults.  Annual  Convention— Mid  Pines  Hotel,  October 
28-29. 

Society  of  Nuclear  Medicine,  Southeastern  Chapter — 
Jack  Tar  Hotel,  Durham,  November  3-5. 

Southern  Thoracic  Surgery  Association,  13th  Annual 
Meeting— Grove  Park  Inn,  Asheville,  November  3-5. 

North  Carolina  Pediatric  Society— Mid  Pines  Club  & 
Golfotel.  Southern  Pines,  November  4-5. 

New  Members  of  the  State  Society 

Drs.  Charles  E.  Wiley,  GP,  Box  307,  Banner  Elk: 
James  Edward  Etheridge,  N,  Willow  Terrace,  Apt.  62, 
Chapel  Hill;  Joanna  Stein  Dalldorf,  Pd,  11  Woodhaven 
Road,  Chapel  Hill;  William  Seymour  Pearson,  P,  1035 
Chester  Road,  NW,  Winston-Salem. 


North  Carolina  State  Rural  Health 
Conference 

The  following  tentative  program  has  been  arranged 
for  the  one-day  statewide  Rural  Health  Conference 
scheduled  for  Thursday,  Sept.  15,  at  the  Sir  Walter  Hotel, 
Raleigh. 

Morning   Session 
10; 00  Presiding— W.  Wyan  Washburn.  M.D..  Past-Chair- 
man,    AMA     Council     on     Rural     Health.     Boiling 
Springs 

Invocation— Rev.  T.   J.   Youngblood,  Jr..  Raleigh 
10:15  Health    Needs    Today— Frank    W.    Jones,    M.D., 
President,   Medical   Society  of  the  State  of  North 
Carolina,  Newton 


10:45  Problems  in  the  Shifts  of  Populations  from  Rural 
to  Urban  and  Urban  to  Rural  Areas  i  speaker  to  be 
announced i 

11:15  Impact  of  the  Regional  Health  Centers  on  Rural 
Medicine 

George  W.  Paschal,  Jr.,  M.D.,  Raleigh.  Moderator 
Robert  H.  Shakelford.  M.D..  Mi.  Olive 
E.  Harvey  Estes.  Jr..  M.D..  Durham 
Ladd  W.  Hamrick.  Jr.,  M.D.,  Concord 

12:15-2:00  P.M.  Unscheduled  Lunch  Period 

Afternoon 

2:00  Immunizations  i speakers  to  be  announced' 
2:30  An  Example  of  a  Successful  Mass  Immunization 
Project— Henry  B.  Woodard,  N.  C.  State  Board  of 
Health,  Raleigh 
2:40  Panel  on  Family  Safety  Practices 

Home  Safety— Hugh  A.  Matthews,  M.D.,  Moderator 
Farm  Machinery  Safety— Frank  K.  Allen,  Farmville 
Traffic  Safety— Col.  Charles  A.  Speed,  Raleigh 
Pond  and  Water  Safety— George  E.   Burdick,   Col- 
erain 
3:30  Solving  Our  Health  Needs  Today— Robert  A.  Ross. 
M.D..  President-Elect.  Medical  Society  of  the  State 
of  North  Carolina,  Chapel  Hill 
4:00  Recognition  of  4-H  Health  King  and  Queen  fami- 
lies 
4:05  Adjourn 

Announcement  of  the  program  was  made  by  Dr. 
Edward  L.  Boyette,  chairman  of  the  Committee  on 
Community  Health  i Rural  and  Urban),  Medical  Society 
of  the  State  of  North  Carolina. 


News  Notes  from  the  Duke  University 
Medical  Center 

The  Ford  Foundation,  in  what  it  termed  a  major 
effort  to  advance  the  quality  of  higher  education  in 
the  South,  recently  announced  grants  totaling  $33.5  mil- 
lion to  Southern  institutions,  including  an  $8,000,000 
gift  to  Duke  University. 

Awarded  under  the  Foundation's  Special  Program  in 
Education,  the  grant  to  Duke  must  be  matched  at  a 
ratio  of  four-to-one  over  the  next  three  years.  It  is  the 
largest  single  gift  made  to  Duke  since  1924  when  James 
B.  Duke  provided  the  endowment  which  enabled  Trinity 
College   to   become   Duke   University. 

The  grant  comes  at  a  time  when  Duke  has  under- 
taken a  three-year  campaign  for  $102.8  million— the 
largest  fund  raising  effort  ever  lanuched  by  a  Southern 
university,  and  one  of  the  largest  in  the  Nation. 

The  grants  provide  matching  funds  that  selected  pri- 
vate universities  and  colleges  may  use  for  whatever 
purposes  will  enhance  their  academic  programs,  such  as 
faculty  salaries,  fellowships,  curriculum  development 
and  buildings. 

S:       ^;       H: 

The  Department  of  Psychiatry  at  Duke  University 
Medical  Center  is  developing  a  training  program  in 
Geriatric  Psychiatry.  The  scope  of  the  two-year  pro- 
gram   includes    training    in    psychosocial    gerontology, 
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geropsychiatry,  geriatrics,  psychologic,  and  biologic 
gerontology.  These  areas,  the  core  curriculum  for  the 
first  year,  are  covered  in  weekly  seminars  with  assigned 
reading,  visting  lecturers,  and  case  presentations.  CUn- 
ical  training  includes  case  studies  and  supervised 
therapy  of  elderly  patients  in  a  geropsychiatric  out- 
patient clinic  and  inpatient  service;  geriatric  patients 
on  the  neurological,  medical  and  surgical,  and  psycho- 
somatic services;  and  a  day  care  unit  as  well  as  a  state 
hospital  and  a  retirement  home.  Liaison  with  the  North 
Carolina  Mental  Health  Department  will  provide  furth- 
er training  in  social  gerontology  and  community  gero- 
psychiatry. Research  training  in  the  field  of  aging  in- 
cludes supervised  research  in  clinical  settings.  Flexi- 
bility will  be  maintained  to  adapt  the  training  program 
to  the  specific  career  plans  of  individual  trainees. 

The  members  of  the  Geriatric  Psychiatry  Training 
Committee,  represent  the  five  basic  content  areas  of 
the  training  program.  In  addition,  many  qualified 
faculty  members  are  available  for  training  and  super- 
vision in  theory,  treatment,  clinical  and  basic  research 
in  the  field  of  aging.  A  personal  adviser  helps  the 
trainee  in  formulating  specific  career  plans  which  are 
then  implemented  with  assistance  of  an  advisory  com- 
mittee. The  latter  is  composed  of  faculty  members 
whose  spectrum  of  interests  falls  in  line  with  that  of  the 
trainee. 

Key  professional  training  personnel  are  Adriaan  Ver- 
woerdt,  M.D.,  program  director;  Ewald  W.  Busse, 
M.D.,  chairman,  Department  of  Psychiatry;  director 
of  the  Center  for  Study  of  Aging;  George  L.  Maddox, 
Jr.,  Ph.D.,  professor  of  sociology  and  medical  sociology; 
Walter  D.  Obrist,  Ph.D.,  professor  of  medical  psychol- 
ogy; Larry  W.  Thompson.  Ph.D.,  assistant  professor  of 
medical  psychology. 

The  Geropsychiatry  Training  Program  will  cover  a 
period  of  two  years.  Occasionally,  trainees  who  desire 
training  in  specific  skiUs  can  be  accepted  for  one  year. 
Preference  is  given  to  applicants  with  three  years  of 
residency  training  in  psychiatry.  However,  applicants 
who  have  two  years  of  training  will  be  considered.  In 
the  latter  case  arrangements  for  satisfactory  comple- 
tion of  basic  residency  training  requirements  will  be 
made  in  accordance  with  individual  needs. 

There  are  no  age  requirements  Citizens  and  non- 
citizens  with  visas  for  permanent  residence  are  eligible. 

For  further  information  write  to;  Adriaan  Verwoerdt, 
M.D.,  Program  Director,  Geropsychiatry  Training  Pro- 
gram, Duke  University  Medical  Center,  Durham,  N.  C. 

A  regional  diagnostic  and  treatment  laboratory  for 
victims  of  a  cancer  peculiar  to  pregnant  women— tropho- 
blastic neoplasms— is  to  be  established  at  Duke  Univer- 
sity Medical  Center. 

The  new  center  will  be  financed  by  a  federal  grant 
lof  $35,738.  The  award  is  the  first  of  three  that  will  total 
1  about  $75,000. 

The  grant,  made  to  Dr.  Roy  T.  Parker,  professor  and 
Ichairman  of  the  Department  of  Obstetrics  and  Gyne- 
Icology,  will  enable  Duke  physicians  to  make  early  diag- 
Inosis   of  the   tumor   through   measurement   of   a   hor- 


mone called  chorionic  gonadotrophin  which  is  produced 
by  the  tumor  and  found  in  the  urine. 

The  laboratory  will  provide  community  physicians 
throughout  the  southeastern  part  of  the  United  States 
with  rapid,  accurate  tests  of  gonadotrophin  excretion 
in  patients  suspected  or  found  to  have  the  tumor. 

The  National  Institute  of  Neurological  Diseases  and 
Blindness  has  announced  a  grant  of  $43,848  to  establish 
a  training  program  in  ophthalmology  at  Duke  Univer- 
sity Medical  Center. 

The  award  will  provide  stipends  for  nine  residents  in 
ophthalmology  who  will  undertake  research  projects 
in  addition  to  doing  clinical  work. 

A  four-year  clinical  training  program  on  the  diag- 
nosis and  treatment  of  cancer  at  Duke  University  Med- 
ical Center  has  been  approved  by  the  National  Cancer 
Institute  which  recently  announced  a  first-year  grant 
of  $107,055  for  the  project. 

The  project  is  intended  to  improve  the  training  of  med- 
ical students,  interns,  residents,  and  practicing  phy- 
sicians in  the  basic  concepts  and  cUnical  management 
of  the  disease. 

Named  as  principal  investigator  of  the  project  was 
Dr.  William  W.  Shingleton,  professor  of  surgery  and 
chief  of  the  division  of  general  surgery. 

Dr.  Frank  G.  Hall,  former  chairman  of  Duke  Uni- 
versity Medical  Center's  department  of  physiology  and 
pharmacology,  has  been  elected  a  fellow  in  aerospace 
medicine  for  his  work  in  that  field  during  and  after 
World  War  II. 

Dr.  Hall  has  been  emeritus  professor  since  his  re- 
tirement last  August.  His  election  to  a  fellowship  in 
aerospace  medicine  came  at  the  annual  meeting  of  the 
Aerospace  Medical  Association  in  Las  Vegas.  Nev. 

An  authority  on  high-altitude  breathing,  he  began 
his  work  in  this  field  as  a  research  fellow  at  Cam- 
brio"  ge  University  in  1933. 

Dr.  Hall  left  Durham  several  weeks  ago  on  the  first 
of  two  scientific  expeditions  he  will  participate  in  this 
summer.  He  will  join  other  researchers  in  a  National 
Jc'ence  Foundation  study  of  the  effects  on  man  of 
th2  physical  environment  of  the  below-sea-level  Mojave 
Desert  and  then  carry  out  a  similar  study  on  14.000- 
feet  Mt.  Barcroft  with  scientist  3  from  the  universities 
of  Indiana  and  Nevada. 

The  success  of  a  similar  program  three  years  ago 
has  resulted  in  a  new  National  Institutes  of  Health 
iNIH>  grant  to  Duke  Univeisity  Medical  Center  for 
the  training  of  clinical  investigators  in  surgery. 

The  $64,970  award  for  the  first  year  of  a  seven-year 
program  has  been  made  to  Dr.  David  C.  Sabiston,  Jr., 
professor  and  chairman  of  the  department  of  surgery. 

The  award  will  enable  the  financing  of  expansion 
of  a  current  program  for  the  selection  and  training 
of  outstanding  surgical  residents. 

Duke  University  Medical  Center  is  one  of  six  medical 
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centers  in  the  United  States  selected  to  conduct  a 
pilot  cooperative  study  of  the  results  of  surgery  in 
congenital  and  acquired  heart  disease. 

The  work  will  be  done  under  the  direction  of  Dr. 
David  C.  Sabiston,  Jr..  professor  and  chairman  of  the 
Department  of  Surgery,  with  a  two-year  $150,000  grant 
from  the  National  Institutes  of  Health. 

Specifically,  the  study  is  intended  to  provide  pre-op- 
erative  physiologic  data  that  will  enable  physicians  to 
diagnosise  with  greater  accuracy  the  exact  physical 
condition  of  the  heart  and  to  determine  whether  a  pa- 
tient is  a  candidate  for  surgery. 

*        :^        * 

Athos  Ottolenghi.  an  associate  professor  of  pharmacol- 
ogy at  Dulve  University  Medical  Center,  attended  the 
third  international  conference  on  radiation  research  in 
Cortina.  Italy.  June  25-July  2. 

While  in  Europe,  Dr.  Ottolenghi  also  visited  the  depart- 
ments of  hematology  at  the  universities  of  Pavia  and 
Parma,  the  Cutolo  Research  Institute  in  Naples,  and  the 
Laboratory  of  Organic  Chemistry  at  the  University 
of  Utrecht.   Holland. 

Robin  Blake.  21.  a  rising  senior  at  Duke  University 
who  is  planning  a  career  in  medicine,  was  the  only  non- 
physician  to  present  a  scientific  paper  at  a  session  of 
the  American  Medical  Association's  annual  convention 
held  in  Chicago  last  month. 

He  described  to  an  audience  of  about  100  physicians 
the  work  he  has  been  doing  with  an  e.xperimental  drug 
with  the  jaw-breaking  name  of  dichloroisoproterenol 
iDCI). 

A  chemistry  major.  Blake  did  the  research  with  the 
cooperation  of  two  physicians.  Dr.  Mark  Dillon,  an  as- 
sociate professor  of  surgery,  and  Dr.  Saul  Boyarsky,  a 
professor  of  urology.  The  composition  of  the  paper  was 
entirely  his  own  work. 

Duke  Hospital  patients  who  are  able  to  take  care 
of  themselves  with  supervision  but  do  not  need  con- 
tinual observation  will  be  able  to  live  in  a  new  hotel 
here  as  of  next  month  while  getting  needed  medical 
treatment. 

An  arrangement  between  Duke  Hospital  and  the  new 
Statler  Hilton  Inn  on  Erwin  road  will  make  it  possible 
for  some  patients  to  receive  needed  medical  treatment 
outside  the  hospital  at  a  saving  of  almost  50':c  in  hospi- 
tal costs. 

The  hospital  is  leasing  a  block  of  26  rooms  from  the 


hotel.  Daily  private  room  rates  in  the  new  self-care 
unit  will  be  $13.50  and  $14.50.  Semi-private  room  rates 
will  be  $10.50  a  day. 

Only  those  patients  considered  by  attending  physi- 
cians capable  of  participating  in  their  own  therapy 
will  be  able  to  take  advantage  of  Duke  Hospital's  new 
unit. 


News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

Dr.  Hugh  M.  Shingleton.  obstetrician-gynecologist  at 
the  University  of  North  Carolina  School  of  Medicine  and 
N.  C.  Memorial  Hospital  in  Chapel  Hill  departed  in  late 
June  for  New  York  City  and  a  year  of  basic  research 
related  to  female  cancer. 

He  has  been  awarded  a  Special  Postdoctoral  Fellow- 
ship by  the  National  Cancer  Institute  to  work  in  the 
departments  of  obstetrics-gynecology  and  pathology  at 
Sloane  Hospital  for  Women,  a  unit  of  Columbia-Pres- 
byterian Hospital  in  New  York  City.  His  primary  re- 
search interest  is  female  genital  cancer. 

Dr.  Shingleton  is  an  assistant  professor  of  obstetrics 
and  gynecology  and  has  been  director  of  the  gynecolog- 
ical tumor  registry  at  the  hospital  in  Chapel  Hill. 

Dr.  Irving  I.  Gottesman.  associate  professor  of  psy- 
chology in  the  departments  of  psychiatry  and  psychol- 
ogy, has  been  appointed  coordinator  of  research  and 
training  in  behavioral  genetics  at  the  University  of 
Minnesota  in  Minneapolis,  effective  October  1. 

He  joined  the  UNC  faculty  in  1963  and  spent  his  first 
year  on  leave  at  Maudsley  Hospital  in  London  as  a 
special  fellow  in  psychiatric  genetics,  sponsored  by 
the  National  Institutes  of  Health. 

He  has  conducted  research  at  UNC  on  the  genetics  of 
mental  illness  and  human  personalitv  traits,  using  twins 
and  their  families  as  subjects. 

Dr.  Hans  Strupp.  professor  of  psychology  in  the 
departments  of  psychiatry  and  psychology,  has  been 
appointed  professor  of  psychology  at  Vanderbilt  Uni- 
versity in  Nashville.  Tenn..  effective  with  the  fall  se- 
mester. 

Dr.  Strupp  now  is  president  of  the  Section  on  Psycho- 
therapy. Division  of  Clinical  Psychology,  American 
Psychological  Association. 
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Dr.  Thomas  B.  Harnett,  professor  of  medicine  and 
head  of  the  Division  of  Pulmonary  Diseases,  will  leave 
on  August  1  for  a  year  of  study  and  research  at  the 
University  of  Copenhagen  in  Denmark. 

He  plans  to  continue  the  respiratory  physiology  stu- 
dies he  is  conducting  in  Chapel  Hill.  His  major  interests 
are  in  the  effects  of  increased  muscular  activity  on 
breathing,  especially  when  the  effects  of  muscular 
effort  are  devoted  to  the  process  of  breathing,  such 
as  in  emphysema  and  obstructive  bronchitis. 

Dr.  Barnett  will  work  in  the  physiology  laboratories  of 
Dr.  Erling  Asmussen  at  the  University  of  Copenhagen. 
Dr.  Asmussen  and  a  co-worker.  Dr.  Marius  Nielsen,  are 
among  the  world's  foremost  scientists  interested  in  the 
relationship  between  breathing  and  physical  effort. 

The  year  of  study  and  research  in  Denmark  will  be 
supported  by  a  National  Institutes  of  Health  Special 
Fellowship,  supplemented  by  funds  from  the  Common- 
weath  Fund  of  New  York  City. 

Research  grants  totaling  $194,000  have  been  awarded 
to  five  scientists  at  the  University  of  North  Carolina  by 
National  Science  Foundation. 

Dr.  Joseph  S.  Pagano,  assistant  professor  of  medicine, 
bacteriology  and  immunology  in  the  School  of  Medicine, 
received  $56,000  for  research  on  the  infections  of  polio- 
virus. 

He  is  attempting  to  detect  how  the  nucleic  acid 
core  of  the  virus  infects  the  normal  cell  and  how  it  be- 
gins to  replicate  new  viruses. 


A  "skin  window"  on  a  patient's  forearm  holds  great 
promise  of  making  it  easier  for  physicians  to  under- 
stand the  differences  between  tuberculosis  and  sarcoi- 
dosis I  a  disease  which  mimics  TBi. 

The  skin  window  technique  has  been  used  for  about 
20  years  but  its  precise  use  at  the  Medical  School 
is  different. 

Dr.  Joseph  C.  Hathaway,  Jr.,  UNC  pathologist  with 
a  major  research  interest  in  diseases  of  the  blood, 
is  applying  skin  windows  to  the  study  of  "local  skin 
inflammatory  patterns  in  tuberculosis  and  sarcoidosis." 

The  study  is  financed  by  a  $2,000  grant  from  the 
United  States  Medical  Research  Foundation  of  North 
Carolina. 

Dr.  William  F.  Eastman,  marriage  counselor  with 
the  Children's  Aid  and  Family  Service  Society  of  Balti- 
more, Maryland,  for  the  last  three  years,  will  join 
the  Department  of  Psychiatry  on  July  1  as  assistant 
professor  of  marriage  counseling. 

For  the  first  time,  medical  students  and  phy- 
sicians in  advanced  training  will  receive  systematic 
instruction  in  the  techniques  of  marriage  counseling 
applicable  to  general  medical  practice. 

Dr.  Eastman  will  spend  half  of  his  time  in  teaching 
and  research  in  the  Department  of  Psychiatry  and  the 
other  half  with  the  psychiatric  clinic  of  the  UNC  Stu- 
dent Health  Service. 

Dr.  Edward  L.  Hogan,  an  assistant  in  neurology  at 
Harvard  Medical  School  for  the  past  year,  will  join  the 
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Medical  School  faculty  on  July  1  as  an  assistant  pro- 
fessor of  neurolog>'. 

He  completed  his  undergraduate  work,  was  awarded 
his  medical  degree,  and  served  as  a  Research  Fellow 
in  neurology  and  biochemistry  at  Tufts  University 
School  of  Medicine. 

Too  many  severely  burned  patients  die  becau.se  they 
"just  run  out  of  gas— expend  all  their  energy," 
a  South  Carolina  surgeon  said  at  Chapel  Hill  in  a  White- 
head Lecture. 

The  ne.\t  big  step  forward  in  burn  treatment  will  be 
knowledge  to  help  the  patient  conserve  or  replace  his 
energy  supply,  according  to  Dr.  Curtis  Artz,  chairman 
of  the  Department  of  Surgery  at  the  Medical  College 
of  South  Carolina. 

He  said  that  deaths  from  burns  often  are  attributed 
to  infection  and  lung  failure  when,  actually,  the  patient 
loses  all  his  energy  from  "a  fantastic  loss  of  protein." 

Too  little  protein  in  the  patient "s  blood  may  lead  to 
weakness,   swelling  and  poor  healing. 

Alcoholics  can  hope  to  find  a  partial  solution  to  their 
problems  with  drugs  which  either  reduce  the  craving 
for  alcohol  or  which  cause  illness  when  alcohol  is  con- 
sumed. 

The  belief  was  expressed  by  a  UNC  psychiatrist  at 


the  opening  session  of  the  4th  annual  Summer  School 
of  Alcohol  Studies. 

"The  chemical  approach  by  itself  is  probably  not 
enough,"  according  to  Dr.  John  A.  Ewing,  chairman 
of  the  Department  of  Psychiatry.  "Drugs  are  only 
a  part  of  the  treatment.  An  alcoholic  still  needs  to  find 
other  ways  to  face  up  to  his  problems." 


Twenty  physical  therapists  from  12  states.  England 
and  Puerto  Rico  conducted  a  two-week  course  in  Chapel 
Hill  in  mid-June  on  treatment  of  patients  with  neive 
and  muscle  disorders. 

The  short  course  was  sponsored  by  the  Division  of 
Physical  Therapy  under  a  continuing  education  grant 
from  the  U.  S.  Public  Health  Service. 

The  faculty  included  Dr.  Harrie  R.  Chamberlin,  Dr. 
Richard  Lee  Glasser,  and  Marjory  W.  Johnson,  of  the 
UNC  Medical  School. 

The  science  programs  on  three  campuses  of  the 
University  of  North  Carolina  will  be  strengthened  with 
grants  totaling  $120,126  from  the  National  Science 
Foundation. 

UNC  today  was  awarded  $97,857,  N.  C.  State  Uni- 
versity was  second  with  $67,632  and  UNC  at  Greens- 
boro will  receive  $22,269. 

The  NSF  funds  may  be  used  for  any  science  activity 
as  long  as  they  are  spent  only  for  direct  costs. 
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The  University  of  North  Carolina  ranked  eighth  in  the 
U.  S.  last  year  in  the  dollar  value  of  training  grants 
awarded  to  educational  institutions  by  the  U.  S.  Public 
Health  Service. 

Training  grants  to  UNC  amounted  to  slightly  more 
than  $4.2  million. 

The  University  ranked  forty-eighth  in  traineeship 
and  fellowship  awards  totaling  $142,000  and  ranked 
twenty-first  in  research  career  program  av\'ards  totaling 
$347,000. 

Miss  Sarah  Virginia  Dunlap.  former  assistant  to  the 
dean  and  secretary  to  the  faculty  at  the  University  of 
North  Carolina  School  of  Medicine  in  Chapel  HiU,  has 
been  elected  secretary  of  the  John  and  Mary  R.  Markle 
Foundation. 

Miss  Dunlap  left  Chapel  Hill  last  January  1  to  be- 
come associate  secretary  of  the  Foundation  in  its  New 
York  City  offices. 

She  became  secretary  in  the  dean's  office  at  the 
UNC  Medical  School  in  1942  and  was  assigned  the  addi- 
tional duties  as  secretary  to  the  medical  faculty  in 
1956. 

Contributions  sent  to  the  Chapel  Hill  Public  Library  in 
memory  of  Andy  Penick  are  being  set  aside  to  estab- 
lish a  permanent  memorial  fund,  according  to  an  an- 
nouncement just  made  by  the  Trustees  o'  the  Library. 
Anderson  HoUaday  Penick  was  the  ten  year  old  son 
of  Dr.  and  Mrs.  George  D.  Penick  of  Chapel  Hill  and 


the  grandson  of  Mrs.  Hal  V.  Worth  and  Mrs.  Edwin 
Penick,  both  of  Raleigh.  He  died  on  March  19  of  this 
year. 

Income  from  the  fund  will  be  used  to  purchase  new- 
books  for  children  from  6  to  12  years  of  age.  A  special 
bookplate  will  be  placed  in  each  volume  identifying  the 
book  as  part  of  the  Andy  Penick  Memorial  Collection. 

Two-year  fellowships  for  graduate  study  in  city  plan- 
ning have  been  awarded  to  Thomas  C.  Worth,  Jr.,  24, 
son  of  Dr.  and  Mrs.  Thomas  C.  Worth  of  Raleigh,  and 
Jonathan  F.  Baylin,  21,  son  of  Dr.  and  Mrs.  George 
Baylin   of   Durham. 

Worth  is  presently  on  active  duty  with  the  U.  S. 
Coast  Guard  Reserve,  Cape  May,  New  Jersey. 

Dr.  James  H.  Scatliff,  radiologist  at  Yale  University 
School  of  Medicine  for  the  last  nine  years,  became 
professor  and  chairman  of  the  Department  of  Radiol- 
ogy on  July  5.  He  is  a  native  of  Chicago,  completed  his 
undergraduate  studies  at  Northwestern  University, 
and  received  his  medical  degree  in  1952  from  the 
Northwestern  University  Medical  School.  His  research 
interests  are  in  neuro-  and  cardiovascular  radiology. 

Dr.  G.  Philip  Manire  became  chairman  of  the  De- 
partment of  Bacteriology  and  Immunology  on  July  1. 

He  fills  a  vacancy  created  by  the  retirement  of  Dr. 
D.  A.  MacPherson,  who  joined  the  medical  faculty  in 
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for    psychiatric    treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a  complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  D  The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 

ACCREDITED  BY  THE  JOINT  COMMISSION 


and  18  of  which,  in  a  separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
D  Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  D  We  will  be  pleased  to 
provide  further  information  upon  request. 

ON  ACCREDITATION  OF  HOSPITALS 


peachtree    hospital 

41    PEACHTREE  PLACE,   N.  E.    /   TELEPHONE  873.5681    /   ATLANTA  9,  GEORGIA 
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1923   and   established   the   Department   of  Bacteriology 
six  years  later. 

Dr.  Manire  came  to  the  Medical  School  in  1950  as  an 
assistant  professor  of  bacteriology  and  immunology.  He 
became  a  full  professor  in  1959. 

■•■:         :(r         '\: 

Techniques  of  psychoanalysis  were  explained  by  a 
University  psychiatrist  in  a  series  of  lectures  at  the 
Veterans  Administration  Hospital  in  Murfreesboro, 
Tennessee  in  June. 

Dr.  Milton  L.  Miller,  professor  of  psychiatry  at  UNC 
and  chairman  of  the  UNC-Duke  Psychoanalytic  Training 
Committee,  spoice  to  the  professional  staff  of  the  1,200- 
bed  neuropsychiatric  hospital  during  an  in-service  train- 
ing program. 

*  ^:        H: 

Speech  therapists,  recent  laryngectomees  and  laryn- 
gectomees interested  in  teaching  esophageal  speech 
gathered  in  Chapel  Hill  in  mid-July  for  the  first  Summer 
Conference  on  the  Speech  Rehabilitation  of  the  Laryn- 
gectomee. 

The  five-day  conference  is  designed  to  train  prospec- 
tive teachers  of  esophageal  speech  and  to  offer  con- 
centrated speech  therapy  to  a  group  of  recent  laryn- 
gectomees. 

*  *        :!; 

Howard  Holderness,  president  of  Jefferson  Standard 
Life  Insurance  Co.  of  Greensboro,  received  one  of  the 
five  honorary  degrees  awarded  by  the  University  at  its 
172nd  commencement  in  June.  He  is  chairman  of  the 


Medical    Foundation    of    North    Carolina    and    a    past 
president  of  the  UNC  Medical  Parents'  Club. 

Dr.  William  B.  Wood  of  the  Department  of  Medicine 
has  been  elected  president  of  the  North  Carolina  Thor- 
acic Society. 

Dr.  Robert  R.  Cadmus,  head  of  the  Department  of 
Hospital  Administration  and  consulting  director  of 
N.  C.  Memorial  Hospital,  has  been  appointed  president 
of  the  New  Jersey  College  of  Medicine  and  Dentistry 
in  Jersey  City,  New  Jersey.  His  resignation  is  effective 
September  1.  He  was  the  original  director  of  UNC's 
teaching  hospital  and  served  as  director  until  1962. 

The  New  Jersey  College  of  Medicine  and  Dentistry 
was  the  Seton  Hall  College  of  Medicine  and  Dentistry 
before  the  state  assumed  its  operations  a  year  ago. 

Eugene  B.  Crawford.  Jr..  director  of  N.  C.  Memorial 
Hospital  and  assistant  professor  of  hospital  administra- 
tion at  the  Medical  School,  has  been  appointed  execu- 
tive director  of  the  Wilmington  iDel.  >  Medical  Center 
Inc.  He  will  assume  his  duties  in  late  fall. 

Crawford  has  been  director  of  NCMH  since  1962  and 
had  served  the  previous  11  years  as  assistant  and  as- 
sociate director. 

Hugh  A.  I  Chip  t  McMlister,  Jr.  of  Lumberton  was  a 
triple  award  winner  at  special  graduation  ceremonies 
in  early  June. 


SAINT  ALBANS 

PSYCHIATRIC      HOSPITAL 

(A  Non-Profit  Organization) 

Radford,  Virginia 

Telephone:  639-2482 

STAFF 

James  P.   King,  M.D.,   Director 
William   D.    Keck,   M.D.  Edword   E.   Gale,   Jr.,  M.D. 

Clinical   Director  J.  William  Giesen,   M.D. 

James   K.   Morrow,  M.D.  Internist 

Morgan   E.   Scott,   M.D. 


Don  Phillips 
Administrator 


R.    Lindsay  Shuff,  M.H.A. 
Asst.     Administrafior 


Clinical   Psychology: 

Thomas  C.  Camp,  Ph.D. 

Card  McGraw,    Ph.D. 
David   L.  Strahley,   Ph.D. 

AFFILIATED  CLINICS 

Bluefield    Mentol    Health    Center  Beckley    Mental    Health   Center 

525   Bland   St.,    Bluefield,  W.   Va.  109    E.   Main   Street,    Beckley,  W.   Va. 
David   M.  Wayne,  M.D.  W.    E.    Wilkinson,    M.D. 

Phone:   325-9159  Phone:   253-8397 


Charleston  Mental  Heolth  Center 

1206  Quarrier  Street,   Charleston,  W.  Va. 

Malcolm    G.    MacAulay,   M.D. 

Phone:   344-3578 


Mental  Health  Clinic 

Professional    Building,  Wise, 
Pierce    D.    Nelson,   M.D. 
Phone:    328-221  1 


Va. 
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The  26-year-old  graduating  medical  student  received 
three  coveted  awards:  the  Isaac  Hall  Manning  Award 
as  the  outstanding  member  of  the  graduating  class,  the 
Deborah  C.  Leary  Memorial  Award  for  the  outstanding 
performance  and  ability  in  psychiatry. 

McAllister,  son  of  Dr.  and  Mrs.  H.  A.  McAllister  of 
Lumberton,  will  serve  an  internship  next  year  at  the 
Walter  Reed  General  Hospital  in  Washington,  D.  C. 

Two  psychiatrists  at  N.  C.  Memorial  Hospital  have 
been  honored  for  outstanding  work  on  scientific  re- 
ports submitted  as  part  of  their  three-year  residency 
training  program. 

Winners  of  the  1966  Anclote  Manor  Awards  are:  first 
place.  Dr.  Robert  J.  Daly  of  Sudbury,  England:  second 
place.  Dr.  J.  Thomas  Fox,  Jr.  of  Asheville. 

Dr.  Daly  submitted  a  scientific  paper  on  "An  Em- 
pirical Investigation  of  the  Values  of  Various  Affective 
Disorders." 

Dr.  Fox  reported  on  "Student  Help:  Psychiatry  at 
the  University  of  North  Carolina,  1956-64." 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  College 

Dr.  C.  Nash  Herndon,  professor  and  chairman  of  the 
Department  of  Preventive  Medicine  and  Genetics,  has 
been  named  to  a  new  administrative  position  at  the 
Bowman  Gray  School  of  Medicine. 

His  appointment  as  associate  dean  for  research  de- 
velopment was  confirmed  by  the  trustees  of  Wake  Forest 
College  at  their  June  meeting. 

Dr.  Herndon,  who  will  continue  to  head  the  Depart- 
ment of  Preventive  Medicine  and  Genetics,  will  as- 
sume a  larger  role  in  the  coordination  and  development 
of  the  medical  school's  research  and  research  devel- 
opment programs. 

A  native  of  Greensboro,  he  holds  the  A.B.  degree  from 
Duke  University  and  the  M.D.  degree  from  Jefferson 
Medical  College.  He  was  appointed  to  the  Bowman 
Gray  faculty  in  1942. 

Dr.  Herndon,  a  past  president  of  the  American  So- 
ciety of  Human  Genetics  and  the  American  Eugenics 
Society,  is  a  former  editor  of  the  American  Journal  of 
Human  Genetics  and  associate  editor  of  the  Eugenics 
Quarterly.  He  also  is  a  member  of  the  editorial  board 
for  the  21st  edition  of  Stedman's  Medical  Dictionary. 

The  John  and  Mary  R.  Markle  Foundation  of  New 
York  City  has  awarded  a  $95,000  grant  to  the  Bowman 
Gray  School  of  Medicine  to  be  used  in  enlarging  and 
improving  the  medical  school's  library  collection. 

The  grant,  which  will  support  the  acquisition  of 
medical  books,  monographs  and  periodicals,  will  assist 
the  school  in  correcting  deficiencies  in  certain  essen- 
tial areas  of  its  library  holdings.  Library  deficiencies 
at  medical  schools  all  over  the  United  States  have  be- 
come increasingly  acute  during  the  past  10  years  as  a 
result  of  a  sharp  rise  in  the  publication  of  new  medical 
and  scientific  knowledge. 


By  the  end  of  the  three-year  grant  period,  the  holdings 
of  the  Bowman  Gray  library  are  expected  to  be  com- 
parable to  those  of  other  high  quality  medical  schools 
of  similar  size. 

Three  members  of  the  Bowman  Gray  faculty  present- 
ed papers  during  June  at  international  meetings.  They 
were  Dr.  Richard  L.  Burt,  professor  o':  obstetrics  and 
gynecology:  Dr.  A.  Robert  Cordell,  associate  professor 
of  surgery;  and  Dr.  Norman  M.  Sulkin,  professor  and 
chairman  of  the  Department  of  Anatomiy. 

Dr.  Burt  presented  two  papers  and  participated  in  two 
round-table  discussions  June  20-22  at  the  Fifth  World 
Congress  on  Fertility  and  Sterility  in  Stockholm,  Swe- 
den. His  presentations  reported  on  family  planning 
studies,  conducted  by  the  Department  of  Obstetrics  and 
Gynecology  in  cooperation  with  Forsyth  County  Health 
Department. 

Dr.  Cordell  was  one  of  three  American  physicians  who 
participated  in  the  15th  International  Congress  of  the 
European  Cardiovascular  Society,  which  began  June 
27  in  Amsterdam.  Holland.  He  presented  a  paper  on 
"Human  Blood  Flow  Patterns  with  the  Aortic  Ball 
Valve  Prosthesis." 

Dr.  Sulkin  delivered  the  principal  introductory  ad- 
dress at  the  Seventh  International  Gerontological  Con- 
gress which  opened  June  26  in  Vienna,  Austria.  Speaking 
on  "Cellular  Aging  and  Cell  Age  Changes,"  he  present- 
ed evidence  that  three  commonly  accepted  concepts  con- 
cerning the  aging  of  cells  are  not  necessarily  true. 
These  concepts,  on  which  biologists  have  been  in  gen- 
eral agreement,  are  la)  that  the  structure  of  cells 
changes  with  age:  ibi  that  cells  lose  their  capabilities 
during  the  aging  process:  and  <c»  that  aging  cells  have 
decreased  resistance  to  environment. 

A  six-week  postdoctoral  training  institute  for  family 
life  educators  was  recently  completed  at  the  Behavioral 
Sciences  Center  of  the  Bowman  Gray  School  of  Medicine. 

Directed  by  Dr.  Clark  E.  Vincent,  professor  of  socio- 
logy and  director  of  the  Behavioral  Sciences  Center, 
the  institute  was  designed  to  aid  other  medical  schools 
in  the  development  of  educational  programs  in  family, 
marriage,  human  sexuality,  and  population  control. 
The  major  objectives  of  the  course  were  to  prepare  per- 
sonnel and  materials  for  use  in  the  teaching,  training, 
and  research  aspects  of  such  programs. 

Ten  nationally-known  family  life  educators  partici- 
pated in  the  course. 

The  Bowman  Gray  School  of  Medicine  is  a  pioneer  in- 
stitution in  family  life  education  for  the  medical  student. 
Nine  years  ago,  only  three  medical  schools  in  the 
United  States  had  formal  programs  dealing  with  mar- 
riage counseling  and  sex  education,  and  only  at  Bow- 
man Gray  was  the  course  required.  Today,  29  medical 
schools  have  committees  exploring  the  possibility  of 
teaching  family  courses. 

Dr.  Wiliam  H.  Boyce,  professor  of  urology,  presented 
two  papers  at  the  annual  meeting  of  the  American 
Urological  Association  in  Chicago,  111.  He  spoke  on  "Gen- 
eral Considerations  of  Urolithiasis"  and  "Oral  Adminis- 
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tration  of  Methylene  Blue  to  Patients  with  Renal  Cal- 
culi." Dr.  Boyce  was  recently  appointed  to  the  edi- 
torial  board   of   "Investigative   Urology." 

Dr.  John  W.  C.  Fo.x.  assistant  professor  of  anesthesiol- 
ogy, and  Dr.  Elisabeth  Fox,  in.structor  in  anesthesiology, 
presented  a  paper  on  "Neuroleptanalgesia  for  Heart 
and  Major  Surgery"  at  the  115th  annual  convention 
of  the  American  Medical  Association  .June  26-30  in 
Chicago,  111. 

Dr.  Clair  E.  Cox  II,  assistant  professor  of  urology, 
has  been  appointed  committee  chairman  of  the  Renal 
Cancer  Study  Group  of  the  American  Urological  Asso- 
ciation. 

.■^         ^:         .-^^ 

Dr.  Timothy  C.  Pennell,  instructor  in  surgery,  pre- 
sented a  paper  at  a  meeting  of  the  American  Associa- 
tion for  Thoracic  Surgery  in  Vancouver,  British  Colom- 
bia. His  topic  was  "An  Anatomical  Study  of  the  Peri- 
pheral Pulmonary  Lymphatics." 

Medical  students  at  the  Bowman  Gray  School  of 
Medicine  recently  presented  teaching  awards  to  two 
faculty  members  and  a  house  staffer.  The  clinical 
teaching  award  went  to  Dr.  Leo  J.  Heaphy  Jr.,  assis- 
tant professor  of  medicine.  Dr.  Ivan  W.  F.  Davidson, 
associate  professor  of  pharmacology  received  the  basic 
sciences  teaching  award.  Dr.  George  Podgorny,  resi- 
dent in  surgery,  was  the  recipient  of  the  house  staff 
teaching  award. 


North  Carolina  Heart  Association 

Dr.  A.  Robert  Cordell  of  Winston-Salem  was  recently 
installed  as  president  of  the  North  Carolina  Heart  Asso- 
ciation, succeeding  Dr.  Daniel  T.  Young  of  Chapel  Hill. 
Dr.  Cordell  is  an  assistant  professor  of  surgery  at  the 
Bowman  Gray  School  of  Medicine. 

Dr.  Madison  S.  Spach,  pediatric  cardiologist  at  Duke 
University  Medical  Center,  was  elected  vice  president 
and  president  elect  of  the  association. 

Elected  to  membership  on  the  Board  of  Directors 
were  Drs.  Henry  Miler,  Jr.,  Charles  Glenn  Sawyer, 
and  James  F.  Toole,  all  of  Winston-Salem;  Drs.  Arthur 
Freedman  and  James  C.  Bruce,  Greensboro:  and  Ralph 
N.  Feichter.  Waynesville. 


Eastern  North  Carolina  Neurologic 
Service 

A  neui'ologic  clinic  has  been  opened  in  Fayetteville 
to  serve  children  and  adults  in  the  Southeastern  part 
of  the  state  who  may  be  suffering  from  epilepsy  or  other 
related  neurological  disorders.  This  new  service  is  part 
of  a  statewide  program  to  bring  scarce  neurological 
resources  to  all  areas  of  North  Carolina. 

The  work  is  the  product  of  cooperation  between  the 
three  medical  schools,  the  University  of  North  Carolina 
School  of  Public  Health,  and  the  state  and  local  health 
departments.  The  program  is  being  supported  in  part 
by  a  grant  from  the  Neurological  and  Sensory  Disease 
Program  of  the  U.  S.  Public  Health  Service. 


ASHEVILLE 


APPALACHIAN    HALL 

ESTABLISHED  —  1916 


NORTH  CAROLINA 


An   institution   for   the   diagnosis   and   treatment   of  Psychiatric    and    Neurological    illnesses,    rest,    convalescence,    drug 

and  alcohol  habituation. 

Insulin,   Coma,   Electroshock   and   Psychotherapy   are   employed.   The   institution   is   equipped   with    complete   laboratory 

facilities    including    electroencephalography    and    X-ray. 

Appalachian   Hall  is  located  in  Asheville,   North  Carolina,    a   resort   town,   which   justly    claims   an   all   around   climate 

for  health   and  comfort.  There   are   ample   facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A    Griffin,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL.  ASHEVILLE.  N.  C. 
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Fayetteville  clinic  is  the  second  of  six  regional  clinics 
scheduled  to  begin  operation  during  the  next  three 
years,  and  is  located  at  the  outpatient  department  of 
the  Cape  Fear  Valley  Hospital  in  Fayetteville.  Clinic 
sessions  are  held  once  a  month.  The  other  regional  cUnic 
is  at  Greenville  iPitt  County  i. 

Medical  personnel  will  examine  patients  upon  referral 
by  a  physician  from  the  following  counties:  Bladen. 
Brunswick.  Columbus,  Cumberland.  Duplin,  Harnett, 
Hoke,  Onslow,  New  Hanover,  Pender.  Robeson,  Samp- 
son, and  Wayne.  Neurologists  from  a  medical  center 
travel  to  Fayetteville  once  a  month  to  staff  the  clinic 
with  local  participating  physicians. 

A  portable  electroencephalograph  '  brain  wave  ma- 
chine' is  provided  to  help  in  the  diagnosis  of  various 
convulsive  disorders.  Patients  referred  from  counties  will 
be  given  complete  neurological  examinations  and  eith- 
er referred  back  to  their  private  physician  or  to  a  med- 
ical center  for  additional  studies. 

The  objectives  of  the  program  are  to  find,  diagnose, 
and  bring  to  treatment  the  many  persons  suffering 
from  neurological  disorders  particularly  those  not  now 
under  treatment,  and  to  make  the  neurological  re- 
sources of  the  university  medical  centers  accessible  to 
physicians  in  counties  at  some  distance  from  these 
centers. 


News  Notes 

Mrs.  Amos  N.  Johnson  of  Garland,  was  elected  to 
a  two-year  term  on  the  Board  of  Directors  of  the 
Woman's  Auxiliary  to  the  American  Medical  Association 
during  the  Auxiliary's  annual  convention,  held  in  Chi- 
cago in  June. 

The  new  director  is  noted  for  her  civic  interests.  She 
is  a  member  of  he  boards  of  directors  of  the  North 
Carolina  chapter,  Arthritis  and  Rheumatism  Foundation, 
and  the  North  Carolina  Council  of  Women:  and  secre- 
tary, Chapel  Fund  Committee,  North  Carolina  Correc- 
tional Center. 

Currently  Southern  regional  legislation  chairman  for 
the  AMA  Auxiliary, -Mrs.  Johnson  is  a  past  president  of 
both  the  Auxiliai-y  to  the  Medical  Society  of  the  State 
of  North  Carolina  and  the  Sampson  County  Auxiliary. 


Society  for  Cryo-Ophthalmology 

The  Society  for  Cryo-ophthalmology  has  been  formed 
to  promote  investigative  and  clinical  applications  of 
low-temperature  technics  to  the  eye.  Applications  for 
membership  will  be  welcomed  from  those  interested 
in  the  investigative  aspects  of  this  subject,  in  the  pre- 
servation of  ocular  tissue,  in  the  therapeutic  applica- 
tions of  cryogenics  to  various  ocular  diseases,  and  in 
cryosurgical  techniques. 

It  is  contemplated  that  scientistic  meetings  will  be 
held  immediately  prior  to  the  annual  sessions  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy. 

Inquiries  and  applications  should  be  addressed  to  Dr. 
John  G.  Bellows,  30  North  Michigan  Boulevard,  Chi- 
cago, 60602. 


National  Institute  of  Mental  Health 

The  first  major  reorganization  of  the  National 
Institute  of  Mental  Health  in  the  18  years  of  its 
existence  has  been  approved  by  Dr.  William  H. 
Stewart.  Surgeon  General.  U.  S.  Public  Health 
Service. 

The  new  structure  of  the  Institute,  according  to 
Dr.  Stanley  F.  Yolles,  Director,  will  make  possible 
more  effective  and  flexible  use  of  federal  funds  in 
support  of  all  parts  of  the  new  national  mental 
health   program. 

"The  new  plan  of  organization,"  Dr.  Yolles 
stated,  "will  give  more  emphasis  to  clinical  re- 
search, prevention  programs,  evaluation  of  treat- 
ment methods,  innovative  and  experimental  train- 
ing programs,  and  epidemiologic  studies.  It  will 
also  mount  an  extensive  attack  on  special  mental 
health  problem  areas." 

The  new   administrative  structure   establishes : 

1.  Four  specialized  program  operations  within 
the  Institute  as  centers  for  the  study  of  alcoholism, 
narcotics  and  drug  abuse,  suicide  prevention,  and 
metropolitan  mental  health  problems. 

2.  Four  centers  which  will  coordinate  all  Insti- 
tute actvities  for  the  study  of  schizophrenia;  men- 
tal health  and  social  problems  (such  as  automa- 
tion, divorce,  sex  deviation,  poverty,  race  relations, 
leisure  time)  ;  mental  health  of  children  and 
youth;  and  crime  and  delinquency. 

3.  Two  model  community  mental  health  centers : 
one  focused  around  a  general  hospital,  the  other 
based  on  a  large  state  mental  hospital. 

4.  Five  associate  directorships,  which  will  ad- 
minister Institute  activities  in  the  areas  of:  extra- 
mural research,  manpower  and  training,  mental 
health  service  programs;  field  investigations  and 
ntramural    research. 

The  Institute  will  also  sponsor  experimental  and 
special  training  programs  to  train  professional  and 
non-professional  personnel  in  new  ways  for  new 
jobs. 

Continuing  education  programs  for  general 
practitioners  and  mental  health  professionals,  in- 
cluding psychiatrists,  will  be  expanded. 

Two  major  advsory  groups  will  continue  to 
serve  the  Institute.  They  are  the  National  Advis- 
ory Mental  Health  Council  and  the  Board  of 
Scientific    Counselors. 


What's   the   Score? 

Eight  hundred  and  three  persons  lost  their  lives 
in  accidents  in  North  Carolina  in  the  first  three  months 
of  1966,  according  to  provisional  statistical  data  just 
released  by  the  Public  Health  Statistics  Section  of  the 
State  Board  of  Health.  Nearly  10  per  cent  more  acci- 
dental deaths  occurred  during  this  period  than  in  the 
corresponding  period  in  1965. 

Motor  vehicle  accidents  claimed  the  most  deaths— 
411  during  the  1966  report  period:  home-fai'm  accidents 
claimed  256  deaths;  all  other  accidents  i occupational, 
non-motor  vehicle  transport,  etc.)  caused  136  deaths. 
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Book  Reviews 

Caring  for  the  Aged.  By  Bertram  B.  Moss.  M.D. 
384  pages.  Price.  $4.95.  New  York:  Doubleday  & 
Company.  Inc..  1966. 

As  the  number  of  people  over  65  continues  to  in- 
crease, more  and  more  families  face  the  problem  of 
looking  after  elderly  relatives  and  friends.  In  "Caring 
for  the  Aged."  an  e.xperienced  .American  doctor  looks  at 
the  problem  from  many  different  angles  and  comes  up 
with  specific  and  practical  suggestions  on  how  best  to 
deal  with  it. 

The  author  discusses  specifically:  housing  for  the 
elderly;  the  physical  process  of  aging;  adjustments  in  a 
household  with  children;  nursing  homes;  diseases  of  the 
heart  and  blood  vessels;  digestive  disorders;  arthritis; 
cancer;  impairment  of  vision  and  hearing;  psychological 
and  mental  problems;  quacks  and  frauds;  terminal  ill- 
ness and  death;  legal  and  financial  resources;  and  the 
provisions  and  implications  of  Medicare. 

Dr.  Moss  has  written  many  articles  for  professional 
journals  and  has  appearetl  on  television  and  radio.  He 
writes  with  concern  and  understanding  and  also  with 
an  independent  point  of  view  that  is  sensible  and  real- 
istic. 


A  Manual  of  Simple  Burial.  Ed.  3.  Edited  by 
Ernest  Morgan.  64  pages.  Price.  $1.00.  Burns- 
ville,  N.  C;  The  Celo  Press.  1966. 

The  steady  drive  by  memorial  societies  and  other 
groups  to  encourage  the  bequeathal  of  bodies  to  med- 
ical schools  has  resulted  in  a  significant  increase  in  the 
supply  of  cadavers  available  for  medical  education. 
Most  of  this  increase,  however,  has  taken  place  in 
limited  areas,  while  other  areas  are  experiencing  in- 
creasing shortages. 

A  detailed  report  of  this  situation,  together  with  a 
resume  of  the  procurement  policies  followed  by  medical 
and  dental  schools  in  the  United  States  and  Canada, 
is  found  in  the  Third  Edition  of  "A  Manual  of  Simple 
Burial."  recently  published,  with  extensive  revisions, 
by  the  Celo  Press.  Burnsville.  N.  C. 

Also  included  in  the  manual  is  a  comprehensive 
question-and-answer  discussion  of  the  legal  and  person- 
al problems  involved  in  bequeathing  one's  body  to  edu- 
cation or  research. 

The  manual  contains,  in  addition,  extensive  informa- 
tion about  the  personal  needs  and  problems  associated 
with  death,  with  special  reference  to  memorial  socie- 
ties. It  should  be  of  help  to  families,  church  groups,  and 
others  in  obtaining  simplicity,  dignity,  cind  economy  in 
funeral  arrangements  as  well  as  to  medical  schools 
in  helping  relieve  the  general  shortage  of  bodies  for  re- 
search and  education. 


Some  of  the  factors  which  can  increase  the  risk 
of  heart  attack  can  be  controlled.  Some  persons  who 
reduce  these  risk  factors  will  live  longer.  Some  who 
don't  .  .  .  won't,  says  the  North  Carolina  Heart  Asso- 
ciation. 


Tne  Montn  in  Wasnin^ton 

Health  manpower  and  medical  research 
are  being  reviewed  in  two  comprehensive 
studies  being  conducted  by  the  federal  gov- 
ernment. 

President  Johnson  called  on  the  new  Na- 
tional Adisory  Commission  on  Health  Man- 
power for  an  evaluation  of  the  use  of  avail- 
able government  and  non-government  health 
manpower.  He  also  asked  for  commission 
recommendations  on  expanding  the  supply 
of  health  manpower. 

The  Advisory  Committee  met  for  the  first 
time  a  few  days  after  the  House  unanimously 
passed  and  sent  to  the  Senate  a  bill  to  train 
more  health  workers.  The  measure  sets  up  a 
three-year,  $155  million  program  of  aid  aim- 
ed at  training  some  12,000  additional  allied 
health  woi'kers  such  as  medical  technologists, 
therapists,  x-ray  technologists,  dental  hy- 
gienists,  nutritionists,  and  laboratory  techni- 
cians. 

The  legislation  authorizes  half  the  money 
for  improving  health  worker  training  facili- 
ties and  programs  at  qualified  universities, 
colleges,  and  junior  colleges.  The  other  half 
would  go  into  a  program  of  fellowship  grants 
and  federally  guaranteed  loans  for  students. 

The  bill  also  would  authorize  increased 
student  loan  forgiveness  for  physicians,  den- 
tists, and  optometrists  who  set  up  practice  in 
poor  rural  areas  where  the  supply  of  medical 
personnel  is  short  or  nonexistent. 

Johnson  instructed  23  Administration 
leaders  in  medicine  and  health  matters,  in- 
cluding Health,  Education,  and  Welfare  Sec- 
retary John  W.  Gardner  and  the  directors 
of  the  national  health  institutes,  to  re-ex- 
amine their  priorities  to  determine  whether 
research  activities  should  be  slowed  down  and 
more  effort  devoted  toward  making  practical 
use  of  research  findings. 

He  asked  for  a  report  in  a  few  months 
on  a  general  reassessment  of  National  Insti- 
tutes of  Health  goals,  effectiveness  of  cur- 
rent medical  research  programs,  proportions 
of  NIH  funds  being  spent  on  basic  research 
and  on  applied  research,  and  major  obstacles 
confronting  the  institutes  in  translating  re- 
search into  practical  benefits. 
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The  President  was  reported  to  have  shown 
concern  in  a  meeting  with  his  top  medicine 
and  health  advisors  that  too  much  is  being 
spent  "for  the  sake  of  research  alone."  Simi- 
lar concern  has  been  voiced  by  some  non-gov- 
ernment individuals  knowledgeable  in  the 
health  field. 

National  expenditures  for  medical  research 
have  increased  from  $87  million  in  1947 
to  an  estimated  $1.85  billion  last  year.  About 
two-thirds  of  the  1965  total  federal  money 
and  about  four-tenths  of  the  total  was  ad- 
ministered by  the  National  Institutes  of 
Health.  In  the  two  decades  following  World 
War  II,  NIH  annual  appropriations  have 
zoomed  from  $3  million  to  $1.25  billion.  In 
recent  years,  Congress  voted  NIH  more 
money  than  the  Administration  has  request- 
ed. 

"The  National  Institutes  of  Health  are 
spending  more  than  $800  million  a  year  on 
biomedical  research,"  Johnson  said.  "I  am 
keenly  interested  to  learn  not  only  what 
knowledge  this  buys  but  what  are  the  pay- 
offs in  terms  of  healthy  lives  for  our  citi- 
zens. .  . 

".  .  .  The  nation  faces  a  heavy  demand  on 
its  hospitals  and  health  manpower.  Medical 
research,  effectively  applied,  can  help  re- 
duce the  load  by  preventing  disease  before  it 
occurs,  and  by  curing  disease  when  it  does 
strike. 

"But  the  greater  reward  is  in  the  well- 
being  of  our  citizens.  We  must  make  sure 
that  no  life-giving  discovery  is  locked  up  in 
the  laboratory." 

^  :■;  i'fi 

The  Food  and  Drug  Administration  has  is- 
sued new  regulations  tightening  the  require- 
ments for  special  diet  foods  and  diet  supple- 
j  ments. 

The  revised  regulations  are  aimed  at  pro- 
viding the  consumer  with  more  facts  about 
the  foods  for  weight  control,  for  dietary  sup- 
plementation with  vitamins  and  minerals, 
and  for  other  special  diet  needs,  such  as  con- 
trolling salt  intake,  according  to  Dr.  James 
L.  Goddard,  the  head  of  FDA. 

The  new  regulations  set  standards  for  cer- 
tain foods  to  which  nutrients  may  be  added 
only  if  they  have  real  value.  A  Recommended 


Dietary   Allowances   also   is    included   as   a 
guide  to  meeting  nutritional  needs. 

The  new  regulations  will  prohibit  extrava- 
gant promotion  of  "shotgun"  multi-vitamin 
and  mineral  supplements  containing  nu- 
trients that  meet  no  dietary  need  and  tend 
to  deceive  the  consumer. 

The  revised  labeling  regulations  and  the 
new  standards  for  fortified  foods  and  vita- 
min and  mineral  supplements  are  scheduled 
to  become  effective  in  December. 

A  general  revision  of  regulations  on  spe- 
cial dietary  foods  and  vitamin-mineral  sup- 
plements was  proposed  by  the  FDA  four 
years  ago.  More  than  50,000  comments  were 
received  on  the  provisions  suggested  at  that 
time.  The  new  regulations  are  the  result  of 
a  review  of  the  1962  proposals  and  the  com- 
ments and  recommendations  received  about 
them. 

Goodard  said  the  new  requirements  should 
sweep  away  many  of  the  common  miscon- 
ceptions about  the  kinds  and  amounts  of  vita- 
mins and  minerals  needed  in  the  diet,  and 
how  they  are  obtained.  He  said  "'most  Amer- 
icans eat  foods  that  provide  all  the  vitamins 
and  minerals  normally  required  for  good 
health." 

Multi-vitamin  and  mineral  products  will 
be  required  by  the  regulations  to  bear  the 
following  label : 

Vitamins  and  minerals  are  supplied  in  abundant 
amounts  by  the  foods  we  eat.  The  Food  and  Nutri- 
tion Board  of  the  National  Research  Council  recom- 
mends that  dietary  needs  be  satisfied  by  foods.  Except 
for  persons  with  special  medical  needs,  there  is  no 
scientific  basis  for  recommending  routine  use  of  die- 
tary supplements. 

The  Pharmaceutical  Manufacturers  Asso- 
ciation said  that  the  new  restrictions  are 
"not  in  the  public  interest."  A  spokesman 
for  the  association  said  that  when  the  Food 
and  Drug  Administration  proposed  similar 
regulations  in  1962,  "we  found  serious  dif- 
ferences of  opinion  among  nutritionists  and 
other  scientists  as  to  the  scientific  basis  for 
the  proposals." 

A  spokesman  for  the  National  Health  Fed- 
eration, predicted  that  consumers  will  rebel 
against  the  regulations.  He  promised,  "Con- 
gress will  get  more  letters  on  this  than  on  any 
other  issue — any  other."  The  federation  is  an 
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organization  of  the  manufacturers  and  dis- 
tributors of  unusual  '"health  foods"  and 
"super"  vitamins. 

The  Drug  and  Allied  Products  Guild,  com- 
posed of  smaller  drug  manufacturers  and 
distributors,  voted  authoritj'  for  its  officers 
to  assess  the  97  regular  members  up  to  $500 
each  to  hire  special  lawyers  to  prepare  argu- 
ments against  the   FDA   regulations. 

HEW  Secretary  John  W.  Gardner  plans 
to  reorganize  the  Public  Health  Service  to 
give  the  Surgeon  General  moi'e  control  over 
eight  new  divisions  which  would  replace  the 
present  eight. 

One  of  the  new  eight  major  divisions 
would  be  a  National  Institute  of  Mental 
Health  which  is  now  lumped  under  the  Na- 
tional Institutes  of  Health.  The  new  national 
institute  will  include  the  Forth  Worth  and 
Lexington  Narcotics  Hospitals  and  will  "ad- 
minister a  unified  program  of  research, 
manpower  training,  demonstrations,  and 
mental  health  services."  Gardner  said  the 
institute  will  "serve  as  the  principal  focus 
for  research  and  control  programs  in  alco- 
holism and  drug  addiction." 

The  other  seven  new  divisions  would  be  the 
National  Institutes  of  Health,  the  Bureau  of 
Health  Services,  the  Bureau  of  Health  Man- 
power, the  Bureau  of  Disease  and  Injury 
Prevention  and  Control,  the  National  Library 
of  Medicine,  the  National  Center  for  Health 
Statistics  and  Surgeon  General's  office. 

Gardner's  Public  Health  Service  reorgani- 
zation plan  transfers  to  the  secretary  all 
functions  of  the  Public  Health  Service,  the 
Surgeon  General,  and  all  other  agencies  in 
the  service.  Gardner  called  the  present  struc- 
ture of  the  Public  Health  Service  "obsolete." 
He  pointed  out  it  was  unchanged  since  1943 


when  the  service  had  a  budget  of  $52  million 
compared  to  the  present  budget  of  $2.4  bil- 
lion. 


Classified  Advertisements 

PSYCHIATRIC  RESIDENCY  —  BOWMAN  GRAY 
SCHOOL  OF  MEDICINE,  Winston-Salem,  North  Caro- 
lina, Approved  3  yr.  program  providing  intensive 
training  and  experience  including  psychotherapy,  child 
psychiatry,  neurology  with  individual  supervision.  Ex- 
cellent teaching  program.  Liberal  stipends.  NIMH 
Grants  for  GP's  also  available.  Apply:  Chairman,  De- 
partment of  Psychiatry.  Bowman  Gray  School  of 
Medicine.  Winston-Salem,  North  Carolina.  ASO 

"Wanted;  Physician  to  staff  Emergency  Room  on 
group  practice  set-up  at  Wilmington.  N.  C.  For 
details,  contact  Dr.  Robert  T.  Pigford,  312  Murchison 
Building,   Wilmington,   N,   C."  JJASO 

EASTERN  NORTH  CAROLINA— Wanted:  Chief  Radiol- 
ogist, Position  available  immediately  to  supervise  and 
plan  in  a  complete  new  department  in  expanding 
JCAH  Hospital  located  near  coast.  Estimated  income 
$28,000  to  $32,000  first  year.  Reply  Box  number  96-31- 
LUC.  JA 

EASTERN  NORTH  CAROLINA— Wanted:  Young  Gen- 
eral Surgeon,  Board  Certificate,  Excellent  practice. 
Exclusive  area  of  40,000  population  near  coast.  First 
class  expanding  JCAH  Hospital.  Unusual  opportunity 
for  right  person.  Full  particulars.  Reply  Box  number 
96-31-LUC.  JA 

EASTERN  NORTH  CAROLINA— Wanted  OB-GYN: 
Board  Certified,  Excellent  exclusive  opportunity  250- 
300  deliveries  first  year  with  potential  for  500  within 
2  years.  Expanding  JCAH  Hospital  near  coast.  Repljr 
Box  number  96-31-LUC.  JA 

EASTERN  NORTH  CAROLINA— Wanted:  Internist: 
Board  Certified:  Excellent  opportunity  in  exclusive 
area  in  conjunction  with  expanding  JCAH  Hospital 
near   coast.    Reply    Box   number   96-31-LUC.  JA 

Pediatric  practice  available  for  follow  up  pediatrician 
mountain  town-county  fifty  thousand  population  also 
drawing  other  areas.  Three  hospital  town  opening 
suitable  two  pediatricians  with  office  available  and 
take  over  arrangements.  Marked  urgency  on  this 
replacement.  Write  "Placement  Service  14-25",  P.  O. 
Box  790,  Raleigh,  N.  C. 
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Winthrop  announces 


new 


ANTACID 
TABLETS 
AND  LIQUID 


For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 


Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active- ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity. ..wherever  there  is  "acid 
overflow"  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a  smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


r 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N  hydrochloric  acid  - 
neutralizes  more  acid  faster  than  other  leading  antacids 


Rate  of  0.1  N  hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets— 
in  vitro.  Samples  equaled  the 
weight  of  tablel  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


Hinkel,  E.  T.,  Jr.  (New  Yorl<): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research. 
Winthrop  Laboratories. 


Dosage:  Peptic  ulcer  or  gastritis- from  2  to  4  teaspoons 
of  WmGel  liquid  or  2  to  4  tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity-2  tablets  or  teaspoons  about  Vj  to  one  hour  after 
meals  as  needed;  children  from  7  to  14  years  of  age.  1  or 
2  tablets  or  1  or  2  teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8  fl.  oz.  and  1  pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity. jWmGel,  trademark  ree-  U.S.  Pat.  Off. 


Winthrop  Laboratories.  New  Yorl<,  N.Y.  10016 |H^/7:^/qg| 


Finally  —  a  taste  your  patients  will  truly  like 
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ADVERTISEMENTS 


A  Sanitarium  for  Rest  I'nder  Medical  Supervision,  and  Treatment  of 
Nervous  and  Mental  Diseases,  Alcoholism  and  Drug  Addiction 

The  Pinebluff  Sanitarium  is  situated  in  the  sandhills  of  North  Carolina  in  a  60-acre 
park  of  longleaf  pines.  It  is  located  on  U.  S.  Route  1,  six  miles  south  of  Pinehurst  and 
Southern   Pines.   This  section   is   unexcelled  for  its  healthful  climate. 

Ample  facilities  are  afforded  lor  recreational  and  occupational  therapy,  particularly 
out-of-doors. 

Special  stress  is  laid  on  psychutiierapy.  An  effort  is  made  to  help  the  patient  arrive  at  an 
understanding  of  his  problems  and  by  adjustment  to  his  personality  difficulties  or  modi- 
fication of  personality  traits  to  effect  a  cure  or  improvement  in  the  disease.  Two  resident 
physicians   and    a    liniited    number  of    patients    afford    individual    treatment    in    each    case. 

For    further    information    write: 

The  Pinebluff  Sanif-arium,  Pinebluff,  N.  C. 


Malcolm  D.  Kemp,  M.D. 


Medical  Director 


. . .  for  a 
healthy 
CREDIT 
POLICY 


IF  you  are  a  physician,  dentist,  hospital  administrator 
or  clinic  manager— 

AND  if  you  find  yourself  over-burdened  with  credit 
and  collection  problems — 

THEN  you're  ready  for  a  professional  consultation. 
Whether  you  were  trained  to  treat  patients,  run  a 
hospital  or  manage  a  clinic,  regular  consultations  with 
specialists  in  fields  other  than  your  own  are  problably 
a  part  of  your  routine. 

If  you  haven't  already  done  so,  the  professionally- 
trained  specialist  you  should  consult  is  your  local 
Medical  Credits  representative.  For  his  name  and 
address,  write: 


Associated  Credit  Bureaus  of  N.  C. 


P  '^"^°'> 


P.  0.  Box    o" 


300 


■'^        Greensboro, 


£    North    Carolina 
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A  Civil  War  Surgeon's  Diary 


Louis  Shaffner,  M.D. 
Winston-Salem 


In  June  1861,  Francis  Fries,  a  business- 
man of  Salem,  North  Carolina,  wrote  a  long 
letter  of  encouragement  and  advice  to  a  pri- 
vate rifleman  camped  at  Danville,  Virginia. 

"You  have  been  like  all  ardent  young  men,"  he 
said,  "too  easily  carried  away  by  the  honeyed  words 
of  pretended  friends  and  by  the  passing  excitement 
of  the  day.  You  have  now  had  an  opportunity  to 
learn  practically  what  reliance  can  be  placed  in  the 
verbal  and  written  promises  of  high  officials,  the 
insipid  blarney  of  a  private  secretary,  and  even 
the  apparently  frank  declarations  of  a  Surgeon  Gen- 
eral that  powers  conferred  on  him  by  the  conven- 
tion would  enable  him  to  be  of  service  to  you." 

The  private  was  Dr.  J.  F.  Shaffner,  22 
years  old,  a  full  year  out  of  Jefferson  Med- 
ical College,  and  his  application  for  a  com- 
mission as  an  Assistant  Surgeon  in  the  North 
Carolina  Troops  of  the  Confederate  Army 
had  been  passed  over.  He  had  written  of  his 
chagrin  to  his  older  friend  who  had  helped 
finance  his  medical  education. 

"Let  us  hear  from  you  often  and  unreservedly,"  the 
letter  concluded.  "Impart  to  us  your  joys  and  your 
sorrows,  your  fears  and  your  hopes.  It  would  be  a 
relief  to  you  to  have  a  place  to  unburden  your  mind 
without  fear  of  having  your  confidence  abused.  Most 
sincerely  your  friend  and  well-wisher,  Francis  Fries." 

So,  write  the  young  doctor  did,  letter  after 
letter,  for  four  years  of  the  Civil  War,  a  few 
directly  to  the  businessman,  but  most  to  the 
businessman's  daughter,  Carrie.  From  1861 
through    1862   the   salutations   were   "Dear 
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Friend,"  with  a  closing  of  "Yours  truly."  In 
1863  and  1864  they  were  "My  dearest  Car- 
rie" and  "Affectionately  yours,"  and  in  1865, 
"My  beloved  wife,"  and  "Your  devoted  hus- 
band." 

For  editorial  comment  see  page  445 

In  addition,  he  kept  a  day-by-day  diary  of 
his  activities.  He  eventually  obtained  his 
commission  as  Assistant  Surgeon  and  was 
first  in  battle  in  the  swamps  near  New 
Bern,  North  Carolina.  Later  he  was  surgeon 
with  the  33rd  and  4th  Regiments  of  North 
Carolina  Troops  and  served  as  Brigade  Sur- 
geon in  Branch's  and  Ramseur's  Brigade  in 
the  Army  of  Northern  Virginia  until  the 
surrender  at  Appomattox  in  April,  1865. 

The  first  half  of  the  diary  was  lost  in  a 
fire,  but  the  latter  half  and  the  letters  re- 
main. They  afford  a  most  interesting  and  in- 
formative account,  not  so  much  of  the  details 
of  military  medicine,  but  rather  of  the  daily 
chores,  frustrations,  boredom,  impressions, 
personality  clashes,  friendships,  and  hard- 
ships experienced  by  a  field  surgeon.  Anyone 
who  has  had  active  service  as  a  medical  offi- 
cer can  find  incident  after  incident  with 
which  he  can  be  sympathetic.  Although  med- 
ical and  military  knowledge  and  capabilities 
change,  human  nature  remains  the  same, 
both  the  good  and  the  bad  of  it. 

The  doctor  wrote : 

The  position  I  hold  is  unpleasant  and  ungrateful, 
in  fact  such  is  the  general  complaint  of  the  surgeons. 
Many  men  are  disposed  to  feign  sickness,  and  de- 
tecting this,  duty  demands  that  the  offender  be  put 
on  duty.  Again  the  surgeon  has  constant  applications 
for  discharges,  and  especially  for  furloughs.  Refusing 
to  grant  these,  the  common,  uneducated  soldier  blames 
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the  doctor,  not  stopping  to  remember  that  we  too 
have  duties  to  perform  and  rules  to  guide  us.  The 
Assistant  Surgeon  has  advantage  in  these,  being 
scarcely  ever  compelled  to  act  so  decisively.  While 
Dr.  Baker  was  surgeon  he  was  continuously  being 
cursed  by  a  certain  class— now  I  get  the  full  bene- 
fit. 

DurinfT  the  early  days  of  the  War  there 
were  severe  epidemics  of  typhoid  fever, 
measles,  mumps  and  dysentery.  In  Septem- 
ber, 1861,  he  wrote  hastily  "600  sick  to  look 
after  and  me  to  do  alone." 

Later  during  the  campaigns  there  was 
much  activity,  forced  marches,  irregular  rest 
and  food,  fatigue,  and  battle  casualties.  At 
all  times  there  were  sick  calls,  written  re- 
ports and  requisitions,  transfers,  etc. 

During  the  winters  there  was  little  addi- 
tional to  do  except  try  to  stay  warm  and  dry 
amidst  the  cold,  rain,  snow  and  mud.  Brief 
entries  in  the  diary  tell  much.  One  reports : 
"Witnessed  the  execution  of  Privates  Owens, 
Sparks,  and  Wyatt,  all  of  Co.E-convicted  of 
de.sertion."  Another  was :  "Solemnly  vowed 
never  again  to  play  a  game  of  poker — as  I 
am  even  now  neither  winner  or  owing  any- 
thing." 

The  regimental  surgeons  had  their  own 
wagons  with  tent  and  equipment.  With  the 
help  of  a  colored  servant  they  cooked  their 
own  meals.  They  owned  their  own  horses  but 
were  entitled  to  draw  forage  for  them. 

Dui'ing  battle  the  Assistant  Surgeon  was 
forward  with  the  troops  and  the  Surgeon  re- 
mained with  his  helpers  about  a  mile  in  the 
rear,  at  the  field  infirmary,  to  receive  the 
wounded  and  move  them  by  ambulances,  as 
needed,  to  field  hospital. 

After  a  severe  battle  involving  many  casu- 
alties, the  opposing  armies  would  occasionally 
observe  a  temporary  truce  to  allow  each  side 
to  send  ambulances  onto  the  battlefield  to 
collect  the  dead  and  wounded.  Should  one 
army  reti'eat  behind  its  field  infirmary,  the 
surgeon,  to  avoid  capture,  might  decide  to 
leave  his  severely  wounded  and  then  return 
under  truce  later  to  retrieve  them.  But  this 
was  risky. 

Of  the  Battle  of  Hamner  Court  House.  May 
27.  1862,  the  doctor  wrote: 


Against  this  unequal  and  superior  force  we  fought 
with  varying  success.  .At  last  we  were  compelled  to 
retreat,  which  was  effected  in  good  and  perfect  order. 

In  the  advance  with  my  Regt.  I  received  an  order 
from  Gen'l  Branch  to  have  all  the  wounded  removed 
to  Ashland  that  our  transportation  could  carry.  I 
forthwith  rode  to  our  field  Hospital,  and  communi- 
cated the  Gen's,  order  to  Surgeon  Miller.  Brigade 
Surgeon,  who  most  disgracefully  mounted  his  horse, 
as  did  two  other  Surgeons,  and  left  the  wounded,  am- 
bulances, instruments  and  supplies  lying  unprotected 
in  the  yard.  Feeling  that  this  was  useless  panic  and 
waste  of  property,  I  stopped,  loaded  all  the  ambu- 
lances with  the  slightly  wounded,  got  off  all  instru- 
ments and  medicines  and  whatever  was  of  value, 
just  before  the  enemy  succeeded  in  surrounding 
the  house.  Some  30  wounded  I  thus  succeeded  in 
getting  away,  all  that  were  saved  from  capture.  There 
were  still  about  20,  badly  wounded  lying  in  the 
house,  and  finding  it  impossible  to  get  away,  the 
last  ambulance  sent  off,  already  in  the  hands  of 
the  enemy,  I  could  do  nothing  but  remain  with  the 
wounded.  During  the  night  I  picked  up  about  20 
more  of  our  wounded,  and  was  busily  and  alone  en- 
gaged in  performing  operations,  dressing  wounds,  &c., 
until  1  o'clock  in  the  morning. 

At  daylight  we  uere  all  moved  2  miles  McClellan- 
ward,  and  remained  at  a  private  residence,  con- 
verted into  hospital,  until  the  following  day:  when 
we  were  again  removed,  and  this  time  to  the  left 
bank  of  the  Chickahominy,  distant  15  miles  from 
battlefield.  Here  in  a  barn  hospital.  I  remained  with 
the  wounded  ifor  three  weeks'  until  last  Tuesday, 
being  then  transferred  with  the  wounded  to  Fortress 
Monroe.  Arriving  at  Fortress  Monroe  on  Wednesday, 
we  left  per  flag  of  Truce  on  Thursday,  reached  City 
Point  near  Petersburg  the  same  evening,  and  this 
place  I  Richmond  I  yesterday  morning.  My  release 
is  "Unconditional"  and  I  have  reported  to  the  Sur- 
geon General  for  duty. 

The  horrors  of  the  battlefield  are  bad.  but  oh  not  one 
particle  so  affecting  as  those  of  the  hospital  with 
wounded.  The  suffering  of  the  poor  wounded  soldier, 
his  prayers,  his  constant  calls  for  absent  ones  at 
home,  &c.,  are  almost  heart-rending.  'Tis  true  we 
are  apt  to  become  hardened  by  association  with  these 
things — still  humanity  convinces  us  all  that  such 
sufferings  are  terrible.  Surgeons  are  in  evergrowing 
danger  of  becoming  too  abstract — of  losing  sympathy 
with  passing  emotions  and  sufferings,  and  particularly 
with  those  shared  by  numbers.  The  danger  is.  lest  we 
forget  that  we  too  are  mortal:  subject  to  same  dan- 
gers, and  fancy  ourselves  superior  to  our  former 
selves,  because  now.  at  present  we  do  not  feel  the 
pains,  the  agonies  of  the  poor  sufferers  in  our  charge. 
But  I  shall  never  forget  these  scenes  of  anguish  and 
pain— they  make  lasting  impressions  upon  my  mind. 
But  I  am  getting  too  verbose  and  running  into  ab- 
stract reasoning. 

The  Surgeon  General  would  rather  place  me  in  a 
Hospital  here,  but  I  prefer  the  active  life  of  the  field." 
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The  doctor  returned  to  his  regiment  and 
and  full  duty  through  the  fall  of  1862,  at 
the  2nd  Battle  of  Bull  Run,  and  at  Antietam, 
and  in  1863  at  Chancellorsville  and  Gettys- 
burg. 

From  camp  near  Hagerstown,  Maryland 
on  July  8,  1863  he  wrote: 

Soon  the  enemy  marched  out  to  meet  us,  and  our 
advanced  lines  became  engaged  near  Gettysburg, 
where  finally  was  fought  one  of  the  bloodiest  battles 
of  ancient  and  modern  times.  The  first  days,  our 
army  succeeded  in  driving  the  enemy  for  miles, 
killing  and  wounding  many  and  capturing  thousands 
of  prisoners.  The  third  day  they  had  taken  position 
upon  a  series  of  hills,  which  they  very  soon  fortified, 
and  thus  rendered  impregnable.  Against  this  posi- 
tion our  men  were  led  several  times,  and  repulsed. 
Our  loss  in  killed,  wounded  and  missing  was  very 
heavy. 

As  usual  N.  C.  suffered  severely.  Capt.  Wheeler  of 
2nd  Battalion  was  severely  wounded.  A  shell  or 
fragment  of  shell,  wounded  him  in  both  legs,  and 
so  shattered  his  left  hand,  that  amputation  of  arm 
above  the  wrist-joint  became  necessary.  When  I 
last  saw  him  he  was  doing  as  well  as  could  have  been 
expected  under  circumstances.  He  was  left  a  prison- 
er in  the  enemy's  line.  Henry  Bahnson  remained  with 
him  as  nurse. 

Our  entire  loss  it  would  be  difficult  to  estimate 
now,  but  I  fear  it  will  reach  nearly  20,000  in  killed, 
wounded  and  missing.  Some  five  thousand  are  prob- 
ably prisoners.  About  four  thousand  wounded  were 
left  near  battlefield  for  want  of  transportation.  We 
have  taken  a  large  number  of  prisoners,  the  exact 
number  I  do  not  know,  but  am  sure  not  less  than 
eight  thousand.  The  loss  of  the  enemy  is  also  very 
heavy,  but  we  have  had  no  opportunity  yet  of  learn- 
ing particulars.  The  enemy  will  certainly  claim  a 
great  victory  as  usual.  We  have  voluntarily  left  the 
battle-field  and  abandoned  a  large  number  of  wound- 
ed, but  our  falling  back  was  slowly  accomplished, 
and  none  followed  in  oui-  rear.  The  Cavalry  annoyed 
our  communication,  therefore  it  became  necessary 
to  cover  it  by  a  fall  back  to  this  point.  We  lost  no  Ar- 
tillery, but  captured  several  batteries.  The  enemy 
destroyed  some  50  wagons  and  25  ambulances  of  our 
train — we  captured  more  than  200  wagons  and  some 
46  ambulances.  Besides  these  we  pressed  numbers 
from  citizens.  This  campaign  has  been  arduous  and 
bloody,  of  its  results  we  cannot  yet  speculate.  Here 
we  will  evidently  remain  several  days  to  recruit 
and  then  off  again,  but  whither  we  know  not.  Please 
let  my  parents  know  that  you  have  this  letter. 

Soon,  however,  he  went  home  on  sick  leave 
because  of  jaundice,  and  returned  to  duty  in 
September.  The  following  is  the  diary  for  the 
week  of  October  9  through  October  16,  1863. 


October  9 

At  midnight  we  were  aroused,  receiving  orders  to  be 
ready  to  move  by  four  o'clock  A.M.  .  .  .  Weather  very 
cool  and  frosty.  Left  camp  at  half  past  five  .  .  . 
marched  steadily  until  we  reached  Orange  C.  H.,  dis- 
tant 15  miles,  thence  to  Rapidan,  distant  4  miles,  which 
we  crossed  and  encamped  in  a  fine  grove  2  miles 
beyond  the  river.  Whole  distance  made  since  morning  22 
miles.  It  is  reported  that  the  enemy  has  fallen  back. 
The  news  from  Chattanooga  reports  Gen'l  Bragg  to  be 
shelling  Chattanooga  from  Lookout  Mountain.  The 
enemy  are  strongly  fortified  in  the  town  .  .  . 
Received  letters  from  MoUie  and  C,  also  a  short  note 
from  Emma  .  .  .  Weather  clear  and  cold. 

October  10 

Resumed  the  march  this  morning  at  half  past  five 
o'clock.  Four  conscripts  from  our  regt.  deserted  last 
night.  The  Division  of  Gen'l  Early  follows  ours.  About 
noon  we  left  Madision  C.  H.  to  our  left  &  passed 
beyond  it.  Oui-  march  was  through  fields  and  woods- 
following  ravines  as  much  as  practicable,  avoiding 
all  the  hills  we  could— probably  to  cover  the  movement 
from  the  eyes  of  the  enemy  .  .  .  Went  supperless  to 
bed. 

October  11 

Cool,  clear  morning.  Resumed  our  march  at  seven 
o'clock.  Our  men  are  very  much  fatigued.  Eat  break- 
fast of  Bacon,  hard  bread  and  sweet  potatoes.  At  two 
o'clock  went  into  camp  five  miles  from  Culpepper  C. 
House  on  the  Speryville  pike.  Passed  through  deserted 
camps  of  the  enemy  who  has  evidently  retreated.  Some 
hundred  or  more  prisoners  have  been  brought  in — 
captured  in  the  advance. 

October  12 

A  frosty  morning.  Resumed  our  march  at  half  past 
five  o'clock.  The  enemy  has  fallen  behind  the  Rappa- 
hannock. A  sharp  cavalry  fight  was  made  at  Brandy 
Station  in  which  the  enemy  was  driven  and  we  captured 
some  prisoners.  We  took  the  road  for  Warrenton. 
In  our  march  we  passed  by  a  number  of  troops  be- 
longing to  A.  P.  Hill's  Corps,  bivouacked  along  the 
road.  Reached  Jeffersonton  near  Warrenton  Springs, 
about  three  o'clock  .  .  .  here  a  sharp  cavalry  skirmish 
ensued  .  .  .  the  enemy  was  driven  off.  At  the  Ford 
at  Warrenton  Springs  the  fight  between  the  Cavalry  was 
quite  severe.  The  enemy  was  defeated,  leaving  in  our 
hands  more  than  200  prisoners,  many  horses,  and  his 
dead  and  wounded  ...  At  night  we  crossed  the  river, 
encamped  on  the  Pike  leading  to  the  turn  of  Warren- 
ton ..  .  A  small  ration  of  beef  was  issued  to-day.  No 
salt  or  bread. 

October  13 

A  clear  and  cold  morning.  Resumed  our  march  at 
day-light.  Reached  the  town  of  Warrenton  about  9 
o'clock,  where  a  halt  of  six  hours  was  made.  In  the 
evening  we  took  up  Camp  one  mde  east  of  town, 
where  we  cooked  rations  for  three  days.  Cannonading 
is  heard  in  our  front. 
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October  14 

Resumed  march  at  five  o'clock.  The  morning  is 
clamp  and  cloudy  .  .  .  Our  advance  guard  was  sudden- 
ly and  unexpectedly  fired  upon  by  the  enemy,  whom 
we  found  drawn  up  in  the  line  of  battle,  one  mile 
from  our  camping  ground  of  the  previous  night.  Our 
brigade  was  in  the  front.  Soon  drove  in  the  skirm- 
ishers of  the  foe. 

The  following  soldiers  wounded  reported  to  me:  Priv. 
Chas.  Turmige.  Co.  I.  Flesh  wound  of  the  left  shoulder. 
Removed  the  ball  from  beneath  scapula  .  .  .  Priv.  C.  T. 
Arthurs.  Co.C.  Amputation  of  fore  finger  of  right  hand 
.  .  .  Priv.  J.  T.  Owens,  Co.  K.  Flesh  wound  of  scalp. 
Sergeant  Hunter.  Co.  A.  was  killed.  After  a  sharp  con- 
test the  enemy  was  routed,  leaving  his  dead  in  our 
possession.  Proceeded  on  the  road  towards  Bristol  Sta- 
tion. Rapid  and  heavy  firing  ahead  We  soon  learned 
that  Cooke's  &  Kirkland's  brigades  of  N.  Carolinians 
had  advanced  upon  a  heavy  fire  of  the  enemy  in  a 
railroad  cut.  and  been  repulsed  with  a  loss  of  800 
killed  and  wounded — 400  prisoners  and  6  pieces  of 
Artillery.  Camped  for  the  night,  near  the  battle  field. 

October  15 

Rained  some  during  the  night.  Lying  idle  in  camp 
this  morning.  During  the  night  the  enemy  retreated. 
An  entire  Regt.  of  his  was  captured  to-day  by  our 
forces,  the  commanding  Officer  being  drunk.  Wrote  a 
letter  to  C.  at  night. 

October  16 

Rained  all  night,  still  at  it  this  morning,  no  orders  so 
far  to  move  .  .  .  Paid  a  visit  to  Mr.  Lynn's  family, 
distant  from  our  camp  11  miles.  Two  years  ago,  while 
our  Army  was  at  and  around  Canterville  &  Mannassas 
Junction,  I,  being  Asst.  Surgeon  in  21st  N.  C.  Regt., 
was  taken  ill  with  Feb.  continuis.  Mr.  Lynn  took 
me  in  his  house  where  I  was  kindly  nursed  and  cared 
for  by  Mrs.  Lynn.  A  year  ago,  during  the  campaign 
against  Pope,  I  visited  the  family  again.  Felt  anxious 
to  see  them  now. 

When  I  got  to  the  house  I  found  that  two  sons  have 
died  with  fever,  &  the  mother  and  eldest  daughter 
very  low  with  same  disease.  Was  furnished  with  a  good 
dinner.  While  there  it  rained  very  hard.  On  my  return 
I  found  the  creeks  greatly  swollen,  could  scarcely 
cross.  My  horse  had  to  swim  one  with  me.  When  I 
returned  to  Camp  it  was  almost  night,  and  I  found 
that  the  brigade  had  moved  five  miles  backward,  en- 
gaged in  destroying  the  Orange  &  Alexandria  Railroad. 
The  whole  Army  being  at  it,  the  work  was  thoroughly 
and  rapidly  executed. 

After  this  the  regiment  went  into  winter 
quarters,  and  the  strain  was  beginning  to  tell 
on  everyone.  "The  greatest  want  is  in  blan- 
kets and  overcoats.  Many  hundreds  of  men  lie 
out  every  night  without  overcoat  or  blanket, 
and  thousands  have  only  one  or  the  other. 
Large  fires  are  kept  up,  and  in  this  wise 


they  keep  from  freezing.  Still  it  is  an  un- 
healthy mode  of  rest  and  an  imperfect  one." 

In  January,  1864,  he  wrote:  "The  question 
of  subsistence  has  become  a  serious  one,  and 
we  must  endeavor  to  draw  supplies  from 
enemy's  country." 

Then  appears  in  the  diary  and  the  letters 
these  events.  All  officers  were  expected  to 
do  duty  unless  excused  by  the  Surgeon.  A 
Captain  McRine  did  not  go  on  picket,  and 
had  not  reported  to  the  Surgeon  that  he  was 
sick,  but  did  so  report  to  the  Adjutant's  of- 
fice. The  Colonel,  finding  this  out,  ordered 
the  doctor  to  examine  him  and  report  in 
writing.  He  did  so  and  reported  him  sick  but 
not  seriously.  Four  days  later  this  entry. 

January  10 

Cold,  clear  morning;    it  is  Sunday.— Wrote  letter  to 
C. — Col.  Grimes  issued  to  me  the  following  order: 
Hd.  Quarters  4th  N.  C.  Troops 
Jan.  10th.  1864 
Surgeon   Shaffner.    Will   examine   Capt.    McRine. 
and  report  his  condition  to  these  Hd.  Quarters. 

Bryan  Grimes.  Col.   4th  N.  C.  Tr." 

This  is  the  second  time  I  have  been  ordered  to  ex- 
amine Capt.  McRine,  and  it  is  getting  unpleasant.— 
Last  Wednesday  I  did  so  under  orders. — Upon  ex- 
amining the  Captain  this  morning.  I  reported  in  writing 
thus: 

Med.  Dept.  4th  N.  C.  Trps. 
Jan'y  10th.  1864 
Agreeable  to  orders.  I  have  examined  Capt. 
McRine  and  find  him  complaning  of  Lumbago, 
Dyspepsia  &  Diarrhoea:  of  the  latter  there  are 
symptoms — the  former  must  be  aggravated  to  be 
distinguished. 

Respectfully.  J.  F.  Shaffner,  Surgeon 

I  hope  this  will  be  the  last  time  I  shall  be  required 
to  examine  this  Captain— In  the  evening  the  Adjutant 
sent  me  this  order: 

Hd.  Qrs.  4th  N.  C.  Troops 

Jan'y  10th,   1864. 
Surgeon  Shaffner. 

I  am  directed  by  Colonel  Grimes  to  say  to  you 
that  either  you  or  your  Asst.  Surgeon  must  ex- 
amine Capt.  Wm.  F.  McRine  i3i  three  times  each 
day  and  report  to  this  office  in  writing. 

I  am  Most  Respectfully 

Yours,  &c. 

Wm.  S.  Barnes  Adj't. 
At  the  same  time  the  Adj't  showed  me  the  following. 

Hd.  Qrs.  4th  N.  C.  Troops 

Jan'y  10th,  1864, 
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Special  Order  No 

Hereafter  Company  Officers  when  sick,  will  re- 
port to  the  Surgeon  in  person  or  through  their  order- 
lies, or  they  will  be  considered  for  duty. 
By  order  of  Col.  Grimes 
Wm.  S.  Barnes,  Adj't. 
The  first  to  me  is  illegal,   unnecessary  and   tyran- 
nical.— I    almost    feel    inclined    to    refuse   compliance. 
Since  however  the  Capt.  will  be  required  to  come  to  my 
tent.   I  will,  for  the  sake  of  harmony,  yield  to  com- 
phance.  I  sent  a  copy  to  Capt.  McRine.  I  have  a  very 
sick  man  in  Co.H.,  by  name  of  Horn.  Disease— Typhoid 
Fever.  I  am  afraid  he  will  die  .  .  .  Received  letter  from 
Capt.  Pfohl. 

January  11 

Cold,  clear  morning.  Covered  my  horse  stable.  Re- 
ceived a  letter  from  Mr.  A.  F.  Pfohl.  Private  Horn 
died  this  evening. 

January  12 

A  clear,  not  very  cold  morning.  Hauled  logs  to 
build  me  a  kitchen.  Received  orders  to  appear  as  a 
member  of  Med.  Examining  Board.  The  following  note 
I  received: 

Hd.  Qrs.  4th  N.  C.  Troops 

January   12th,    1864 
Surgeon  Shaffner. 

Col.  Grimes  desires  to  know  if  you  obeyed  the 
order  of  Jan'y  10th,  requiring  you  to  examine 
Capt.  McRine  three  times  each  day. 

Respectfully 

W.  S.  Barnes,  Ad.j't. 

I  replied  thus: 

Med.   Dept..   Jany   12th,   1864. 
Adj't  W.  S.  Barnes, 
Sir 

I  was  about  my  tent  all  day  yesterday,  prepared 
to  examine  McRine  whenever  he  presented  himself. 
—He  having  failed  to  do  so— I  had  no  report  to 
make.— Please   inform   Col.   Grimes   of   this. 

Respectfully. 

J.  F.  Shaffner 

Surgeon  4th  N.  C.  Tr. 

Then  came  the  following: 

Hd.  Qrs.  4th  N.  C.  Troops 
January  12,  1864 
Dr.  Shaffner, 
Col.  Grimes  directs  me  to  inform  you  that  you 
must  visit  Capt.  McRine  in  his  tent  immediately,  and 
report  his  condition  in  writing  by  12  o'clock  M.  to-day. 
Yours  respectfully. 
W.  S.  Barnes,  Adjt. 

For  the  first  time,  I  now  felt  indignant.  My  impulse 
is  not  to  obey— prudence  and  judgment  induce  me  to 
yield.    The   following   is   my   report: 


Med.  Dept.  Jan'y  12th,  1864 
Adjt.  Wm.  S.  Barnes, 

Sir,  I  have  examined  again,  Capt.  McRine,  and 
find  he  is  still  complaining  with  Rheumatism  & 
Dyspepsia  and  Diarrhoea;  There  are  symptoms  of 
the  latter  the  former  must  be  aggravated  to  be 
distinguished. 

Respectfully 

J.  F.  Shaffner 

Surgeon  4th  N.  C.  Tr. 

Soon  after  1  received  this  order: 

Hd.  Qrs.  4th  Regt.  N.  C.  S.  Tr. 

Jan'y  12,  1864 
Dr.  Shaffner. 

Col.  Grimes  directs  me  to  inquire  of  you  again 
if  you  obeyed  his  orders  issued  through  me  on  the 
10th,  and  if  not,  your  reasons  in  full  for  dis- 
obeying the  order. 

Respectfully 

W.  S.  Barnes  Adjt. 

My  reply: 

Med.   Dept,   Jan'y   12,   1864 
Adjutant  Wm.  S.  Barnes, 

Sir,  The  Medical  regulations  require  that  the  sick 
shall  visit  the  Surgeon,  if  able  to  do  so.  The  Medical 
Officer  the  sick  in  their  quarters  when  not:  this 
influenced  my  actions.  Surely  Col.  Grimes  did  not 
expect  me  to  visit  Capt.  McRine  in  his  tent  three 
times  each  day,  for  this  would  be  punishment  to 
me  alone. 

Respectfully, 

J.   F.   Shaffner  Surgeon  ^ 

Hd.  Qrs.  4th  N.  C.  Troops 

Jan'y  12,  1864 
Dr.  Shaffner, 

Col.  Grimes  directs  me  to  inquire  of  you  again 
if  you  complied  with  the  order  of  Jan'y  10th,  and 
requires  a  categorical  answer  to  the  question  from 
you. 

Respectfully, 

Wm.  S.  Barnes,  Adj't. 

My  reply: 

Med.  Dept.  Jan'y  12th,  1864 
Wm.   S.   Barnes,   Adj't. — I  did  not,   because   Capt. 
McRine  did  not  present  himself  for  examination. 
Respectfully, 
J.  F.  Shaffner.  Surg. 

So  ends  the  correspondence  with  to-day.  I  must 
confess  I  regret  this  exceedingly.  The  relations  be- 
tween Col.  Grimes  and  myself  have  heretofore  been 
of  a  pleasant  nature — this  difficulty  must  necessarily 
mar  them.  I  have  the  great  comfort  however,  that  this 
is  not  of  my  seeking.  Whatever  the  result,  I  am  not  re- 
sponsible. One  iota  I  will  not  budge,  a  court-martial 
must  now  determine  who  is  in  the  wrong. 
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January  13 

Wrote  a  letter  to  Mother.— Cloudy  cold  morning- 
Mr.  Cavin  commenced  work  upon  his  kitchen  to-day — 
Wrote  to  Messrs.  West  &  Johnston  of  Richmond  with 
inquiry  why  he  had  not  sent  St.  Denis  as  ordered.— 
I  was  placed  in  arrest  this  evening  by  the  following 
order: 

Hd.   Qrs.   4th   N.   C.   S.   Troops 

Jan'y  13th.  1864 
Dr.  Shaffner. 

Col.  Grimes  directs  me  to  say  to  you  that  you 
may  consider  yourself  in  arrest  for  disobedience 
of  orders. 

Yours  Respectfully 

Wm.  S.  Barnes,  Adj't. 

Received  a  letter  from  C.  whose  affectionate  ex- 
pressions did  much  towards  cheering  me.  in  this  my 
hour  of  trial  and  trouble. 

January  14 

Clear   and  pleasant   morning —Capt.   Pfohl  paid  me 
a  visit  to-day. — We  spent  a  pleasant  day.— Wrote  letter 
to  C.  telling  her  of  my  arrest,  &c. 

January  15 

Warm  and  cloudy  morning— Rained  a  little  last  night. 
—The  following  note  I  sent  to  the  Adj't's  office: 

Med.  Dept..  Jan'y  14,   1864 
Adj't  Wm.  S.  Barnes, 

Sir,  If  charges  have  been  preferred  against  me  by 
Col.  Grimes,  I  respectfully  ask  that  a  copy  be  sent 
me. 

Respectfully, 

J.  F.  Shaffner,  Surgeon 

Wrote  letters  to  Sallie  and  Col.  Belo.  Col.  Grimes  has 
been  catechizing  my  Steward  to  find  out  something 
against  me,  as  an  additional  base  of  charges. 

Charges  and  specifications  included  dis- 
obedience of  orders,  conduct  unbecoming  an 
officer  and  gentleman,  and  conduct  to  the 
prejudice  of  good  order  and  military  dis- 
cipline. 

The  doctor  pleaded  his  own  case  before 
the  court.  Of  the  first  day  he  wrote: 

March  17 

Promptly  at  9' 2  o'clock,  I  appeared  at  Military  Court 
Assembled.  After  mature  deliberation,  I  determined  to 
summon  witnesses  to  prove  Col.  Grimes'  character  and 
general  disposition.  This  determination  I  arrived  at 
after  considerable  hesitation,  but  recollecting  that  he  is 
endeavoring  to  disgrace  me  and  mine,  by  the  foolish 
prosecution  of  charges,  upon  no  foundation  whatever. 
I  concluded  it  would  be  a  false  delicacy  to  leave 
any   stone  unturned  to  prove  my   innocence.   For  the 


purpose  of  proving  his  character  I  summoned  Captain 
Kelly  &  Lt.  Jones.  Co.  G..  to  appear  at  the  trial.  The 
trial  was  called  at  11  o'clock.  Col.  Grimes  being  the  first 
witness.  He  testified  in  a  violent  and  passionate  man- 
ner, endeavoring  to  leave  the  impression  with  the 
Court  that  I  am  a  scoundrel  0'  the  darkest  dye.  I 
made  him  however  admit  many  things  in  my  favor, 
and  upon  the  whole  I  do  not  think  his  testimony  has 
damaged  me  any. 

In  his  final  ])lea  he  said: 

March  22 

My  inference  was  natural:  the  thought  never  oc- 
curred to  me  that  I  was  to  visit  Capt.  McRine  tri-daily! 
Why  should  this  have  been  expected  of  me?  Twice  I 
had  already  reported  Capt.  McRine  sick.  1  See  Col. 
Grimes'  testimony  of  proceedings  of  Jan'y  6th  and 
Asst.  Surg.  Hadly's  of  my  examination  of  Jan'y  10th  1 
neither  did  his  condition  require  such  assidious  at- 
tention!— I  presumed,  as  did  Asst.  Surg.  Hadly  isee 
his  testimony  I  that  the  object  of  the  order,  was  to 
compel  Capt.  McRine  to  report  for  duty,  by  this  mode  of 
punishment,  and  by  requiring  me  to  go  to  McRine's 
tent,  the  punishment  would  have  been  with  me  alone. — 
And  to  this  point  I  bespeak  especial  attention.— Viewed 
in  this  light,  as  only  it  can  be,  the  order  of  Jan'y  10th 
must  be  considered  tyranical,  and  not  free  of  reproach. 
—If  Capt.  McRine  had  been  ordered  to  report  to  me 
tri-daily  for  examination  las  I  expected  he  would  be'  I 
should  have  received  him  kindly,  and  reported  in  writ- 
ing, as  directed.— My  object  has  ever  been  to  obey 
orders  of  my  Superior  Officers,  only  considering  the 
interests  of  the  pubhc  service,  and  never  regarding 
self,  well  aware  that  personal  feelings  and  private 
dignity  ought  to  yield  to  public  authority. 

Time  passed  and  the  entry  of  April  4th 
reads : 

April  4 

Commenced  snowing  about  11  0  clock,  but  it  soon 
changed  to  rain.  Dr.  Logan  visited  and  dined  with  me 
to-day.  I  received  the  following  from  the  Adj't  about 
noon: 

Hd.  Qrs.  4th  N.  C.  Troops 

April  4.   1864 

SPECIAL  ORDER  NO 

Surgeon  J.  F.  Shaffner,  having  been  acquitted  of 
the  charges  preferred  against  him,  is  released  from 
arrest,  and  will  report  for  duty 

By  order  of  Col.   Grimes 

Wm.  S.  Barnes,  Adj't. 

The  following  is  the  official  notification  of  my  acquital, 
received  at  Reg'tl  Hd.  Qrs. 

Hd.   Qrs.   Dept.  N.  Va. 
April  2.  1864 
Acquittals  by  Mil.  Ct.  2nd  Corps 
5.  Dr.  J.   F.   Shaffner.  Surgeon  4th  N.  C.  Troops. 
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General,  I  am  directed  by  Gen'l  Lee,  to  notify 
you  of  the  above  acquittals,  in  order  that  the  pris- 
oners may  be  released  from  arrest  &  restored 
to  duty. 

Very  Respectfully, 

Your  Obd't  Sv't. 

(Signed)  H.  E.  Young,  J.  A.  Gen'l. 
To  Lt.  Gen'l  Ewell  Com.  &c. 

Official  I  Signed)  A.  S.  Pendleton,  A.A.G. 
Official  I  Signed)  R.  R.  Hutchinson,  A.A.G. 

Official  Seaton  Gales,  A.A.G. 

At  last  now  my  suspense  is  relieved.  As  I  hoped  from 
the  commencement  of  the  difficulty,  an  acquittal  has 
been  rendered  .  .  .  Received  letters  from  Sallie.  Wrote 
to  C,  and  SaUie  .  .  .  also  receipted  for  Whiskey  to 
Surg.  Geddings,  Medical  Purveyor,  A.  N.  Va.,  &  for 
Medical  &  Hospital  supplies  for  last  month  to  Surg. 
J.  W.  Hines,  Med.  Purveyor  at  Richmond  .  .  .  Still 
raining  and  hailing  and  snowing." 

On  a  cold,  wet,  raw  night  after  the  court 
martial  the  regiment  was  ordered  to  guard  a 
covered  bridge  across  the  Rapidan.  The  men 
were  quartered  in  the  bridge,  and  in  an  ef- 
fort to  keep  warm  they  built  large  fires  of 
rails  on  the  bridge.  The  bridge  caught  fire 
several  times  during  the  night. 


The  next  day,  General  Lee  and  his  staff 
rode  by,  and  seeing  the  bridge  had  been  burn- 
ed, inquired  for  the  Commanding  officer. 
Colonel  Grimes  was  found,  informed  that 
charges  would  be  preferred  against  him,  and 
ordered  to  consider  himself  under  arrest. 
The  doctor's  comment  was,  "The  biter  at 
last  is  bitten." 

Enlisted  men  had  their  problems  too,  and 
one  wrote  to  his  captain : 

Der  Sir,  as  i  am  the  accused  of  Being  distant  with- 
out leaf  whitch  is  all  so  i  now  renounce  the  facts  be- 
fore the  ornible  Court  it  was  on  a  Count  of  dis- 
ability whitch  i  did  not  feel  sofishent  ifor  this) 
Camppaign  as  i  hope  i  have  as  good  a  Suthern  hart 
as  any  man  ort  to  have  i  now  leav  it  with  the 
orinible  Cort  to  dispone  of  as  tha  think  propper.  E. 
Barkley— Yours  Truley. 

So  went  the  war  for  one  surgeon.  Still  an- 
other year  to  fight.  The  last  diary  entry 
reads:  "February  5,  1865  About  4  P.M.  the 
troops  were  hurriedly  marched  out — no  one 
knows  whither. — I  did  not  accompany  them, 
as  I  am  on  the  point  of  leaving  for  home." 


Much  has  been  made  of  the  ill  effects  of  tea  in  the  diet.  They  are,  no  doubt,  numerous; 
but  they  proceed  rather  from  the  imprudent  use  of  it,  than  from  any  bad  qualities  in  the 
tea  itself.  Most  delicate  persons,  who  are  the  greatest  tea-drinkers,  cannot  eat  anything  in 
the  morning.  If  such  persons,  after  fasting  ten  or  twelve  hours,  drink  four  or  five  cups  of 
tea,  without  eating  almost  any  bread,  it  must  hurt  them.  Good  tea,  taken  in  moderate  quan- 
tity, not  too  strong,  nor  too  hot,  nor  drunk  upon  an  empty  stomach,  will  seldom  do  harm;  but 
if  it  be  had,  or  substituted  in  the  room  of  solid  food,  it  must  have  many  ill  effects.— William 
Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regi- 
men and  Simple  Medicine,  etc.  Philadelphia,  Richard  Folwell,  1799,  p.  62. 
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Factors  Affecting  Therapy  in  Endometrial  Cancer 


Hugh   M.   Shingleton,  M.D. 

AND 

Thomas  D.  Guin,  M.D.* 


Manairement  of  patients  with  the  diag- 
nosis of  carcinoma  of  the  utei-ine  fundus  pre- 
sents many  problems.  Since  North  Carolina 
Memorial  Hospital  is  a  referral  center  for 
physicians  throughout  the  state,  an  evalua- 
tion of  patients  treated  at  this  hospital  and 
recommendations  for  the  management  of 
this  disease  should  be  of  interest  to  these 
practitioners.  Between  1952  and  1965,  174 
patients  with  endometrial  carcinoma  were 
admitted  to  the  Gynecology  Tumor  Service. 
During  the  same  time  interval,  963  patients 
with  cervical  cancer  were  registered,  a  ratio 
of  1:5.5. 

Table  1  lists  the  type  of  treatment  given 
138  patients  who  received  their  primary  ther- 
apy at  this  hospital.  Ninety,  or  65'/'   of  the 

Table  1 

Treatment   of   Carcinoma   of   the   Endometrium 

(1952-1965) 

No.  Patients 

Combined  irradiation  surgery  76 

Irradiation  only  48 

Surgery  only  14 

No  treatment  5 

Previous  treatment  elsewhere  31 

Total  174 

treated  patients,  had  hysterectomy  as  part 
of  their  therapy.  Thirty-one  patients  pre- 
viously treated  at  other  hospitals  received 
further  therapy  or  follow-up.  Five  patients 
either  refused  therapy  or  received  none  be- 
cause of  advanced  disease.  The  hospital  rec- 
ord of  each  of  these  patients  has  been  care- 
fully reviewed  to  delineate  those  factors 
which  alter  management  and  affect  survival. 
Five  interrelated  areas  appear  to  be  of  great 
importance. 

Medical  Problems 
The  medical  problems  of  patients  with  en- 
dometrial carcinoma  are  well  known.  Most 

From  the  Gynecology  Tumor  Service.  Department  of  Ob- 
sterics  and  Gynecology,  University  of  North  Carolina  School 
of  Medicine,  Chapel  Hill. 

*Fellow,   Gynecology   Tumor  Service. 


of  the  patients  are  menopausal  or  postmeno- 
pausal ;  they  tend  to  be  obese,  hypertensive, 
and  diabetic.  Because  of  these  conditions, 
operability  becomes  a  factor  in  determining 
management.  The  operability  rate  in  this 
series  was  65^',  somewhat  lower  than  in 
other  reported  series.'-  Thus,  a  third  of  the 
patients  did  not  have  surgery,  usually  con- 
sidered part  of  the  therapy  for  this  disease. 
The  staging  method  for  endometrial  car- 
cinoma adopted  by  the  International  Gyne- 
cological   Congress-'   considers   two   factors : 

(1)  Is   the  tumor  confined  to  the  uterus? 

(2)  Is  the  patient  operable?  Table  2  lists  the 
results  according  to  this  staging  system  in 
those  patients  treated  before  May,  1961.  The 
44  surgical  patients  had  a  79.5 ''v  five-year 
survival  rate,  while  the  25  nonsurgical  pa- 
tients had  less  than  13'^!  survival.  The  ma- 
jority of  the  latter  group,  however,  were  in- 
operable because  of  widespread  cancer.  Since 
hysterectomy  as  part  of  the  therapy  appears 
to  increase  the  chance  of  survival,  patients 
whose  medical  problems  are  not  severe  should 
be  offered  surgery.  The  slightly  increased 
operative  risk  seems  justified  in  the  face  of 
a  significantly  increased  chance  of  survival. 
In  a  few  patients  in  this  series,  surgery  was 
not  performed  because  of  relatively  minor 
medical  problems ;  more  of  these  patients 
died  of  cancer  in  the  ensuing  five  years  than 
of  intercurrent  disease. 

Extent  of  Tumor 

P re-treatment  Evaluation:  Before  deciding 
upon  the  treatment  program,  three  questions 
should  be  answered : 

1.  Is  the  tumor  confined  to  the  uterus?  The 
patient  with  confined  tumor  will  have  the 
best  chance  of  survival.  The  patient  with 
tumor  beyond  the  uterus  but  within  the  pel- 
vis may  be  a  candidate  for  radical  or  exen- 
terative  surgery,  or  if  this  is  impossible,  ir- 
radiation. Extension  beyond  the  pelvis  pre- 
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Table  2 

Five-Year 

Survival 

Related  to  Operability— All 
1952— April,  1961 

Treatment 

Dead  of 

No. 

Dead  of 

Intercurrent 

Percentage 

International  Stage  of  Tumor 

Patients 

Living 

Cancer 

Disease 

Lost 

Survival 

Stage  I          Confined  to  uterus 

Group  I      Operation  advised 

44 

35 

5 

3 

1 

79.5 

Group  II    Operation  not  advised 

8 

1 

3 

3 

1 

12.5 

Stage  II        Tumor  outside  uterus 

17 

2 

14 

1 

0 

11.8 

Totals 

69 

38 

22 

7 

2 

55.0 

eludes  any  surgery  and  makes  the  patient  a 
candidate  for  palliative  therapy  only. 

2.  Is  the  uterus  enlarged?  As  the  size  of 
the  uterus  increases,  the  patient's  chance  of 
survival  decreases.  This  is  probably  related 
to  the  fact  that  fundal  carcinoma  tends  to 
stay  confined  to  the  endometrial  cavity  until 
the  late  stages,  often  filling  the  cavity  and 
causing  enlargement  of  the  uterus.  Gus- 
berg-'"'  suggests  the  following  system  of  stag- 
ing: 

Stage  I — normal  size  uterus  (sounds  3 
inches  or  less) 

Stage  II — slightly  enlarged  uterus  (sounds 
3-4  inches) 

Stage  III — mai'ltedly  enlarged  uterus 
(sounds  4  inches  or  more) 

Stage  IV — tumor  outside  the  uterus 

(If  endocervical  involvement  is  present 
or  if  the  tumor  is  markedly  anaplastic,  the 
case  is  advanced  one  stage ;  for  instance,  a 
Stage  II  case  would  become  Stage  III) 

The  relationship  between  uterine  size  and 
five-year  survival  both  in  the  all-treatment 
group  and  in  the  radium-hysterectomy  group 
is  shown  in  Table  3. 

3.  Is  the  endocervix  involved  with  tumor? 
Involvement  generally  means  a  poorer  prog- 
nosis and  requires  different  therapy.-'^-"'  En- 
docervical as  well  as  uterine  curettage  should 


be  done  if  endometrial  cancer  is  a  possi- 
bility. Because  of  the  importance  of  endocer- 
vical involvement  and  the  lack  of  discussion 
of  this  additional  factor  in  most  reported  se- 
ries, it  is  discussed  in  more  detail  below. 

Residual  cayicer  in  operative  specimen  fol- 
lowing radium:  More  than  one  half  of  the  pa- 
tients treated  with  radium  followed  by  total 
hysterectomy  will  have  residual  tumor  in  the 
operative  specimen.  The  larger  the  uterus, 
the  more  difficult  it  is  to  eradicate  tumor 
with  preoperative  radium.  Such  residual  tu- 
mor lessens  the  chances  of  survival,  especially 
if  the  myometrium  is  invaded.  If  the  tumor 
involves  the  adnexal  structures,  the  prognosis 
is  even  poorer.  Patients  with  deep  myome- 
trial  involvement  or  adnexal  spread  might 
benefit  by  external  irradiation  to  the  pelvis 
following  surgery;  Price"  noted  improved 
survival  and  fewer  vaginal  cuff  recurrences 
with  this  type  of  management. 

Unsuspected  cancer:  Finding  unsuspected 
cancer  in  surgical  specimens  when  the  indi- 
cation for  hysterectomy  was  not  cancer  led 
to  the  referral  of  a  number  of  patients  to 
North  Carolina  Memorial  Hospital.  This  sit- 
uation has  occurred  only  once  in  the  hysterec- 
tomy series  at  this  hospital.  The  patient  had 
large  fibroids  and  irregular  bleeding;  a  dila- 


Table 

3 

Five-Year  Survival  Related  to 

Uterine  Size 

(1952— April 

,  1961) 

All  Treatments 

Preoperative   Radium   and 

Hysterectomy 

Dead  of 

Dead  of 

No. 

5-yr.       Dead  of  Intercurrent 

% 

No. 

5-yr. 

Dead  of  Intercurrent 

% 

Stg. 

Pts. 

Survival    Cancer 

Disease 

Lost 

Survival 

Pts. 

Survival 

Cancer 

Disease 

Lost 

Survival 

I 

30 

20                5 

4 

1 

66.6 

17 

15 

1 

0 

88.2 

II 

21 

15                5 

1 

0 

71.4 

16 

11 

1 

0 

68.8 

m 

9 

2               4 

2 

1 

22.2 

5 

2 

1 

1 

40 

IV 

9 

1                8 

0 

0 

11.1 

1 

0 

0 

0 

0 

Total 

69 

38              22 

7 

2 

55.0 

39 

28 

3 

1 

71.8 
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tation  and  curettage  prior  to  the  hysterec- 
tomy failed  to  reveal  any  evidence  of  cancer. 
In  the  operative  specimen  a  small  area  of 
carcinoma  was  found.  Abnormal  bleeding  or 
discharge  makes  a  diagnostic  curettage  man- 
datory prior  to  any  hysterectomy  to  assure 
adequate  treatment.  Hysterectomy  alone  may 
be  adequate  therapy  in  limited  disease,  but 
cannot  be  considered  adequate  for  all  pa- 
tients with  varying  degrees  of  tumor  involve- 
ment. 

Endocervical  Ini'olvement 

Extension  of  endometrial  carcinonia  to  the 
endocervix  decreases  the  chances  of  survi- 
val. Of  25  patients  in  this  series  who  had 
endocervical  involvement,  only  5  patients  are 
living  without  evidence  of  cancer,  regardless 
of  therapy.  The  Annual  Report'  lists  survival 
figures  of  30.69'  in  oatients  with  fundal 
and  endocervical  involvement.  Most  auth- 
ors^'' now  agree  that  such  patients  should  be 
managed  as  though  they  have  invasive  cervi- 
cal carcinoma. 

When  tumor  involves  the  cervix  and  its 
lymphatic  channels,  simnle  hysterectomy  is 
not  adequate  therapy ;  of  7  patients  treated 
at  this  institution  by  preoperative  irradiation 
and  simple  hysterectomy,  only  one  is  living. 
If  the  patient  is  not  a  candidate  for  a  hys- 
terectomy of  the  Wertheim  type,  which  re- 
moves the  paracervical  and  parametrial  tis- 
sues, she  should  receive  full  irradiation  ther- 
apy similar  to  that  given  for  carcinoma  of  the 
cervix.  Most  vaginal  cuff  recurrences  follow- 
ing simple  hysterectomy  for  carcinoma  of  the 
endometrium  will  occur  in  patients  who  have 
either  endocervical  involvement  or  deep  myo- 
metrial  invasion. '''•"*  Of  the  5  patients  having 
such  a  recurrence  following  preoperative  ra- 
dium and  hysterectomy,  4  had  endocervical 
involvement  and  one  had  myomstrial  inva- 
sion. It  would  appear  that  the  survival  rate  of 
patients  with  endocervical  involvement  might 
be  increased  by  a  wider  use  of  radical  hy- 
sterectomy. 

Differentiation  of  the  Tumor 
Survival  may  be  influenced  by  tumor  dif- 
ferentiation. More  differentiated  tumors  of- 
fer a  better  prognosis  :  less  differentiated  tu- 
mors tend  to  grow  faster,  invading  the  myo- 
metrium and  involving  the  endocervix.--^  Be- 


cause of  the  increased  virulence  of  the  less 
differentiated  tumors,  patients  with  such 
tumors  could  be  offered  more  extensive  treat- 
ment. 

The  importance  of  finding  squamous 
metaplasia  in  adenocarcinomas  (adcnoacan- 
thoma)  is  unclear  in  this  series.  Such  lesions 
have  not  been  treated  differently  on  this  ser- 
vice, and  the  numbers  treated  are  too  small 
to  draw  conclusions  regarding  survival.  Some 
authors"  suggest  that  adenoacanthomas  are 
associated  with  a  higher  cuff  recurrence 
rate;  this  finding  was  not  confirmed  in  this 
series. 

Prevention  of  Vaginal  Cnff  Recurrence 
The  possibility  of  vaginal  cuff  recurrence 
following  simple  hysterectomy  for  adenocar- 
cinoma of  the  endometrium  influences  the 
choice  of  therapy :  when  simple  hysterectomy 
is  the  sole  method  of  treatment,  most  auth- 
ors'-''  report  a  recurrence  rate  of  12^^^  to 
14'..  Other  series'-''  report  a  rate  of  only 
1.5'' f  to  3^P  in  patients  who  received  pre- 
operative irradiation.  The  figures  for  the 
two  groups  in  our  series  are  7.6''y  and  1.7% 
respectively. 

Patients  with  vaginal  cuff  recurrences 
have  little  chance  of  survival.  Of  6  patients 
with  cuff  recurrences  after  receiving  pri- 
marj'  therapy  at  Memorial  Hospital,  and  of 
11  patients  referred  with  cuff  recurrence, 
only  3  survived  (18^).  Treatment  of  cuff 
recurrences  offers  a  poor  chance  of  survival. 
Irradiation  is  usually  technically  difficult; 
exenterative  survey  is  often  impossible  be- 
cause of  medical  problem'".  Therefore,  the 
emphasis  must  be  placed  on  prevention  of 
such  recurrences. 

Discnssio)i 

In  view  of  these  problems,  how  should  car- 
cinoma of  the  endometrium  be  managed? 
Gusberg-"  suggests  the  following  treatment 
program : 

Stage  I — total  hysterectomy  with  removal 
of  the  adnexal  structures  and  a  vaginal  cuff. 

Stage  II — preoperative  radium  followed  by 
hysterectomy  (as  above). 

Stage  III — preoperative  radium  and  rad- 
ical hysterectomy  with  node  dissection. 

Stage  IV — exenteration. 
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Randall'  recommends  the  following-  treat- 
ment program : 

Early  cases:  Patients  with  a  short  history, 
a  normal-sized  uterus,  and  no  endocervical 
involvement  are  treated  by  total  hysterec- 
tomy and  bilateral  salpingo-oophorectomy 
without  previous  radium. 

Delayed  cases:  Patients  with  a  long  history 
of  bleeding,  an  enlarged  uterus,  or  endocerv- 
ical involvement,  receive  preoperative  radium 
followed  by  a  radical  hysterectomy,  with  or 
without  node  removal. 

We  agree  generally  with  both  of  these 
programs,  with  one  major  exception  :  We  pre- 
fer to  use  preoperative  radium  in  all  pa- 
tients for  two  reasons  :  ( 1 )  a  lower  vaginal 
cuff  recurrence  rate;  (2)  elimination  of  the 
necessity  for  removing  an  extensive  portion 
of  the  vaginal  cuff.  Price"  found  no  signifi- 
cant difference  in  vaginal  cuff  recurrences 
whether  2  cm  or  more  of  the  cuff  was  re- 
moved or  not.  Wall''  pointed  out  that  radium 
therapy  lessens  vaginal  cuff  recurrences  and 
decreases  the  complications  associated  with 
ureteral  mobilization,  which  must  be  done 
in  order  to  remove  adequately  the  upper 
vagina  and  paracervical  tissues.  It  has  not 
been  our  practice  to  remove  a  vaginal  cuff, 
yet  we  would  feel  much  more  obligated  to  do 
so  if  preoperative  radium  were  not  used.  If 
the  uterus  is  of  normal  size,  the  colpostats 
of  an  Ernst  applicator  will  deliver  adequate 
dosages  to  the  vaginal  fornices  and  paracerv- 
ical tissues,  while  the  tandem  will  irradiate 
the  primary  tumor.  In  case  of  a  larger  uterus, 
and  especially  if  surgery  is  not  part  of  the 
therapy,  intracavitary  radium  (Heyman  cap- 
sules) should  be  used  in  addition  to  the  Ernst 
applicator  to  deliver  a  higher  dosage  within 
the  uterine  cavity. 

While  radical  surgery  should  probably  be 
used  more  often,  especially  in  patients  with 
endocervical  involvement,  node  dissection  in 
conjunction  with  this  surgery  appears  to  be 
mainly  of  prognostic  value.  Randall'  noted 
no  increased  survival  rate  in  100  patients 
who  underwent  node  dissection.  Beck'"  re- 
ported a  90  ^/r  incidence  of  extrapelvic  metas- 
tasis when  pelvic  nodes  were  positive. 


Vaginal  hysterectomy  may  have  a  place 
in  the  treatment  of  some  patients  with  endo- 
metrial carcinoma.  If  the  uterus  is  small  and 
removal  by  the  vaginal  approach  is  practical, 
such  management  would  be  preferable  to 
withholding  surgery  because  of  obesity  or 
other  medical  problems.  Pratt"  reported  ex- 
cellent survival  rates  and  low  vaginal  recur- 
rences in  100  patients  managed  in  this  way 
(IS'a  of  his  surgical  series).  An  objection 
to  this  approach  is  the  difficulty  sometimes 
encountered  in  removing  the  adnexal  struc- 
tures, which  are  involved  with  tumor  in  ap- 
proximately 11'^;  of  surgical  patients.--"'  In 
our  own  series,  no  patient  with  a  normal- 
sized  uterus  had  ovarian  or  tubal  metastasis. 

Sumnuvy  and  Conclusions 

A  series  of  174  patients  treated  between 
1952  and  1965  is  critically  reviewed.  Those 
factors  which  modify  treatment  and  prog- 
nosis are  discussed,  and  recommendations  for 
management  are  made. 
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Retrolental  Fibroplasia  in  North  Carolina 

Evaluatiou  of  Children  in  the  Governor  M or ehead  School  (Raleigh) 


Rachel  Rawls,  M.S.,  and  George  W.  Paulson,  M.D. 

Raleigh 


During  a  review  of  the  psychologic  and 
neurologic  characteristics  and  the  electro- 
encephalograms of  children  with  retrolental 
fibroplasia,  it  has  been  possible  to  evaluate 
the  residential  school  children  in  North  Caro- 
lina who  have  loss  of  vision  due  to  this  con- 
dition. This  article  reviews  aspects  of  retro- 
lental fibroplasia  (RLF)  that  may  be  of  in- 
terest to  physicians  in  North  Carolina. 

Although  RLF  was  described  in  premature 
infants  by  Terry  in  1942,'  it  was  not  until  the 
early  1950s  that  the  association  between  pro- 
longed oxygenation  at  high  levels  and  RLF 
was  discovered.-  RLF  is  known  to  occur  in 
full-term  babies  who  have  not  received  ex- 
cessive amounts  of  oxygen,  but  avoidance 
of  high  levels  of  oxygenation  has  almost  com- 
pletely stopped  the  production  of  new  cases. 

During  the  development  of  RLF  venous  en- 
gorgement and  neovascularization  of  the  re- 
tina begins  insidiously  and  can  progress  to 
retinal  separation,  agglutination  of  the  vi- 
treous humor,  and  irreversible  scarring  of 
the  lens,  iris,  and  retinal  elements.  The  pro- 
cess is  sometimes  arrested  at  an  early  stage, 
and  blindness  can  be  partial  or  total.  In  addi- 
tion to  blindness,  these  premature  children 
frequently  have  associated  brain  damage  of 
various  degrees.-* 

Student  Group 
To  qualify  for  education  at  the  Governor 
Morehead  School  in  Raleigh,  a  child  must 
have  vision  of  20  200  or  less  in  the  better 
eye,  or  a  visual  limitation  to  20S'f  of  the  nor- 
mal field  of  vision.  Markedly  retarded  chil- 
dren are  not  admitted.  It  is  obvious,  there- 
fore, that  the  group  studied  at  the  Governor 
Morehead  School  is  a  selected  group,  and 
most  children  who  have  severe  neurologic 
disease  in  addition  to  RLF  are  excluded  by 
the  admission  policies. 


Fifty-eight  residental  school  children  with 
RLF  were  available  for  study.  Fifty-five 
were  Caucasian  and  3  were  Negro.  There 
are  a  total  of  222  Caucasian  and  174  Negro 
children  in  the  school.  The  age  range  of  the 
students  with  RLF  can  be  seen  in  Figure  1. 

AGE  DISTRIBUTION 
OF  CHILDREN  WITH  RLF 


10 

AGES 

Fig.  1.  Age  range  of  children  with  RLF. 

The  area  of  hospitalization  of  the  students 
during  infancy  is  seen  in  Figure  2.  Most  older 
children   were  treated   during  the  neonatal 
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From   the   North   Carolina   State   Board   of   Pubhc   Health, 
Raleigh,  N.  C. 


Fig.  2.  County  of  birth  for  children  with  RLF. 

period  in  large  centers,  and  most  of  the  chil- 
dren under  10  years  of  age  were  treated  at 
smaller  hospitals.  The  relative  absence  of 
children  from  Mecklenburg  County  may  re- 
flect the  fact  that  a  day-school  program  is 
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available  in  Charlotte  for  blind  children 
from  that  area.  As  of  March,  1965,  seven 
children  having  RLF  were  registered  with 
the  State  Department  of  Public  Instruction 
from  the  Charlotte-Mecklenburg  school  sys- 
tem. In  addition  to  the  students  at  the  Gov- 
ernor Morehead  School,  there  are  20  other 
children  with  RLF  throughout  the  state, 
but  most  of  the  20  have  20  200  vision  in  at 
least  one  eye.  One  of  the  latter  group  has 
since  entered  the  Governor  Morehead  School 
and  is  included  in  this  study. 

In  general  the  children  with  RLF  have 
poorer  vision  than  other  children  in  the  Gov- 
ernor Morehead   School.   One  visual  coding 


Table    1 

Visual  Coding  System^ 

Vision  Level 

Visual  Acuity  or  Designation 

I 

20/200 

II 

15/200  and  20/300 

III 

10/200,  20/4000.  15/3000,  20/500  &  10/500 

IV 

20/600,  10/300,  5/500,  5/200,20/400,  20/800 

&  10/500 

V 

4/400,  10/800,  5/800,  5/500.  2/200,  1/300 

to  1/500,  20/1000  to  20/4000  &  2/400 

VI 

Counts  fingers 

VII 

Hand  movement 

VIII 

Light  perception 

IX 

Totally  blind 

system  in  current  use-"  is  outlined  in  Table  1, 
and  Table  2  summarizes  the  degree  of  defect 
in  the  children  studied.  From  Table  2  it  is  a 
also  apparent  that  children  with  RLF  have 
a  greater  degree  of  impairment  than  do  most 
blind  children  in  the  United  States  as  a 
whole.  It  should  be  recognized  that  visual 
acuity  figures  are  often  only  an  approxima- 
tion, despite  the  fact  that  all  children  have 


been  evaluated  by  an  ophthalmologist.  From 
an  educational  standpoint,  "near  vision" 
figures,  as  an  indication  of  ability  to  utilize 
print  materials,  are  of  greater  significance 
than  formal  distance  acuity  figures. 

The  range  of  birth  weights  of  the  chil- 
dren is  outlined  in  Figure  3.  The  ages  of 
the  mothers  are  shown  in  Figure  4. 

Psychologic   Studies 

AH  of  the  children  were  given  selected 
psychologic  tests,  including  the  Wechsler 
Adult  Intelligence  Scale,  the  Wechsler  In- 
telligence Scale  for  Children,  and  selected 
tests  from  a  recent  "HAPTIC"  test  de- 
vised for  the  adult  blind.  Digit  symbol,  ob- 
ject assembly,  form  completion,  and  a  pat- 
tern form  board  were  all  utilized.  Digit  sym- 
bol consists  of  the  tactile  examination  of 
shapes  with  superimposed  raised  dots,  and 
identification  of  similar  shapes  (without 
raised  dots)  on  another  form  board.  The  pa- 
tient is  then  asked  to  tell  the  number  of  dots 
on  the  initial  figure.  The  object  assembly 
test  consists  of  reassembling  a  doll  or  ball 
from  which  one  part  is  missing.  In  another 
test,  a  patterned  form  is  "shown"  to  the  sub- 
ject tactually  and  he  reproduces  the  pattern 
on  a  nearby  peg  board.  In  addition  to  these 
tests,  all  subjects  were  rated  by  their  home 
room  teacher  on  a  scale  designed  to  obtain  in- 
formation about  anxiety,  space  orientation, 
mannerisms,  motivation  toward  physical 
independence,  etc. 

The  average  intelligence  quotient  of  the 
children  with  RLF  was  95.45,  with  a  range 
of  62  to  133    (Figure  5).  This  is  approxi- 


Table  2 

Visual  Levels  of  Governor  Morehead  School  Children  with  RLF  Compared  with 

Other  Blind  Children  in  the  United  States 


No. 

Per  Cent 

American    Printing 

Residential 

Governor  Morehead 

House  for  the  Blind* 

Schools  for  the 

ision  Level 

School  Children  with  RLF 

1963 

Blind* 

1963 

I 

3 

5 

34 

18 

n 

1 

2 

5 

4 

m 

2 

4 

9 

8 

IV 
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4 

5 

5 

V 

2 

4 

1 

2 

VI 

4 

7 

6 

9 

VII 

1 

2 

3 

5 

vm 

14 

24 

15 

21 

IX 

28 

49 

22 

28 

♦Figures  represent  percentage   of  total  registrants. 
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Fig.  3.  Birth  weights  for  children  with  RLF. 


mately  the  same  as  the  mean  for  the  school 
as  a  whole.  There  was  little  difference  in  the 
verbal  functioning-  of  this  Ki"oup  as  com- 
pared to  other  blind  children  at  the  school. 
The  children  with  RLF  appeared  somewhat 
lower  in  comprehension,  concrete  reasoning 
ability,  and  arithmetic  reasoning;  but  they 
scored  better  in  digit  repetition  and  imme- 
diate recall.  These  differences,  however,  may 
reflect  a  difference   in   previou.s  experience 


rather  than  a  difference  in  basic  mental  ca- 
pacity. 

Children  with  RLF  often  have  limited  op- 
portunity to  acquire  motor  knowledge  and 
independent  function  due  to  the  relatively 
high  economic  background  and  severe  visual 
handicap  of  the  group.  Better  comparative 
scores  on  immediate  recall  may  be  related 
to  utilization  of  memory  in  this  group. 

In  several  children  there  appeared  to  be 


AGE  Of  MOTHERS  AT  BIRTH 
OF  CHILD  WITH  RLF 
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Fig.  4.  Maternal  age  at  birth  of  child  with  RLF. 
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"ig.   5.   Intelligence   quotients   of   children   with   RLF. 


mild  developmental  retardation,  in  that 
speech,  crawling,  walking,  etc.,  had  been 
slower  than  normal.  Prematurity  itself  may 
partially  account  for  this  fact,  but  when 
walking  is  delayed  beyond  4  years  of  age, 
other  factors  are  probably  responsible.  In  a 
few  instances,  speech  development  seemed 
normal,  then  stopped  for  long  periods.  Ma- 
turation may  be  genuinely  slowed  in  some  in- 
stances, but  a  major  factor  is  the  extreme  en- 
vironmental support  some  children  with  RLF 
have  had  in  infancy.  The  child  with  RLF 
is  often  an  only  child,  has  had  a  difficult  in- 
fancy, and  may  have  economically  secure 
parents,  stunned  by  the  problem  of  educating 
a  totally  blind  child.  It  is  particularly  diffi- 
cult to  avoid  overprotecting  these  children. 

All  the  children  manifested,  at  least  while 
younger,  the  mannerisms  often  seen  in  blind 
children.  These  mannerisms  consist  of  rock- 
ing from  side  to  side,  rapid  finger  or  hand 
movements,  and  production  of  an  auditory 
stimulus  by  a  low  hum  or  finger  "popping." 
In  addition,  probably  more  than  other  blind 
children,  almost  all  subjects  "punched"  their 
eyes.  This  very  characteristic  mannerism 
consists  of  light  pressure  exerted  with  the 
fingers,  knuckles,  or  back  of  the  hand  against 
the  orbital  rim,  lids,  or  eyebrows,  and  is 
likely  to  be  performed  during  periods  of 
concentration  or  boredom.  Many  of  the  other 
movements,    particularly    the    rapid    finger 


movements,  are  more  commonly  seen  when 
the  student  is  excited.  Many  children  have 
been  observed  to  walk  on  tiptoes  well  into 
the  school  age. 

All  children  were  interviewed  regarding 
their  dreams,  and  about  half  related  a  mean- 
ingful dream  history.  All  those  with  useful 
vision  had  predominantly  visual  dreams,  oft- 
en involving  the  day's  I'esidue  of  experience. 
None  of  the  children  who  were  totally  blind 
from  birth  had  visual  dreams,  and  they 
usually  had  auditory,  tactile,  or  motor  ex- 
perience during  dreams.  Nightmares  in  the 
sightless  group  consisted  largely  of  sensa- 
tions of  bodily  injury,  never  of  running  to 
escape  and  the  like. 

Neurologic  Status 
(Old  Electroencephalography 

Most  of  the  children  were  neurologically 
normal.  One  child  has  had  seizures,  and  6 
had  unequivocally  abnormal  neurologic  test 
results.  The  abnormalities  were  usually 
minor,  however,  and  no  child  had  marked 
hemiparesis,  tremor,  athetoid  movements,  or 
cranial  nerve  deficit  other  than  those  related 
to  the  visual  system.  None  of  the  children 
without  vision  were  able  to  direct  their  eyes 
on  command,  and  the  incessant  random  nys- 
tagmus of  the  blind  characterized  the  entire 
group.  Even  in  children  with  extreme  micro- 
phthalmia and  a  barely  discernible  cornea, 
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Table   3 
Resident  Live  Birth  Rates  Per  1000  Population 
in  North   Carolina   by   Color 
(1944-1964)* 

Year                       Total                  White  Nonwhite 

1944                           25.2                      24.3  27.6 

1946                          27.7                     27.3  28.6 

1948                          28.8                     27.4  32.3 

1950                          26.2                     23.5  33.6 

1952                          26.7                     24.1  34.0 

1954                          26.9                     24.3  34.4 

1956                          26.6                     24.0  34.2 

1958                          24.8                     22.5  31.6 

1960                          24.1                     22.1  29.8 

1962                          23.5                     21.6  29.2 

1964                            22.3                      20.2  28.3 
*Data    obtained    from    the    National    Office    of    Vital    Sta- 
tistics,  Washington,  D.   C. 

there  was  exquisite  sensation  to  light  touch 
of  the  orbital  contents. 

In  agreement  with  the  findings  of  others,'' 
EEGs  in  13  of  our  patients  were  abnormal. 
These  abnormalities  were  all  confirmed  on 
repeat  testing.  All  the  abnormalities  were 
found  in  children  with  almost  total  lack  of 
useful  vision.  As  is  emphasized  in  the  litera- 
ture, there  was,  with  the  exception  of  the 
one  child  who  had  seizures,  no  correlation 
between  the  presence  of  an  abnormal  EEG 
and  neurologic  deficit.  Similarly,  there  was 
no  correlation  between  the  IQ  level  and  the 
EEG.  The  EEGs  of  several  children  contain- 
ed abortive  spike  and  dome  complexes,  which 
were  poorly  differentiated.  Slow  waves,  at 
less  than  5  cycles  per  second,  were  seen  in  all 
the  abnormal  tracings.  In  addition,  and  of 
particular  theoretical  interest  (see  Discus- 
sion), unequivocal  spike  discharges  were 
present  in  the  occipital  regions  of  6  children. 
None  of  these  children  had  seizures. 

Discussion 
Although  RLE  may  be  assumed  to  be  de- 
creasing, it  has  not  disappeared  in  the  15 
or  more  years  since  its  association  with  treat- 
ment of  premature  infants  with  high  levels 
of  oxygen  was  discovered.  A  review  of  the 
available  early  infancy  records  of  these  chil- 
dren tends  to  confirm  the  impression  that 
when  oxygen  was  used,  the  physician  consid- 
ered it  essential  in  order  to  save  the  life  of 
the  babies,  but  recent  literature  questions  the 
need  for  any  oxygen  unless  the  child  is  cyan- 
otic. The  relative  rarity  of  RLE  in  the  Negro 


Table    4 
Resident    Premature    Live    Births*    in    North    Carolina 

by  Color  (1952-1964 )•* 
Year  Total  White  Nonwhite 

1952  1,363  821  542 

1954  1,321  762  559 

1956  1,489  848  641 

1958  1,506  876  630 

1960  1,385  757  628 

1962  1,539  852  687 

1964  1,497  759  738 

*Birth   weights   less    than    3    pounds   5   ounces. 
**Data  obtained  from  the  Public  Health  Statistics  Section, 
North  Carolina  Department  of  Public  Health.  Raleigh,  N.  C. 

in  North  Carolina  is  probably  related  to  dif- 
ferences in  management  of  the  prematures, 
since  the  relative  mortality  rates  do  not  ex- 
plain the  differences  in  incidence  between 
white  and  Negro  (Tables  3-6). 

As  pointed  out  by  Terry,'  RLE  may  occur 
in  10  ""a  of  infants  weighing  3  to  4  pounds 
at  birth.  Several  children  in  the  Governor 
Morehead  School  weighed  less  than  2  pounds 
at  birth,  and  only  5  weight  over  4  pounds.  In 
view  of  the  increased  survival  rate  of  ex- 
tremely small  premature  infants,  and  the 
fact  that  preschool  children  with  RLE  are 
still  seen,  it  seems  unlikely  that  the  condi- 
tion will  completely  disappear  from  North 
Carolina. 

The  children  in  the  Governor  Morehead 
School  are  an  educable  group,  and  there- 
fore it  is  not  surprising  that  neurologic  ab- 
normalities and  extreme  emotional  illness 
are  less  apparent  in  this  group  than  in  other 
reported  series. 

There  is  a  high  incidence  of  what  has  been 
called  childhood  autism  in  RLE,  with  prom- 
inent stereotyped  movements,  toe-walking, 
and  extreme  attachments  to  objects  in  child- 
hood (particularly  noise-makers).  These  pe- 
culiarities have  prompted  a  diagnosis  of 
childhood  schizophrenia  in  such  children,'' 
but  this  diagnosis  does  not  seem  warranted 
in  any  of  our  children. 

Mannerisms,  stereotyped  movements  or 
mannerisms  (sometimes  called  "stereotypies" 
or  "blindisms"  by  educators  that  work  with 
the  blind)  are  not  peculiar  to  the  blind,  of 
course,  and  are  seen  in  some  normal  children, 
in  mental  defectives,  and  in  primates  who 
have  been  maintained  in  social  isolation.  The 
reason  for  the  mannerisms  is  uncertain.  The 
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Table  5 

Neonatal*    Death    Rates    Per    1000    Live    Births    in 

North    Carolina    by    Color    (1944-1964)** 

Year  Total  White  Nonwhite 

1944  25.4  23.1  30.5 

1946  24.9  23.7  27.8 

1948  23.0  20.7  28.0 

1950  21.4  18.6  26.7 

1952  22.0  18.7  28.6 

1954  19.4  15.8  26.6 

1956  20.4  17.2  26.7 

1958  21.1  18.4  26.6 

1960  20.2  16.5  28.2 

1962  19.7  16.7  26.4 

1964  19.9  16.1  28.0 

*Birth— 27   days. 
**Data    for     1944-1962    obtained    from    the     National    Vital 
Statistics  Division,  U.  S.  Public  Health  Service,  Washington, 
D.  C. 

Data  for  1962  obtained  from  the  Public  Health  Statistics 
Section,  North  Carolina  State  Board  of  Health,  Raleigh, 
N.  C. 

movements  are  vigorously  interdicted  at  the 
school,  as  part  of  the  general  effort  to 
achieve  a  normal  posture,  gait,  and  facial  ex- 
pression. 

Significant  psychologic  differences  be- 
tween these  children  and  other  blind  children 
are  difficult  to  substantiate,  although  most 
workers  suspect  that  such  differences  exist. 
There  appears  to  be  a  greater  persistence  of 
mannerisms  or  "blindisms"  in  this  group, 
and  there  may  be  a  greater  tendency  to  in- 
dulge in  day  dreams  and  fantasy.  As  a 
group,  the  children  have  some  difficulty  in 
learning  to  use  their  hands  effectively.  None 
of  these  features  is  peculiar  to  these  children, 
however,  and  numerous  exceptions  have  been 
noted. 

The  essentially  normal  results  of  neurol- 
ogic examinations  are  in  contrast  to  the  re- 
port by  Bender,^  which  suggests  that  almost 
all  children  with  RLF  are  brain  damaged. 
Since  Bender's  group  of  children  were  in 
the  Creedmore  State  Hospital  and  ours  are 
active  in  school,  the  difference  is  not  surpris- 
ing. 

The  abnormal  EEGs  in  our  group  are  not 
easy  to  explain.  This  finding  has  been  ob- 
served previously  by  several  others."  Prema- 
turity and  factors  leading  to  prematurity 
may  have  produced  some  diffuse  brain  dam- 
age, even  though  such  damage  was  not  mani- 
fested in  seizures,  mental  deficiency,  or  ab- 


Table  6 
Infant*    Death   Rates   Per   1000   Live   Births   in 
North  Carolina  by  Color  (1944-1964)** 

Year                       Total                  White  Nonwhite 

1944                           45.4                      38.8  60.0 

1946                          37.2                     32.7  47.9 

1948                          35.3                     29.5  47.6 

1950                          34.5                     26.7  49.7 

1952                          35.7                     26.4  54.0 

1954                          30.2                     22.1  46.5 

1956                           30.9                      22.9  47.2 

1958                          32.6                     24.5  49.2 

I960                          31.7                     22.3  52.4 

1962                          30.5                     22.2  48.7 

1964                           .30.2                      21.5  49.0 
«Birth— 27  days 
**Data   for    1944-1962   obtained   from   the   National   Office   of 
Vital    statistics,    Washington,   D.    C. 

Data  for  1964  obtained  from  the  Public  Health  Statistics 

Section,  North  CaroUna  State  Board  of  Health,  Raleigh, 
N.  C. 

normal  results  of  neurologic  examinations.  A 
second  and  theoretically  more  interesting  ex- 
planation is  that  the  abnormal  EEG  activity 
occurs  secondary  to  isolation  of  an  area  of 
the  cortex  from  its  peripheral  input.  Dener- 
vated  neural  tissue  and  isolated  cortical 
slabs  are  prone  to  develop  abnormal  dis- 
charges.' Neurons  in  the  occipital  cortex  of 
cats  which  have  been  blinded  from  birth  are 
reported  to  be  abnormal  neurophysiological- 
ly.^ 

Siimmarij 
Retrolental  fibroplasia  is  the  apparent 
cause  of  blindness  in  58  out  of  396  of  the 
students  at  the  Governor  Morehead  School.  A 
few  children  with  this  disorder  are  still  seen 
each  year  as  new  students.  There  is  little 
evidence  of  neurologic  abnormality  in  our 
children,  although  13  of  the  58  have  had 
abnormal  electroencephalograms  on  two  or 
more  occasions.  These  children  display  a  high 
frequency  of  stereotyped  hand  and  body 
movements. 
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Psychologic  Characteristics  of  Children  with  Cystic  Fibrosis 

Alexander  Spock.  M,D..  and  Donald  J.  Stedman,  PhD. 

Durham 


Cystic  fibrosi.s  (CF)  is  one  of  the  most 
common  chronic  diseases  seen  in  pediatrics 
today,  and  although  in  recent  years  the  prog- 
nosis has  improved,  it  remains  a  frequently 
fatal  disease.  The  management  of  patients 
with  this  disease  is  a  trying  experience  for 
the  patient's  family  as  well  as  the  physician. 
since  the  diagnosis  frequently  gives  rise  to 
severe  emotional  reactions  in  the  patient, 
parents,  and  family,  especially  the  most  deep- 
seated  an.xiety  of  all — fear  of  separation  and 
death. 

Although  some  excellent  behavorial  stu- 
dies have  been  conducted  with  regard  to 
chronic  and  fatal  diseases  such  as  leukemia' - 
and  muscular  dystrophy,'-'  little  attention 
has  been  focused  on  the  psychologic  aspects 
of  cystic  fibrosis."' 

It  would  seem  useful  to  inspect  the  psycho- 
logic variables  surrounding  this  condition  in 
order  to  improve  our  understanding  and 
management.  It  would  also  seem  important  to 
investigate  the  effects  of  parental  feedback 
on  the  behavior  of  the  child.  Interest  in  the 
latter  has  increased  with  the  reports  by  med- 
ical staff  members,  educators,  and  others 
that  the  children  seen  in  the  Cystic  Fibrosis 
Clinic  of  Duke  Hospital  seem  intellectually 
brighter,  more  articulate,  and  more  socially 
adept  than  the  average  child.  The  persis- 
tence of  these  reports  led  us  to  investigate 
their  validity. 

A  pilot  study  was  undertaken  in  order  (1) 
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to  sample  the  intellectual  levels  of  the  pa- 
tients with  CF,  and  (2)  to  evaluate  the  social 
and  psychologic  aspects  of  these  children's 
behavior  patterns. 

Material  a)id  Method 

Thirty-four  children  ranging  in  age  from 
3  to  16  years  were  randomly  picked  from 
the  CF  Clinic  at  Duke  University  Medical 
Center.  During  the  course  of  the  study  one 
child  died,  and  seven  moved  from  the  geo- 
graphic area  or  withdrew  from  the  clinic. 
Five  could  not  complete  the  evaluation  for 
assorted  reasons. 

Each  of  the  21  children  (13  girls,  8  boys) 
undergoing  the  complete  evaluation  was  ad- 
ministered the  Peabody  Picture  Vocabulary 
Test  (Form  A),  the  Goodenough  Draw-a- 
Person  Test,  and  cards  A,  3,  4,  and  6  of  the 
Bender  Visual  Motor  Test.  The  last  was  ad- 
ministered first  as  an  "ice-breaker." 

Each  child  was  seen  individually  in  the 
psychologic  testing  area  of  the  Pediatric  Out- 
patient Clinic  after  a  routine  clinic  visit  for 
medical  or  physiotherapeutic  treatment.  The 
mean  age  of  the  group  evaluated  was  8  years 
6  months.  Three-fourths  of  the  group  were 
rated  good  or  excellent  on  the  Shwachman 
Scale  for  evaluation  of  the  clinical  condition 
of  patients  with  CF.  The  intelligence  test 
scores  were  analyzed  to  determine  the  mean 
IQ  of  the  group.  Figure  drawings  were  eval- 
uated for  inference  concerning  psychologic 
factors.'"' 

Results 
The  IQs  of  the  21  subjects  ranged  from  81 
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Fig.  1.  Sample  drawings  of  cliildren  with  cystic  fibrosis.  Note  emphasis  on  hair  and  eyes  and  de-emphasis  of  hands 
in  drawings  at  left  (A),  and  emphasis  on  the  chest  in  drawings  at  center  and  left  (B,  C). 


to  150,  with  a  mean  of  104  (Table  1).  This 
mean  score  is  slightly  higher  than  average 
but  not  significantly  different  from  the  mean 
IQ  of  100  with  the  size  sample  of  subjects. 
Distribution  by  sex  indicated  a  mean  IQ  of 
103  for  the  boys  and  105  for  the  girls.  Neith- 
er mean  score  is  significantly  different  from 
the  mean  IQ  of  100  for  this  sample. 

Table    1 

Intelligence  Quotients  of  Children  with  Retrolental 
Fibroplasia  by  Sex 

No.  Subjects  Mean  Score  Range 

Male  8  103  81-144 

Female  13  105  86-150 

Total  21  104  81-150 

Of  interest  with  regard  to  the  Picture  Vo- 
cabulary Test  was  a  generally  greater  than 
"normal"  span  of  "scatter"  in  the  error  re- 
sponses on  the  intelligence  tests.  This  "scat- 
ter" has  been  considered  by  some  clinicians' 
to  be  indicative  of  the  presence  of  a  high  level 
of  anxiety. 

Inspection  of  the  drawings  (Fig.  1)  indi- 
cates emphasis  on  the  eyes,  seeing,  and  being 
seen.  In  addition,  there  is  emphasis  on  the 
hair,  thought  to  indicate  both  a  high  level  of 
anxiety  and  a  need  for  strength."  There  was 
also  notable  de-emphasis  of  the  hands,  espe- 
cially among  the  girls,  which  is  said  to  indi- 
cate feelings  of  inadequacy  and  a  need  for 


support.  In  five  drawings  (Fig.  1  B-C) 
the  chest  appeared  oversized  for  the  rest  of 
the  torso.  This  is  a  common  finding  among 
drawings  of  tuberculosis  patients. 

Also  of  interest  were  the  off-hand  remarks 
of  some  of  the  subjects  in  the  act  of  drawing 
the  human  figures.  For  example,  one  very 
bright  16-year-old  girl  commented,  "She's 
maldeveloped ;  I'll  tell  you  that!"  It  is  of 
interest  that  the  appearance  of  secondary 
sexual  characteristics  was  delayed  in  this 
patient. 

Discussion   and   Conclusions 

Psychologic  evaluation  indicated  that 
among  21  children  having  cystic  fibrosis 
there  was  an  average  mean  intelligence.  This 
is  contrary  to  our  hypothesis  that  the  mean 
IQ  of  the  patients  with  cystic  fibrosis  would 
be  significantly  higher  than  the  average  IQ 
of  100. 

In  general,  it  appears  that  children  with 
this  disease  tend  to  become  more  highly  ver- 
bal in  response  to  their  own  anxiety,  and 
perhaps  also  to  that  of  their  parents.  This 
characteristic  makes  them  seem  brighter 
than  the  general  population.  The  increased 
anxiety  of  these  children  is  reflected  in  the 
figure  drawings  as  well  as  the  anxious  ver- 
bal output  observed  during  interviews.  It 
takes  the  form  of  politeness,  neatness,  and 
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social  conformity,  which  are  often  equated 
with  intelligence  in  our  culture. 

In  addition,  it  is  postulated  that  the  height- 
ened sympathy  and  overprotectiveness  of  the 
parents,  who  are  aware  of  the  fatal  outcome 
of  the  disorder  and  are  attempting  to  control 
their  anxiety,  creates  consistent  postive  re- 
ward schedules.  As  a  result,  the  children  dis- 
tort their  reality  into  a  world  that  is  almost 
"too  good  to  be  true."  It  is  probable  also  that 
the  parents  increase  their  tolerance  of  nox- 
ious behavior  on  the  part  of  children  with 
terminal  disorders,  so  that  a  maximally  per- 
missive atmosphere  exists  in  the  home.  The 
net  result  of  this  permissive  and  extremely 
anxious  family  atmosphere  appears  to  be  a 
"pseudo-superintellectual"  child. 

A  comparison  of  this  group  of  patients 
with  other  chronically  ill  children  would  seem 
in  order,  as  well  as  a  greater  in-depth  eval- 
uation of  the  personality  structures  of  the 
older  patient  with  cystic  fibrosis  and  his  in- 
fluence on  the  family  setting. 
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Wegener's  Granulomatosis 

Robert  L.  Smith,  M.D. 
Chapel  Hill 


Wegener's  granulomatosis  is  an  uncommon 
but  devastating  disease  which  involves  mul- 
tiple organ  systems  and  produces  a  great 
variety  of  symptoms  and  signs  in  the  affected 
patient.  Because  of  this,  the  correct  diagnosis 
is  often  not  made  until  the  patient's  condi- 
tion is  terminal  and  therapy  is  ineffective. 
A  patient  seen  recently  at  North  Carolina 
Memorial  Hospital  illustrates  many  of  the 
classic  features  of  the  disorder  and  is  pre- 
sented here  with  a  brief  review  of  pertinent 
literature  and  suggestions  for  early  definitive 
diagnosis. 

Clinical  Case  History 

The  patient,  a  51-year-old  white  man,  first 
consulted  his  physician  on  June  23,  1965,  ap- 
proximately three  months  before  death,  be- 
cause of  cough  and  fever.  He  had  apparently 
had  intermittent  nasal  congestion  since  the 
previous  winter  but  had  been  able  to  continue 
his  work  in  a  lumber  yard  until  late  June. 
He  was  treated  initially  with  antibiotics  but 
failed  to  improve  and  was  hospitalized  on 
July  8  following  the  onset  of  hemoptysis.  De- 
spite treatment  with  several  different  anti- 
biotics during  the  first  week  of  hospitaliza- 
tion, he  remained  febrile  and  continued  to 
cough  up  bloody,  purulent  sputum. 

On  July  16,  he  was  transferred  to  another 
hospital,  where  he  remained  for  about  one 
month.  There,  he  was  intermittently  febrile, 
with  temperatures  as  high  as  105°  F.,  and 
continued  to  cough  up  bloody,  purulent  spu- 
tum containing  variable  bacterial  flora.  At 
one  point  a  small  ulcer  was  observed  on  his 
epiglottis.  Thrombophlebitis  developed  in  his 
right  leg  but  subsequently  resolved.  Re- 
peated chest  x-rays  showed  variably  distrib- 
uted pulmonary  infiltrates  which  at  one  time 
or  another  involved  each  of  the  five  major 
pulmonary  lobes.  Multiple  studies  did  not 
lead  to  a  definitive  diagnosis,  and  the  patient 
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was  treated  with  several  different  antibiotics 
without  apparent  improvement.  On  a  regi- 
men of  prednisone  he  improved  initially  but 
then  began  to  worsen  again.  While  in  the 
second  hospital  his  urinalyses  showed  vary- 
ing degrees  of  albuminuria  and  microscopic 
hematuria  and  pyuria.  The  level  of  blood 
urea  nitrogen  (BUN)  there  was  normal.  On 
August  15,  35  days  before  death,  he  was 
transferred  to  North  Carolina  Memorial  Hos- 
pital. 

Admission  examination  here  revealed  a, 
thin,  chronically  ill  white  man  with  pulse 
120  min,  respirations  32  min,  blood  pressure 
112  78  mm  Hg,  and  temperature  99.6  F.  He 
had  lost  approximately  30  pounds  since  the 
onset  of  illness.  There  were  irregular  rales, 
areas  of  dullness,  and  decreased  breath 
sounds  over  both  lung  fields.  Initial  chest 
films  showed  irregular  infiltrates  in  both 
lung  fields,  and  initial  laboratory  studies  dis- 
closed a  hematocrit  level  of  30  7^,  a  white 
blood  cell  count  of  13,300  cu  mm  (predomi- 
nantly polymorphonuclear  leukocytes) ,  blood 
urea  nitrogen  26  mg  100  ml,  serum  albumin 
1.6  gm  100  ml,  and  serum  globulin  5.3  gm/ 
100  ml.  Urinalysis  revealed  1  plus  albumin, 
5-10  white  blood  cells  per  high  power  field, 
and  scattered  hyaline,  white  blood  cell,  and 
granular  casts. 

The  patient  was  treated  with  Ampicillin 
for  the  first  ten  days,  during  which  the  dose 
of  prednisone  was  tapered  and  eventually 
discontinued.  Several  different  species  of 
bacteria  were  cultured  from  the  sputum,  and 
after  the  first  ten  days  he  was  placed  on  a 
regimen  of  Keflin.  He  remained  intermit- 
tently febrile,  became  progressively  weaker, 
and  showed  no  persistent  improvement  at 
any  time.  Multiple  studies  again  failed  to  lead 
to  a  definitive  diagnosis.  Despite  numerous 
transfusions,  his  hematocrit  remained  just 
below  30  7r.  Terminally  the  BUN  was  155 
mg  100  ml,  and  the  patient  was  in  extreme 
respiratory  distress.  He  expired  on  Septem- 
ber 21,  1965,  about  three  months  after  first 
consulting  his  physician. 


430 


NORTH  CAROLINA  MEDICAL  JOURNAL 


September,  1966 


"f:-<>S 


Fig.  1  (X  65).  This  portion  of  the  inferior  larjngeal 
wall  exhibits  a  mucosal  ulcer  and  underlying  granuloma- 
tous inflammation. 

Autopsy  Findings 

Many  small  visceral  arteries  exhibited  foci 
of  acute  mural  inflammation  and  fibrinoid 
necrosis.  These  included  numerous  pulmon- 
ary arterial  branches  in  both  lungs,  many 
trabecular  and  follicular  arteries  and  ar- 
terioles in  the  spleen,  multiple  small  hepatic 
and  renal  arterial  branches,  several  peria- 
drenal  arteries,  and  a  few  branches  of  the 
coronary,  testicular,  prostatic,  and  inte.stinal 
arteries.  In  all  these  foci,  the  arteritis  was 
generally  characterized  by  fibrinoid  mural 
necrosis,  neutrophilic  infiltration,  and  irregu- 
lar epitheliod  cell  proliferation.  A  few  eos- 
inophils were  present  in  some  of  the  foci. 
Many  of  the  inflamed  arteries  contained 
thrombi  of  varying  ages,  and  there  were 
corresponding  infarcts  in  the  lungs,  spleen, 
liver,  adrenals,  and  kidneys. 

The  larynx,  trachea,  and  bronchi  in  both 
lungs  exhibited  extensive  acute  and  chronic 
mucosal  inflammation  and  multiple  sites  of 
ulceration  (Fig.  1).  There  were  numerous 
granulomatous  foci  in  the  laminae  propriae 
of  all  these  structures. 

The  lungs  weighed  1970  gm  combined. 
Extensive  fibrous  and  fibrinous  adhesions 
were  present  in  both  pleural  cavities.  Both 
lungs  contained  multiple  irregular,  firm,  con- 
fluent granulomas,  many  foci  of  acute  arteri- 
tis, numerous  arterial  thrombi,  and  a  number 
of  old  and  recent  infarcts  (Fig.  2).  A  few 
multinucleated  giant  cells  were  present  in 
some  of  the  granulomas  ;  however,  giant  cells 
were  not  a  prominent  feature  of  these  lesions 


Fi;;.  2  (\  SIU.  This  photomicrograph  from  one  of  the 
pulmonary  lesions  illustrates  confluent  granulomas  and 
several  giant  cells.  The  small  pulmonary  arterial  branch 
(arrow)  is  acutely  inflamed  and  exhibits  fibrinoid  mural 
necrosis. 


Fig.  3  (x  130).  A  granuloma  has  developed  around 
these  two  glomeruli.  The  larger  glomerular  section  ex- 
hibits focal  fibrinoid  change  in  a  capillary  tuft  (arrow). 

nor  of  the  granulomatous  foci  elsewhere.  At 
the  apex  of  the  left  upper  lobe,  there  was  an 
irregular  cavity  measuring  3.5  cm.  in  its 
greatest  dimension,  the  wall  of  which  was 
composed  largely  of  granulation  tissue  lined 
internally  by  a  layer  of  fibrin  and  necrotic 
debris. 
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Around  the  heart  there  was  fibrinous  peri- 
carditis, and  the  coronary  arteries  contained 
several  foci  of  acute  arteritis. 

The  spleen  weighed  300  gm  and  contained 
multiple  foci  of  acute  trabeculitis  and  ar- 
teritis, numerous  small  granulomas,  general- 
ly centered  upon  inflamed  follicular  arter- 
ioles, and  a  single  recent  infarct  measuring 
1.5  X  1.0  cm. 

In  the  liver,  acute  necrotizing  vasculitis  in- 
volved branches  of  the  portal  vein  as  well  as 
of  the  hepatic  artery.  In  the  right  lobe,  there 
was  an  irregular  infarct  measuring  1.0  cm. 
in  its  greatest  dimension. 

Both  kidneys  contained  multiple  foci  of 
acute  arteritis  and  a  number  of  recent  in- 
farcts. Extensive  acute  and  chronic  inflam- 
mation involved  the  interstitium  and  many 
glomeruli.  There  were  numerous  small  granu- 
lomatous foci,  some  of  which  were  centered 
upon  inflamed  arteries  or  glomeruli  (Fig.  3) . 

Discussion 

The  first  recognized  case  of  Wegener's 
granulomatosis  was  described  by  Klinge^  in 
1931.  In  1936,  and  again  in  1939,  Wegener 
described  several  additional  cases  and  further 
characterized  the  entity  which  now  bears  his 
name. 

Godman  and  Churg-  have  defined  the  es- 
sential pathologic  features  as  follows : 

1.  Necrotizing  granulomatous  lesions  in 
the  upper  air  passages,  the  lower  res- 
piratory tract,  or  both. 

2.  Generalized  focal  necrotizing  vasculitis, 
which  may  involve  both  arteries  and 
veins. 

3.  Glomerulitis,  with  evolution  of  many 
of  the  glomerular  lesions  as  granulo- 
mata. 

According  to  Walton,''  the  essential  diag- 
nostic features  are: 

1.  Giant  cell  granulomatous  ulceration  at 
one  or  more  levels  in  the  respiratory 
tract. 

2.  Widespread  giant  cell  granulomas,  most 
frequently  in  the  lungs,  the  kidneys, 
and  the  spleen. 

3.  Generalized  necrotizing  lesions  of  small 
vessels,  again  most  common  in  the 
lungs,  kidneys,  and  spleen. 


The  disorder  occurs  most  frequently  in  in- 
dividuals in  the  fourth  and  fifth  decades  of 
life.'-  ■■'  The  earliest  signs  and  symptoms  are 
usually  referable  to  the  respiratory  tract'-  •'' 
and  include  those  of  sinusitis,  nasopharyn- 
gitis, focal  stomatitis  or  laryngitis,  tracheo- 
bronchitis, and  pneumonia.  These  are  soon 
followed  by  development  of  widespread  vas- 
culitis and  glomerulitis,'-  ■*  with  microscopic 
hematuria  and  pyuria,  azotemia,  and  event- 
ually, uremia.  The  disorder  is  usually  rapidly 
fatal,  and  the  average  duration  in  untreated 
cases  is  from  five  to  six  months.'-  ■'  In  one 
series,-  renal  lesions  were  directly  responsible 
for  the  fatal  issue  in  860'f  of  the  cases.  Sev- 
eral authors  have  reported  remissions  and 
prolonged  courses  following  treatment  with 
steroids.^  The  etiology  is  undetermined ; 
however,  authors  who  have  studied  a  number 
of  cases  generally  regard  it  as  a  hypersensi- 
tivity disorder. '•■■'•^>'' 

Pathologically,  our  case  satisfies  both  sets 
of  diagnostic  criteria  outlined  above.  The  age 
of  onset,  the  duration,  and  the  clinical  course 
are  typical,  and  it  would  seem  that  both  res- 
piratory and  renal  insufficiency  played  sig- 
nificant roles  in  the  patient's  death.  Tran- 
sient improvement  was  reported  with  steroid 
therapy;  however,  this  did  not  persist,  and 
this  treatment  was  subsequently  discontin- 
ued. It  is  possible  that  superimposed  respira- 
tory infection  diminished  the  effectness  of 
steroid  therapy  in  our  case. 

Although  a  few  multinucleated  giant  cells 
were  present  in  many  of  the  granulomas  in 
our  case,  these  cells  were  not  nearly  so  num- 
erous nor  so  prominent  as  they  have  been  in 
some  other  reported  cases.'-  ' 

Hyperglobulinemia  was  an  outstanding 
feature  of  our  patient's  illness.  This  has  been 
seen  in  a  number  of  other  reported  cases, 
and  in  Walton's  series,''  80  9f  of  the  patients 
whose  serum  proteins  were  studied  had  ele- 
vated globulin  levels. 

Early  definitive  diagnosis  in  many  cases, 
as  in  ours,  has  been  difficult.  Since  this  is  an 
uncommon  disorder,  the  diagnosis  may  not  be 
considered  initially,  or  if  it  is,  it  may  seem 
difficult  to  differentiate  from  other  condi- 
tions which  produce  a  similar  clinical  pic- 
ture. Biopsy  of  the  mucosal  lesions  in  the 
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upper  respiratory  tract  has  been  useful,''  *■  ■' 
and  should  be  attempted  if  this  diagnosis  is 
considered.  Tracheal^  bronchial',  or  even 
lung  biopsy'-  -  may  prove  valuable  if  the  pri- 
mary site  of  respiratory  involvement  is  in  the 
lower  respiratory  tract.  Renal  biopsy  has  also 
been  helpful  in  some  cases,  although  it  may 
not  be  possible  to  differentiate  the  renal 
changes  from  those  of  other  vasculitides  or 
collagen  diseases  if  granulomas  are  not  in- 
cluded in  the  biopsy  specimen.^-  •' 
Sinninary 
A  case  of  Wegener's  granulomatosis  is  re- 
ported. The  clinical  and  pathologic  features 
are  described  and  compared  with  those  of 
other  cases  reported  in  the  literature.  Sug- 


gestions are  given  for  early  definitive  diag- 
nosis by  biopsy  of  involved  sites. 
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The  Role  of  the  Physician  as  a  Sex  G)unselor 


ISADORE  Rubin,  Ph.D.'* 
New  York 


North  Carolina  physicians  should  be  grate- 
ful for  the  impetus  being  given  by  the  Bow- 
man Gray  School  of  Medicine  to  the  move- 
ment to  have  physicians  assume  their  proper 
roles  as  leaders  in  sex  education  and  sex 
counseling.  To  those  of  us  involved  in  the 
movement  toward  enlightened  sex  education, 
the  most  dramatic  development  of  recent 
years  is  the  changing  attitudes  of  medical 
schools.  Just  a  few  years  ago  not  more  than 
two  medical  schools  in  the  nation  offered  any 
instruction  about  problems  of  sex  in  their 
general  curriculum.  At  last  count  the  num- 
ber had  increased  to  30.  It  is  encouraging, 
too,  to  see  the  JAMA  and  other  journals 
whose  pages  for  so  many  years  were  silent 
on  problems  of  sex  devote  increasing  atten- 
tion to  the  subject. 

We  would  be  remiss,  however,  if  we  did 
not  recognize  that  these  advances  are  just 
a  very  belated  beginning,  and  that  most 
doctors — in  all  branches  of  medicine  except 
perhaps  psychiatry — are  still  not  giving  suf- 
ficient guidance  to  their  patients  in  this  im- 
portant aspect  of  their  lives,  and  have  not 
devoted  themselves  to  acquiring  the  attitudes. 


Remarks  made  at  a  breakfast  held  by  the  Committee  on 
Marriage  Counseling,  Medical  Society  of  the  State  of  North 
Carolina,  Asheville,  May  3,  1966. 

■-Editor,  Se.\ology  Magazine,  New  York,  N.  Y. 


the  skills,  and  the  knowledge  to  be  effective 
counselors.  In  this,  of  course,  they  have  mere- 
ly paralleled  the  attitudes  of  teachers,  par- 
ents, ministers,  and  other  groups  in  our  so- 
ciety. 

But  the  physician  bears  a  heavier  respon- 
sibility. Ethel  Nash'  of  Bowman  Gray,  in  a 
recent  article  in  Consultant,  rem'Arks  that 
he  is  a  marriage  counselor  in  spite  of  him- 
self. This  is  equally  true  in  the  field  of  sex. 
Whether  he  likes  it  or  not,  the  physician  is 
always  offering  sex  counseling,  and  his  very 
silence  may  have  an  important  effect.  This 
silence  may  indeed  sometimes  pronounce  a 
death  sentence  on  the  effective  sex  function- 
ing of  a  patient. 

Recent    Faihues    to    Provide    Guidance 

Let  me  cite  several  recent  examples  of 
lack  of  guidance  on  the  part  of  physicians.  At 
the  1964  convention  of  the  American  College 
of  Cardiology,  a  disquieting  report  was  giv- 
en by  three  cardiologists.-  These  physicians 
had  just  questioned  a  number  of  men  who 
had  had  heart  attacks  about  their  sexual  ac- 
tivity after  the  attacks.  Two  thirds  of  the 
patients  were  under  the  age  of  50,  and  their 
heart  attacks  had  occurred  from  one  to  nine 
years  before  the  interviews. 

The  physicians  found  that  only  about  a 
third  of  these  men  had  resumed  their  normal 
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pattern  of  sexual  activity.  The  other  two 
thirds  had  experienced  a  marked  and  lasting 
reduction  in  the  frequency  of  intercourse, 
and  10  7f  had  become  completely  impotent. 

The  most  significant  aspect  of  these  re- 
sponses is  this :  The  pattern  of  sexual  acti- 
vity following  the  heart  attuck  bore  no  rela- 
tion either  to  the  age  of  the  men  or  to  the 
severity  of  the  attack.  It  depended  almost  en- 
tirely on  the  attitudes  of  the  men  involved. 
Virtually  none  of  the  men  had  received  from 
his  physician  any  detailed  and  specific  advice 
about  sexual  activity.  As  a  result,  each  pa- 
tient had  to  make  his  own  decisions.  One 
third  of  the  men  reported  that  they  had  re- 
ceived only  vague  advice  about  sexual  inter- 
course. The  other  two  thirds  had  received 
no  guidance  at  all  from  their  physicians. 

Let  me  give  you  a  more  personal  example. 
Recently,  the  wife  of  one  of  our  colleagues 
had  to  go  to  the  hospital  for  a  dilatation  and 
curettage.  I  suggested  that  the  wife  ask  the 
physician  when  she  might  resume  inter- 
course. She  reported  that  he  had  seemed  quite 
taken  back  at  this  question,  stammered  a  bit, 
and  then  replied,  "In  three  weeks  after  the 
operation." 

At  this  point  I  decided  to  put  the  ques- 
tion to  Dr.  LeMon  Clark,  the  medical  adviser 
of  Sexology  and  a  practicing  gynecologist. 
Here  is  his  reply: 

I  called  one  of  my  younger  confreres  here,  who  just 
finished  his  residency  a  year  ago,  and  asked  him 
what  the  present  day  teaching  was  on  abstinence 
from  intercourse  following  a  D  and  C.  He  said  that 
they  were  told  two  weeks,  but  he  thought  one  week 
was  undoubtedly  long  enough.  I  have  always  told  my 
own  patients  four  or  five  days — just  long  enough  to 
give  the  cervix  a  chance  to  come  back  down  to 
where  the  mucus  plug  will  fill  it.-' 

The  difference  between  four  or  five  days 
of  abstinence  and  three  weeks  is,  I  submit, 
considerable. 

Here  is  a  further  example.  Several  months 
ago,  a  woman  called  me  in  agitation  from 
Washington  (my  office  is  in  New  York). 
Her  husband,  a  man  of  60,  had  learned  that 
he  had  to  undergo  prostatic  surgery  for  pos- 
sible carcinoma  and  had  been  told  by  the 
surgeon  that  he  had  to  sign  a  statement  ac- 


knowledging the  possibility  that  he  would 
be  impotent  following  the  operation.  Since 
this  was  at  variance  with  some  of  the  re- 
search about  the  effect  of  prostatectomy  re- 
poi-ted  in  my  book.  Sexual  Life  After  Sixty,-^ 
she  wanted  to  know  whether  this  surgeon's 
prognosis  was  correct.  Since  I  am  not  a  med- 
ical doctor,  I  referred  her  to  a  urologist  in 
whom  I  had  confidence. 

I  do  not  know  the  final  outcome  of  this 
particular  case,  but  Finkle  and  Prian'  men- 
tioned a  similar  situation  in  their  article, 
"Sexual  Potency  in  Elderly  Men  Before  and 
After  Prostatectomy."  They  discussed  the 
many  psychologic  reasons  why  men  often 
end  their  sex  activity  after  prostatectomy, 
and  told  of  a  patient  who  underwent  radical 
perineal  prostatectomy  for  carcinoma  at  49 
years  of  age.  Their  report  reads  as  follows : 

...  He  was  given  every  encouragement  as  to  the 
likeUhood  of  preservation  of  sexual  potency.  During 
rather  frequent  visits  in  the  first  six  months  post- 
operatively, the  patient  reported  failure  in  occasional 
efforts  at  intercours?  with  his  cooperative,  sympathe- 
tic wife.  After  six  months,  he  began  to  visit  a  local 
urologist  periodically,  since  the  trip  to  San  Francisco 
was  time-consuming.  That  urologist  promptly  told  him 
that  all  people  are  parmanently  impotent  after  perineal 
prostatectomy.  The  crestfallen  patient  and  his  wife 
denounced  the  original  urologist  for  having  deceived 
them  as  to  the  possibility  of  preserving  potency.  Per- 
haps the  comm^nt  by  the  new  urologist  that  impo- 
tency  was  inevitable  contributed  to  the  impotency,  be- 
cause it  is  reported  that  10%  of  patients  retain  po- 
tency after  radical  perineal  prostatectomy,  including 
men  generally  older  than  this  patient. 

These  authors  then  go  on  to  discuss  prob- 
lems of  aging. 

Much  myth  and  ignorance  revolve  about  the  sexual 
interest  and  competency  of  older  people.  We  have 
found  this  to  be  true  both  for  patients  and  their  phy- 
sician-advisors ....  Indifference  or  neglect  by  the 
physician  in  frank  discussion  of  sexual  potency  may 
suppress  any  likelihood  of  continuation  of  sexual  ac- 
ti^'ity  in  the  aging  patient. 

The  bright  side  of  all  of  this  is  that  the 
criticism  is  coming  increasingly  from  within 
the  medical  profession  itself.  I  am  convinced 
that  once  physicians  have  raised  these  prob- 
lems sharply  enough  with  themselves,  the 
changes  will  not  be  too  long  in  coming. 
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Conflicting  Views  of  the  Plnjuicirui's  Role 

I  am  not  suggesting  that  there  will  be  any 
simple  or  easy  way  for  doctors  to  handle  the 
sexual  problems  of  their  patients.  As  Dr.  Wil- 
liam F.  Sheeley  noted  in  an  excellent  article 
in  the  JAMA: 

Se.Nual  feelings  and  activities,  whether  normal  or 
disordered,  are  the  final  common  pathway  of  a 
comple.x  constellation  of  numerou5  and  various  influ- 
ences and  conditions.  iTheyi  certainly  have  roots  in 
physiological  function.  But  they  also  have  roots 
deep  within  the  psychological  being  of  the  individual 
and  within  his  interpersonal  adjustments  with  other 
people  ....  People  use  the  promise,  the  giving,  and 
the  withholding  of  sex  to  bribe,  dominate,  cajole,  dis- 
arm, mollify,  ward  off,  frustrate,  reward,  mislead, 
reassure,  exploit,  and  comfort  others.'' 

Dr.  Sheeley  goes  on  to  mnke  an  extremely 
important  point.  "No  society,"  he  says,  "has 
solved  the  problem  of  providing  on  the  one 
hand,  great  sexual  freedom  for  its  members 
and,  on  the  other,  adequate  safeguards  to  pro- 
tect and  care  for  the  children  which  issue 
from  sexual  activity  and  upon  which  the  so- 
ciety's continued  existence  depends."  And,  he 
concludes,  "In  the  end,  each  person  must 
solve  for  himself  the  problem  of  meeting  the 
demands  both  of  society  and  of  his  own  na- 
ture. The  solution  is  not  easy."  And  he  warns 
the  physician  against  adopting  "a  posture 
which  is  either  too  strict  or  too  lax  morally — 
or  too  different  in  quality  from  the  patient's 
own  moral  code — for  the  patient  to  accept 
it." 

Unfortunately,  not  all  those  who  counsel 
the  physician  possess  the  breadth  of  vision 
and  the  wisdom  shown  by  Dr.  Sheeley.  Too 
many  persons  see  the  role  of  the  physician 
as  that  of  the  special  pleader  for  traditional 
morality,  disregarding  the  findings  of  re- 
search and  rigidly  defending  the  most  con- 
servative moral  point  of  view. 

Such  a  paper  was  a  special  article  in  the 
Neiv  Englaird  Journal  of  Medicine,  "The  Phy- 
sician and  the  Sexual  Revolution,"  by  Dr. 
Max  Levin,  a  clinical  professor  of  neurology.' 
This  paper,  which  received  considerable  pub- 
licity, was  not  welcomed  with  unanimous  en- 
thusiasm by  readers  of  the  Journal.  One  let- 
ter to  the  editor,  from  a  physician  in  Ken- 
tucky, was  very  brief: 


I  enjoyed  Dr.  Levin's  sermon.  However,  since  it  was 
obviously  delivered  to  the  Society  for  the  Supression 
of  Vice  sometime  in  the  1890s,  why  did  you  wait  so 
long  to  publish  it?^ 

I  cite  Dr.  Levin's  article  because  it  repre- 
sents a  common  trend  in  medical  thinking: 
the  belief  that  the  physician  must  take  over 
a  role  which  ministers  are  no  longer  able  to 
perform  effectively. 

The  Sex  Information  and  Education  Coun- 
cil of  the  U.  S.  (SIECUS),  of  which  I  am  an 
officer,  also  faces  such  attitudes.  When  our 
organization  was  first  reported  editorially  in 
Medical  Tribune.  Dr.  Goodrich  C.  Schauffler, 
a  well-known  medical  author  of  Portland, 
Oregon,  wrote  a  lengthy  letter  to  the  editor 
asking  SIECUS  to  take  on  the  job  of  defend- 
ing traditional  morality  against  "the  false 
prophets"  and  the  "prosexual  propagan- 
dists."" Our  executive  secretary.  Dr.  Mary  S. 
Calderone,  replied  that  we  did  not  view  our 
function  as  that  of  trying  "to  impose  con- 
formity in  or  to  a  set  of  standards  of  human 
behavior,  but  rather  to  stimulate  questioning 
about  old,  and  questing  for  new.  basic  know- 
ledge in  a  given  field  and  then  to  open  up 
that  knowledge  for  exchange,  discussion,  and 
individual  decision  by  as  many  social  groups 
as  possible." 

In  other  words,  we  are  trying  to  create  an 
atmosphere  which  will  provide  as  much 
knowledge,  information,  and  insight  to  each 
individual  as  possible,  so  that  he  can  reach 
moral  as  well  as  other  decisions  as  wisely 
and  intelligently  and  with  as  much  insight 
as  he  possibly  can.  This  type  of  approach,  we 
feel,  is  particularly  important  in  dealing 
with  the  adolescent,  which  was  my  field  of 
specialization  in  working  for  a  doctoral  de- 
gree. I  am  firmly  convinced  from  whatever 
dealings  I  have  had  with  the  adolescent,  as 
well  as  any  theoretical  reading  I  have  done, 
that  to  try  to  approach  sophisticated  young 
people  with  the  unsophisticated  type  of  ser- 
mon that  Dr.  Levin  preaches  would  be  a 
complete  waste  of  time  and  would  cut  us  off 
from  the  possibility  of  anj'  real  dialogue  with 
most  youth.  Without  this  dialogue,  we  can 
have  no  possible  educational  effect. 

How  can  we  possibly  go  to  young  people 
today  and  try  to  convince  them  that  we 
adults  have  all  the  answers  to  questions  of 
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sexual  morality,  or  that  we  have  ordered  our 
sex  lives  and  practices  so  well  that  they  can- 
not be  happy  unless  they  follow  in  our  foot- 
steps ? 

Youth's  Search  for  a  Neu'  Morality 

Here's  what  a  17-year-old  high  school  jun- 
ior replied  to  advice  of  this  kind  in  a  recent 
conference  of  parents  and  clergymen  in  a 
New  York  suburban  church :  "I  know  your 
code  of  sexual  morality,  and  I  say  there  must 
be  a  better  way — that's  what  I'm  trying  to 
find.  I'm  leaving  the  moral  road  you're  on, 
and  in  leaving  it  I  can  see  it  more  clearly 
than  you  can.''^^ 

It  would  be  a  great  mistake,  I  think,  for  us 
to  dismiss  this  youngster's  protest  as  part 
of  a  great  process  of  moral  degeneration  tak- 
ing place  among  youth,  as  many  of  us  tend  to 
do.  Much  of  it — by  no  means  all — is  an  honest 
attempt  to  find  a  new  morality.  In  many 
cases,  young  people  are  doing  openly  what  we 
do  covertly;  or  doing  honestly  what  we  do 
hypocritically.  Supreme  Court  Justice  Wil- 
liam 0.  Douglas  has  suggested  that  youth, 
like  the  opposition  party  in  a  parliamentary 
system,  has  served  a  powerful  role :  "It  has 
cast  doubts  on  our  policies,  challenged  our 
inarticulate  major  premises,  put  the  light  on 
our  prejudices,  and  exposed  our  inconsisten- 
cies. Youth  has  made  each  generation  indulge 
in  self-examination. "^- 

I  think  that  nowhere  is  this  self-examina- 
tion by  adults  so  necessary  as  in  the  area  of 
sexuality.  And  unless  we  are  really  honest 
and  really  critical,  we  will  lose  our  opportun- 
ity to  have  a  dialogue  with  youth  and  influ- 
ence them  in  the  direction  of  responsible 
sexuality. 

I  am  convinced  that  the  beginning  of  wis- 
dom is  the  recognition  that  the  old  absolutes 
are  gone,  and  that  we  have  entered  a  period 
11  of  great  national  debate  where  many  of  our 
old  values  and  moral  beliefs — once  thought 
sacrosanct  and  closed  to  any  kind  of  chal- 
lenge— are  now  being  questioned.  Instead  of 
one  set  of  moral  absolutes,  we  now  have  a 
series  of  sharply  conflicting  moral  philoso- 
phies that  are  competing  especially  for  the 
minds  of  our  youth. 

In  a  recent  article  on  sex  education.  Dr. 


Arthur  H.  Steinhaus,  Dean  Emeritus  of 
George  Williams  College  in  Chicago,  gave  this 
advice:  "The  wisdom  of  chastity  and  all 
that  it  implies  need  not  be  considered  a  de- 
batable subject."'-' 

With  all  respect  to  Dr.  Steinhaus,  to  my 
simple  mind  a  debatable  subject  is  one  about 
which  sharp  difference  of  opinion  exists.  If 
a  subject  is  actually  being  debated,  we  can- 
not make  it  nondebatable  by  pretending  the 
debate  doesn't  exist.  If  the  question  of  chas- 
tity is  not  a  debatable  subject  among  college 
youth  today — as  well  as  among  all  profes- 
sionals in  the  family  life  field — then  what 
on  earth  is?  What  else  is  debated  endlessly 
in  college  dormitories?  What  else  is  discussed 
endlessly  in  the  columns  of  Playboy  (bought 
by  more  than  3-1  '2  million  young  persons 
every  month)  ? 

Lest  we  think  that  this  debate  goes  on  only 
among  young  people  or  irresponsible  adults, 
let  me  quote  what  Dr.  Jessie  Bernard,  distin- 
guished research  scholar,  had  to  say  about 
changes  in  thinking  which  had  taken  place 
in  the  highly  conservative  and  highly  respon- 
sible National  Council  on  Family  Relations. 
In  an  address  to  the  Council's  annual  meeting 
in  1963  she  said:  "There  was  a  time  when 
those  arguing  for  premarital  virginity  could 
be  assured  of  a  comfortable  margin  of  sup- 
port in  the  group.  This  is  no  longer  always 
true.  Especially  the  younger  members  no 
longer  accept  this  code."'^ 

Thus,  whether  we  like  it  or  not — and  I  for 
one  do  not — we  do  not  today  possess  a  sexual 
code  on  which  we  can  agree.  Today,  for  the 
first  time  in  our  history  as  a  nation,  the  indi- 
vidual is  confronted  with  an  array  of  compet- 
ing value  systems  of  sex,  and  for  the  first 
time  in  our  history  he  is  granted  a  relative 
amount  of  freedom  to  make  a  personal  choice. 

Until  now,  sex  educators — and  I  include 
pai'ents,  ministers,  and  public  figures  of 
many  types  in  this  category  —  have  spent 
their  time  trying  to  impose  unquestioned  ac- 
ceptance of  the  old  absolutes.  Today,  they 
must  begin  to  educate  in  the  best  sense  of  the 
term. 

Competing  Value  Systems 

I  have  found  it  useful  to  identify  six  con- 
flicting value  systems  along  a  broad  contin- 


438 


NORTH  CAROLINA  MEDICAL  JOURNAL 


September,  1966 


uuni  ranging-  from  extreme  asceticism  to  a 
completely  permissive  anarchy.  Since  I  have 
analyzed  them  at  greater  length  elsewhere,'"' 
I  will  merely  touch  upon  them  here. 

These  value  systems  are:  (1)  traditiaiial 
repressive  asceticis))! — a  rigid,  dogmatic, 
intolerant  position,  which  is  still  embodied 
in  most  of  our  codes  and  official  pronounce- 
ments;  (2)  e)ili(jlite)ied  asceticis))i.  which  is 
neither  dogmatic  nor  unquestioning,  but  does 
basically  accept  the  tenets  of  traditional  mor- 
ality; (3)  hionaiiistic  liheralism,  which  op- 
poses the  laying  down  of  absolutes  and  sets 
up  as  the  criterion  of  morality,  not  the  com- 
mission of  a  certain  act,  but  the  consequences 
of  the  behavior  on  interpersonal  relation- 
ships; (4)  liinnaiiistic  radicalism,  which  goes 
further,  to  set  as  its  goal  the  attainment  of 
far  greater  freedom  in  sex  ;  (5)  /'»»  nimrtlitij, 
which  holds  that  sex  is  fun,  that  the  more  sex 
the  better,  and  that  sex  becomes  immoral 
only  when  it  involves  the  deliberate  harm  of 
one  person  by  another;  and  (6)  sexual  an- 
arclnj.  which  advocates  complete  sexual  free- 
dom and  calls  for  the  suppression  of  all  anti- 
sexual  taboos. 

I  believe  that,  in  one  way  or  another,  these 
value  systems  are  competing  for  the  minds  of 
our  youth,  and  that  the  major  task  of  any 
community's  leader  is  to  play  his  proper  role 
in  analyzing,  according  to  his  own  field  of 
specialization,  the  positive  and  negative  as- 
pects of  each  one  of  these  philosophies. 

If  our  young  people  are  going  to  have  to 
choose,  let  us  help  them  choose  wisely,  with 


the  fullest  possible  knowledge  of  whatever 
research  results  we  have  or  facts  we  know, 
with  the  deepest  possible  insight  into  their 
own  ego-needs  and  personal  moral  codes,  and 
with  the  broadest  possible  acceptance  of  so- 
cial responsibility. 

As  physicians,  you  can  play  an  important 
role  in  each  of  these  complex  areas. 
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....  every  person  who  follows  a  sedentary  employment  should  cultivate  a  piece  of  ground 
with  his  own  hands.  This  he  might  dig.  plant,  sow,  and  weed  at  leisure  hours,  so  as  to  make 
it  both  an  exercise  and  amusement,  while  it  produced  many  of  the  necessities  of  life.— 
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by  Regimen  and  Simple  Medicine,  etc.  Philadelphia,  Richard  Fohvell.  1799.  p.  54 
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Intrauterine  Contraceptive  Devices 


A'orth  Carolina  Experience 

Ann  H.  Huizenga,  M.D. 
Raleigh 


"There  is  not  any  argument  about  the  nec- 
essity for  attempting  to  prevent  further 
births  by  the  woman  who  has  eight  or  ten 
children  and  who  is  diseased  and  whose  life 
would  be  in  jeopardy  by  further  child-bear- 
ing. The  problem  is  to  do  something  about  it 
before  that  stage  is  reached.  We  are  in- 
terested only  in  the  medical  indications  upon 
which  practically  every  physician  would  be 
in  agreement,  that  is  in  trying  to  legitimately 
prevent  further  births  among  women  who 
are  bad  risks,  both  for  themselves  and  their 
babies."! 

With  this  statement  contained  in  an  in- 
formal letter  written  to  local  health  directors 
of  North  Carolina  in  1937,  Dr.  George  M. 
Cooper,  then  Assistant  Health  Director, 
launched  the  first  state  contraceptive  pro- 
gram. He  made  it  clear  that  this  service  was 
to  be  voluntary,  that  it  was  to  be  rendered 
in  strict  accord  with  medical  opinion  when 
undertaken,  and  that  it  was  to  be  under  the 
direction  of  the  local  health  director. 

This  was  only  the  beginning  of  a  series 
of  "firsts"  in  contraception  in  North  Caro- 
lina. In  1938  the  first  paper  ever  given  on 
contraception  at  an  American  Public  Health 
Association  meeting  was  delivered  by  Dr. 
Roy  Norton,-  then  Assistant  Director  of  the 
Division  of  Preventive  Medicine,  at  the  Asso- 
ciation's annual  meeting  in  Kansas  City,  Mis- 
souri. One  year  later  the  North  Carolina 
program  was  given  national  recognition  in 
an  article  entitled  "Birth  Control — The  Case 
for  the  State,"  published  in  the  widely  cir- 
culated periodical,  the  Atlantic  Monthly.^ 

In  1960  the  Public  Health  and  Welfare  De- 
partments of  Mecklenburg  County  jointly  be- 
gan a  unique  venture  of  using  the  then  newly 
released  contraceptive  pill.  This  venture  has 
received  so  much  publicity  that  many  over- 


Read  before  Uie  Section  on  Obstetrics  and  Gynecology, 
Medical  Society  Meeting  of  the  State  of  North  Carolina, 
Asheville,  May  3,  1966, 

From  the  North  Carolina  State  Board  of  Health,  Raleigh. 


look  those  North  Carolina  counties  which  for 
years  have  provided  contraceptive  services, 
continuously  and  diligently,  but  quietly  and 
without  publicity.^ 

In  1963  the  privilege  of  participating  in  the 
National  Cooperative  Study  for  the  statistical 
evaluation  of  the  intrauterine  contraceptive 
device  gave  North  Carolina  the  opportunity 
to  recommend  this  method  for  statewide  use 
as  soon  as  it  became  available  in  1964.'' 

Recommendations  to  the  Counties 

There  are  not  now,  nor  have  there  ever 
been,  any  laws  necessary  in  North  Carolina 
to  permit  or  prohibit  physicians  from  giving 
contraceptive  advice.  We  are  practicing  in 
one  of  the  few  states  in  which  physicians 
are  given  complete  freedom  in  this  respect. 
Since  our  local  health  departments  are  au- 
tonomous, the  ultimate  decision  as  to  the 
policies  to  be  adopted  and  practiced  is  that 
of  each  county.  Therefore,  the  State  Board 
of  Health  has  drawn  up  no  statement  as  to 
policies.  Acting  in  the  capacity  of  consultant 
only,  it  does  propose  certain  recommenda- 
tions to  be  used  as  guidelines  to  those  coun- 
ties in  providing  this  service.  Presently  these 
are : 

1.  That  these  services  be  provided  under 
medical  direction,  that  they  have  the  approv- 
al of  the  local  medical  society,  and  that  they 
be  given  by  a  local  physician. 

2.  That  the  services,  since  they  are  a  part 
of  total  maternal  care,  be  given  in  conjunc- 
tion with  the  maternal  health  clinics. 

3.  That  these  services  be  primarily  for  the 
medically  indigent  but  that  they  be  available 
to  anyone  who  requests  them  but  who  can- 
not or  will  not  for  some  reason  obtain  them 
from  his  own  physician. 

4.  That  no  person  be  denied  because  of  in- 
ability to  pay. 

5.  That  each  patient  be  given  a  physical 
examination,  at  least  a  pelvic  examination, 
and  a  cervical  cytology  smear.  This  is  an  op- 
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portunity  to  extend  yood  preventive  medicine 
to  a  group  which  ordinarily  will  neglect  a 
regular  periodic  examination. 

6.  That  information  regarding  a  variety  of 
methods  of  contraception  for  both  husband 
and  wife  be  given  so  that  some  method  will 
be  available  which  is  consistent  with  their 
religious  beliefs,  cultural  and  ethnic  mores, 
personal  preferences,  and  financial  status. 

7.  That  each  couple  be  allowed  to  choose 
the  method  most  acceptable  to  them,  of  their 
own  free  will,  and  without  external  pressure 
— the  final  decision  to  be  made  with  the  ad- 
vice of  the  attending  physician. 

8.  That  no  one  "best"  method  can  be  ad- 
vised. For  husbands  it  may  be  the  effective 
but  unrealistic  selective  abstinence,  the  al- 
ways available  but  challenging  or  frustrat- 
ing "withdrawal,"  the  readily  available  but 
often  objectionable  condom,  or  the  surgical 
but  more  permanent  vasectomy.  For  wives 
it  may  be  the  complicated  and  unpredictable 
rhythm,  the  simple  but  messy  vaginal  jellies 
and  creams,  the  more  esthetic  aerosol  foams, 
the  sophisticated  but  time-consuming  dia- 
phragm, the  popular  but  more  expensive  pill, 
the  intriguing  but  sometimes  elusive  plastic 
intrauterine  device  (lUD),  or  again  the  sur- 
gical but  theoretically  more  permanent  steri- 
lization. For  the  unmarried,  nothing  has  sur- 
passed the  oral  contraceptive,  "Xo." 

9.  That  those  counties  undertaking  the  re- 
sponsibility of  giving  this  service  to  the  un- 
married minor  consult  their  county  attorney 
for  legal  advice.  In  the  use  of  the  lUD  by  any 
unmarried  woman  under  21  years  of  age, 
permits  for  this  service  should  be  signed  by 
the  parents  or  legal  guardian  and  filed. 

10.  That  each  county  define,  in  writing, 
a  set  of  policies  to  meet  its  particular  need. 

Growth  of  the  Services 

During  the  first  year  of  the  state  contra- 
ceptive program,  assistance  in  setting  up  ser- 
vices was  provided  by  a  specially  trained 
nurse  consultant  who  was  supported  by  gifts 
from  a  private  source.  Later  these  services 
were  continued  by  a  general  nursing  consul- 
tant whose  special  interest  was  planned  par- 
enthood, and  by  a  medical  consultant — both 
from  the  State  Board  of  Health.  When  Dr. 
Norton  made  his  report  to  the  American  Pub- 


lic Health  Association  18  months  after  the 
services  were  first  offered,-  56  clinics  had 
begun  operation  in  50  counties.  In  1957,  when 
the  Maternal  and  Child  Health  Services  in 
North  Carolina  were  reviewed  by  Dr.  James 
Donnelly,  74  counties  were  participating  in 
the  contraceptive  progi-am.  A  number  of 
changes  recommended  at  that  time  have  been 
largely  responsible  for  our  present  progres- 
sive program. 

The  techniques  used  were  varied,  and  in- 
terested counties  grasped  at  any  new  method 
showing  promise.  Earlier  methods  consisted 
of  sponge  and  foam,  vaginal  suppositories, 
tablets,  capsules,  jellies,  and  cream.  A  few 
urban  centers  offered  the  diaphragm  with 
jelly.  All  methods,  however,  required  con- 
stant motivation  by  the  patient. 

Acceptance  of  lUD 

Though  "the  pill,"  the  first  breakthrough 
in  modern  contraception,  was  released  in 
1960,  it  is  interesting  to  note  that  local  units 
were  slow  in  accepting  it.  By  the  end  of  1963 
annual  reports  showed  only  21  of  the  74  coun- 
ties offering  this  method.  By  contrast,  with- 
in two  years  after  the  release  of  the  lUD  in 
1964,  at  least  65  counties  are  offering  this 
method.  Several  reasons  may  be  responsible 
for  this : 

1.  In  the  war  on  poverty,  public  opinion  on 
contraception  has  changed  from  one  of  per- 
missiveness and  suppressed  interest  to  active 
participation  and  demand.  In  the  face  of  in- 
creasing numbers  on  welfare  rolls  and  rising 
rates  of  illegitimacy,  this  method  has  been 
hailed  prematurely  as  "the  answer"  by  var- 
ious social  agencies. 

2.  At  the  time  of  release  of  the  lUD,  some 
10  counties  scattered  over  the  Eastern  and 
Piedmont  area  had  already  been  using  the 
method  on  an  experimental  basis  for  six 
months  to  a  year.  The  satisfactory  experience 
of  these  counties  was  already  well  known 
throughout  the  state. 

3.  Some  counties  offering  the  pill  had  al- 
ready experienced  a  discouraging  number  of 
dropouts.  Also,  the  cumulative  cost  of  the 
pills,  year  after  year,  was  causing  concern. 

In  all  fairness  it  must  be  mentioned  that 
public  demand  and  interest  revitalized  the 
entire  state  program.  The  number  of  counties 
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offering  the  pill  had  increased  to  67  in  1965, 
and  the  total  number  of  counties  participat- 
ing in  the  program  to  more  than  90.  Only 
four  counties  have  no  contraceptive  services 
offered  or  planned.  It  is  safe  to  assume  that 
even  in  these  four  counties,  information  is 
available  to  at  least  some  people  through  the 
local  physicians. 

The  tremendous  surge  in  interest,  growth, 
and  acceptance  of  contraceptive  services  is 
witnessed  by  annual  reports  showing  that  in 
public  health  clinics  only,  the  number  of  new 
patients  seeking  service  increased  from  some 
1000  in  1960  to  2226  in  1963,  5424  in  1964, 
and  8414  in  1965.  Health  departments  are 
now  doing  about  as  much  as  they  can,  though 
the  demand  continues  to  grow. 

Mode  of  Actioji   and  Techniques 

The  concept  of  the  lUD  is  not  new.  The 
recent  surge  of  interest  in  and  acceptance  of 
the  device  has  been  due  to  a  combination  of 
factors — the  availability  of  inert  cheap  plas- 
tic, the  effectiveness  of  the  method,  and  the 
fact  that  it  does  not  require  constant  motiva- 
tion on  the  part  of  the  patient. 

The  exact  mode  of  action  is  not  known, 
though  the  most  widely  held  current  opinion 
is  that  tubal  transport  is  hastened,  causing 
the  ovum  to  be  discharged  before  fertilization 
takes  place. 

Regardless  of  size,  shape,  or  material,  the 
devices  can  be  divided  into  two  groups — 
those  totally  contained  in  the  uterus,  and 
those  having  an  appendage  protruding 
through  the  cervical  canal.  The  optimum  time 
for  insertion  is  in  the  last  days  of  the  men- 
strual period. 

The  device  is  not  offered  to  nulligravidous 
women.  Other  contraindications  are  the  pres- 
ence of  fibroids,  a  history  of  unexplained  ir- 
regular bleeding,  a  recent  history  of  pelvic 
disease,  lesions  suggestive  of  malignancy, 
and,  of  course,  pregnancy. 

We  have  used  the  Margulies  spiral,  the 
Birnberg  bow,  and  the  Lippes  loop.  Though 
the  Birnberg  bow  is  designed  as  a  tailless  de- 
vice, we  thought  that  an  appendage  such  as 
the  nylon  thread  on  the  loop  and  the  stiff 
tail  on  the  spiral  was  advantageous,  and  we 
have  therefore  added  a  nylon  tail  to  our 
bows. 


Results 

Our  experience  with  1500  patients  who 
have  had  lUD's  inserted  one  or  more  times 
and  who  have  been  followed  from  5  to  34 
months  gives,  we  believe,  some  indication  of 
the  effectiveness,  acceptability,  and  compli- 
cations which  might  be  expected  in  our  pub- 
lic health  clinics. 

As  of  March  30,  1966,  these  1500  women 
have  had  a  total  of  1822  insertions  and  have 
accumulated  18,986  woman  months  of  use. 
Roughly  two  thirds  of  this  number  (1046) 
are  currently  wearing  one  of  the  devices. 
Sixty-one  have  been  transferred  elsewhere 
with  the  device  in  place,  375  have  dropped 
out,  and  16  are  at  present  lost  to  followup. 

Effectiveness:  Eighteen  pregnancies  oc- 
curring with  the  device  known  to  be  in  place 
have  been  reported,  giving  a  combined  rate 
of  1.02  per  100  woman  years  of  use.  Another 
group  of  11  women  are  considered  in  retro- 
spect to  have  been  pregnant  on  insertion. 
Since  some  of  these  pregnancies  might  ac- 
tually have  followed  an  unnoticed  expulsion 
of  a  previous  device,  they  might  rightfully 
be  included  in  calculating  the  pregnancy  rate. 
Three  of  the  pregnancies  were  ectopic — dis- 
covered at  surgery. 

Expulsions:  Two  hundred  forty-eight  of 
the  originally  inserted  devices  were  expelled 
— a  combined  rate  of  16.5'^'r.  Specific  rates 
by  devices  were  25.17^  for  the  spiral,  13% 
for  the  loop,  and  2.87  for  the  bow. 

Cause  of  removals 

Two  hundred  seventy-six  patients,  roughly 
180(,  have  had  at  least  one  device  removed. 
Reasons  related  to  the  device  were  respons- 
ible in  202  cases ;  the  most  frequent  were 
bleeding,  cramps,  or  both.  In  three  instances 
bleeding  or  pain  was  so  severe  that  the  device 
had  to  be  removed  before  the  patient  left  the 
clinic.  Thirty-one  devices  were  removed  be- 
cause of  pelvic  inflammatory  disease,  or  "in- 
fection." 

Of  the  nonrelated  reasons  for  removal, 
cytologic  abnormalities,  objection  on  the  part 
of  the  husband,  and  desire  for  another  preg- 
nancy were  the  most  common. 

We  have  not  experienced  any  serious  com- 
plications with  the  use  of  these  devices.  No 
perforations  of  the  uterus  into  the  peritoneal 
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Table  1 

Related  Reasons  for  Discontinuing  Use  of  Intrauterine 

Device 

No.  Cases 

Bleeding  and/or  cramps  116 

Pelvic  inflammatory  disease   "inl'ection"  31 

Exchange  13 

Request  of  patient  10 

Removal  b.v  patient  7 

Desire  to  try  pills  6 

Emotional  immaturity  of  patient  5 

Physician  error  or  pi'ejudice  5 

Promiscuity  3 

Pregnanc>-  3 

Unfavorable  publicity  3 


Total 


202 


cavity  have  been  reported.  We  have  had  6 
perforations  of  the  cervix  by  the  stiff  Mar- 
guilies  spiral  tail.  In  some  instances,  the  de- 
vice was  drawn  into  the  uterine  cavity,  where 
it  was  located  either  by  probing  or  x-ray. 

The  incidence  of  true  pelvic  inflammatory 
disease  has  been  hard  to  determine,  since  the 
word  "infection"  is  used  loosely ;  however, 
16  cases  required  hospitalization.  Of  these, 
4  were  proved  at  surgery  to  be  infltmimatory 
conditions,  3  were  found  to  be  cases  of  ectopic 
pregnancy,  and  2  were  primarily  other  non- 
inflammatory conditions.  The  remaining  7 
were  treated  medically. 

Any  method  of  contraception  having  a  20 
to  30  per  cent  attrition  rate  is  obviously  not 
the  answer  to  unwanted  pregnancies.  Experi- 
mentation is  continuing  in  an  effort  to  deter- 
mine the  optimum  size,  shape,  or  design 
which  will  maintain  a  high  level  of  efficacy 
and  yet  decrease  the  incidence  of  minor  com- 
plications. Even  with  its  failures,  however, 
the  lUD  offers  hope  to  many  of  our  patients 
in  whom  previous  methods  have  failed,  and 
until  a  better  method  is  found,  we  shall  con- 
tinue to  offer  it  to  those  who  are  interested. 
Sin)i))ia)ij  a)>d  Concinsion 

Obstetrically  speaking,  the  North  Carolina 
contraceptive  program  was  concei^'ed  nat- 
urally as  the  result  of  a  personal  need  to  im- 
prove maternal  and  infant  health,  not  created 
artificially  by  the  war  on  poverty.  Its  ante- 


Table  2 

Unrelated  Reasons  for  Discontinuing  Use  of  Intrauterine 

Device 

No.  Cases 

Desire  for  pregnancy  14 

Husband's  objection  16 

No  longer  necessary  6 

Accidental  i 

Abnormal  cytology  26 

Elective   surgery  9 

Psychiatric  conditions  1 

Patient   left   county  1 


Total 


74 


l)artum  course  was  not  complicated  by  re- 
strictive legislation  or  adverse  public  cri- 
ticism. Its  birth  occurred  spontaneously 
when  the  time  w;is  ripe:  it  was  not  induced 
by  outside  agents  such  as  the  federal  gov- 
ernment, world  demographers,  and  social  re- 
formers. Its  postnatal  course  has  been  mark- 
ed by  periodic  check-ups,  with  the  incor- 
poration of  regular  "boosters"  as  they  have 
been  released  by  medical  science.  Its  founda- 
tion is  firmly  established :  it  will  continue  to 
grow  in  quality  and  stature. 

In  short,  the  North  Carolina  contraceptive 
program  is  a  medical  service  whose  aim  is 
Iirnlfli,  in  a  broad  sense — health  of  the  moth- 
and  infant,  health  of  the  family,  and  health 
o:"  the  community.  As  other  agencies  become 
involved,  it  is  rapidly  ceasing  to  be  a  privilege 
enjoyed  by  us  physicians;  it  is  becoming 
rather  an  obligation  and  responsibility. 
HEALTH  is  our  responsibility.  Let  us  keep 
it  in  our  hands. 
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Report  on  Trauma 

THE   EARLY  MANAGEMENT  OF 
CLOSED  FRACTURES* 

The  end  result  of  any  fi-acture  may  be 
jeopardized  by  careless  initial  treatment. 

In  the  early  management  of  closed  frac- 
tures, the  physician  must  keep  in  mind  cer- 
tain basic  pi-inciples.  Treatment  of  the  closed 
fracture  comes  fourth  in  the  order  of  em- 
ergency measures  for  a  severely  injured  pa- 
tient. Only  after  an  adequate  airway  has 
been  established,  active  hemorrhage  has 
been  controlled,  and  shock  has  been  revers- 
ed, should  closed  fractures  be  treated. 

The  old  axiom,  "Splint  them  where  they 
lie,"  which  became  popular  during  World 
War  I  when  traction  splinting  reduced  the 
mortality  of  front-line  open  fractures  of  the 
femur  from  80  to  16  per  cent,  remains  true 
today.  The  gentle  application  of  a  splint, 
even  before  a  definite  diagnosis  has  been 
made,  is  good  practice. 

What  type  of  splint  should  one  use?  Any 
method  which  'prevents  further  damage 
without  embarrassing  the  circulation  is  "pro- 
per fracture  treatment.  The  Thomas  ring 
splint  has  proved  satisfactory.  Excessive 
traction  is  dangerous,  especially  over  a  long 
period  of  time,  but  there  must  be  enough 
traction  to  prevent  further  nerve,  vessel,  or 
other  soft  tissue  injury. 

Ideal  splinting  includes  a  secure  method 


of  fastening  the  arm  or  leg  to  the  splint,  but 
without  injuring  the  extremity.  Adequate 
padding  or  leaving  a  shoe  on  works  quite 
well.  The  traction  should  be  applied  above 
the  wrist  or  ankle,  and  there  shoud  be  some 
method  of  increasing  and  decreasing  the 
traction.  This  may  be  done  with  a  windlass 
device  such  as  twisting  a  small  stick  in  the 
attachment  from  end  of  extremity  to  end  of 
splint.  The  extremity  should  be  supported 
as  well  as  in  traction,  and  lateral  motion 
should  be  prevented.  The  entire  splint 
should  be  supported. 

Careful  re-evaluation  of  the  distal  sensa- 
tion, motor  function,  and  circulation  after 
splinting  is  essential.  The  patient  is  now 
ready  for  transportation  to  x-ray  or  to  an 
area  of  definitive  treatment. 

Lastly,  it  should  be  remembered  that  a 
considerable  amount  of  blood,  estimated  up 
to  1500  cc,  can  be  lost  in  the  soft  tissues 
about  a  closed  fracture  of  a  femur.  Multiple 
close  fractures  can  quite  easily  result  in  ade- 
quate blood  loss  to  produce  hypovolemic 
shock.  Appropriate  management  is,  of 
course,  early  and  adequate  replacement 
with  properly  matched  whole  blood. 


This  is  the  eighth  in  a  series  of  articles  submitted  by  the 
North  Carolina  Chapter  of  the  American  College  of  Sur- 
geons Committee  on  Trauma. 


"Wyeth  Story"  Presents  World-Wide  Study  of 
Pharmaceutical  Firm 

A  new  educational  film,  "The  Wyetti  Story",  covers  a 
full  century  in  the  growth  of  medicine  as  it  depicts 
the  growth  and  modern  dimensions  of  Wyeth  Labora- 
tories, both  in  tlie  United  States  and  abroad. 

Available  on  loan  for  group  showings,  "The  Wyeth 
Story"  is  16  mm.,  sound,  40  minutes  in  full  color.  For 
showings,  write  to  Wyeth  Film  Library,  Box  8299,  Phila- 
delphia. Pa.  or  telephone  Murray  8-4400  in  Radnor,  or 
any  local  Wyeth  representative. 
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Each  dot  represents  one  death 
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MIDSUMMER   EXECUTIVE    COUNCIL 
MEETING 

Pressing  issues,  particularly  the  imple- 
mentation of  Resolutions  Numbers  One  and 
Two  enacted  by  the  House  of  Delegates  last 
May.  concerned  with  the  posture  of  the 
State  Society  regarding  payment  for  services 
under  Medicare  and  other  government  pro- 
grams, occasioned  the  called  meeting  of  the 
Executive  Council  in  Raleigh,  July  31. 

The  Council  authorized  the  Committee  on 
Negotiations  to  proceed  in  its  deliberations 
with  governmental  agencies  on  the  basis  of 


"Usual  and  Customary"  fees.  Complex  prob- 
lems involved  in  bringing  existing  service 
programs  in  line  with  these  resolutions  must 
be  recognized.  Much  deliberation  and  time 
will  be  required  to  accomplish  their  objec- 
tives. 

The  implications  of  Title  XIX,  Public  Law 
89-97,  actually  an  extention  of  Kerr-Mills 
and  expected  to  expand  and  replace  it  ulti- 
mately, were  given  attention.  When  and  if 
fully  implemented,  this  legislation  will  pro- 
vide possible  benefits  for  upward  of  35,- 
000,000  citizens.  The  law  stipulates  that  each 
state  must  participate  in  Title  XIX  by  1970 
in  order  to  continue  to  receive  federal  sup- 
port for  other  governmental  programs.  The 
Council  endorsed  the  designation  of  the  State 
Board  of  Health  as  the  Administrative 
Agency  under  Title  XIX. 

The  Council  received  a  report  from  the 
State  Board  of  Health,  designated  as  the  Ad- 
ministrative Agency  for  Medicare,  indicating 
that  133  of  176  North  Carolina  hospitals 
have  been  approved  for  participation  in 
Medicare.  Twenty-one  hospitals  were  chosen 
not  to  participate.  Of  the  remaining  22,  10 
have  not  qualified  and  the  remaining  12  are 
pending.  It  is  of  interest  to  note  that  in  no 
instance  did  a  hospital  fail  to  qualify  because 
of  a  lack  of  a  utilization  and  review  plan. 

The  Council  was  given  a  progress  report 
on  a  proposed  implementation  of  Public  Law 
89-239  known  as  the  "DeBakey  Bill." 
Through  the  close  cooperation  of  the  Medical 
Society,  the  medical  schools,  and  the  State 
Board  of  Health,  a  planning  grant  has  been 
secured  and  an  Association  of  the  North 
Carolina  Regional  Medical  Program  has  been 
organized.  It  is  anticipated  that  the  plan- 
ning phase  will  require  approximately  two 
years  and  will  involve  the  employment  of  a 
planning  director,  already  designated,  and  a 
medical  director,  to  be  appointed  in  the  near 
future. 

Among  other  matters  considered  by  the 
Council  was  the  election  of  Dr.  Hugh  F.  Mc- 
Manus,  Jr.,  Raleigh,  to  fill  out  the  unexpired 
term  of  the  late  Dr.  Harry  L.  Johnson,  Elkin. 
on  the  Medical  Care  Commission.  The  Council 
authorized  appropriate  recognition  for  the 
dedicated  service  of  Dr.  Johnson  to  the  So- 
ciety and  to  the  state.  J.S.R. 


September,  1966 


EDITORIALS 


445 


DR.  SHAFFNER'S  DIARY 

Shaffners  have  been  publishing  in  the  of- 
ficial journal  of  the  Medical  Society  for  al- 
most 100  years  now,  and  there  being  an  ade- 
quate supply  of  boys  in  the  present  genera- 
tion, they  may  well  extend  the  tradition  an- 
other 100  years.  In  the  Transactions  of  the 
Society  for  1868,  the  Dr.  Shaffner  whose 
diary  is  excerpted  in  this  issue  of  the  JOUR- 
NAL published  an  account  of  some  surgical 
cases.  In  the  Transactions  for  1872,  the 
"Henry  Bahnson"  of  Dr.  Shaffner's  diary, 
now  Dr.  Henry  Bahnson,  published  an  ac- 
count of  some  "guinecological"  cases,  one  of 
them  a  lady  referred  to  him  by  Dr.  Shaffner. 
He  took  advantage  of  having  the  floor  with 
his  gynecologic  cases  to  enter  a  plea  on  be- 
half of  women  in  medicine,  and  to  recom- 
mend the  admission  of  a  certain  lady  to 
membership  in  the  Society. 

A  few  items  concerning  Drs.  Shaffner  and 
Bahnson  may  interest  those  who  have  read 
Dr.  Louis  Shaffner's  paper.  Dr.  J.  F.  Shaff- 
ner returned  to  Salem,  N.  C.  after  the  war, 
and  in  addition  to  a  large  practice  of  medi- 
cine gave  freely  of  his  time  to  organized 
medicine.  He  was,  among  other  offices,  chair- 
man of  many  committees,  delegate  to  the 
American  Medical  Association  from  the  Med- 
ical Society  of  the  State  of  North  Carolina 
in  1872,  and  President  of  the  Society  in  1880. 

Dr.  Henry  Bahnson,  who  was  only  18  years 
old  at  the  time  he  appears  in  Dr.  Shaffner's 
diary  on  the  field  at  Gettysburg,  was  ex- 
changed as  a  prisoner  and  fought  on  until 
Appomattox,  returning  home  after  he  had 
been  given  up  for  dead,  and  indeed  was  not 
far  from  that  state  when  he  arrived  among 
his  family.  He  got  the  M.D.  degree  from  the 
University  of  Pennsylvania  and  returned  to 
Salem  to  practice.  Like  Dr.  Shaffner,  he  was 
active  in  medical  affairs,  being  President  of 
the  State  Society,  President  of  the  State 
Board  of  Health  and  Secretary  of  the  State 
Board  of  Medical  Examiners.  His  descend- 
ants, like  Dr.  Shaffner's,  remain  active  in 
medicine  today. 


SOME   MEDICAL   EFFECTS   OF 

TIGHT   PANTS 

Any  male  who  has  lately  bought  a  pair  of 
pants,  even  if  he  is  inclined  toward  the 
conservative,  must  have  noted  that  the  carry- 
ing capacity  of  current  styles  is  smaller  (in 
many  cases  the  volume  to  be  contained  is 
larger,  too).  Those  addicted  to  taking  their 
pants  off  with  their  shoes  on  have  an  al- 
most impossible  task.  Should  present  trends 
continue  it  will  soon  be  unnecessary  to  dress 
the  attendants  at  historical  sites  in  replicas 
of  the  clothes  of  200  years  ago;  our  own 
styles  will  do. 

Aside  from  the  appeal  to  vanity,  the  shame 
cast  upon  the  hanging  belly  by  such  styles, 
the  newer  pants  cannot  help  but  put  into  re- 
lief difficulties  in  the  inguinal  and  perineal 
regions.  There  will  be  no  concealing  of  her- 
nias among  the  folds  of  expanding  pleats.  Hy- 
droceles will  make  anything  but  a  costume 
party  where  he  can  go  in  a  toga  an  impos- 
sibility for  the  sufferer.  In  short,  they  will 
aid  in  bringing  the  wearer  to  the  physician. 

History,  however,  tells  us  that  this  was 
not  always  precisely  the  case.  That  supreme 
example  of  18th  century  scholarship,  Ed- 
ward Gibbon,  suffered  from  a  hydrocele.  The 
styles  of  that  era  made  his  problem  apparent 
to  discerning  friends,  but  he  was  never  given 
their  advice  on  the  subject  (as  a  bachelor 
he  was  deprived  of  therapeutic  nagging) . 
The  size  of  the  swelling  was  such  that  for 
years  he  did  not  mind  going  out  in  society, 
though  one  suspects  from  the  length  of  The 
Decline  and  Fall  of  the  Roman  Empire  that 
his  difficulty  kept  him  home  most  of  the 
time.  Near  the  end  of  his  life  the  swelling 
suddenly  increased  greatly,  and  he  was  un- 
able to  dress  acceptably  to  go  out  in  the  com- 
pany of  his  friends.  Finally,  after  a  lapse  of 
many  years  after  a  hesitant  diagnosis  of  her- 
nia versus  hydrocele  had  kept  him  away  from 
physicians,  he  again  sought  medical  advice, 
had  a  hydrocele  diagnosed  and  drained,  and 
died  of  infection.  Today,  the  outcome  would 
have  been  different,  but  at  age  57  he  would 
still  have  to  pay  for  his  own  operation. 
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The    President's    Page 

DOCTORS  ARE  NOT  RAISING  FEES;  THEY  ARE  DECREASING  DISCOUNTS 


When  a  man  stops  listening  to  or  reading 
the  opinions  of  others  he  is  intellectually  rig- 
id. Editorial  pages  of  newspapers  and  maga- 
zines have  always  been  of  great  interest  to 
me.  I  would  be  less  than  honest  if  it  were  not 
also  said  that  often  the  opinions  set  forth 
on  those  pages  are  at  total  variance  with  my 
thinking.  On  the  other  hand  when  an  angle 
or  thought  is  brought  out  by  another  man's 
thinking  that  I  had  not  considered,  it  at  least 
causes  me  to  re-evaluate  my  own  position. 

From  time  to  time  a  train  of  thought  is 
encountered  that  somewhat  parallels  my  own. 
Last  week,  while  in  Chicago  attending  a 
series  of  four  separate  meetings,  I  happened 
upon  an  editorial  in  the  CJiicaqo  Tfibiow  of 
Saturday,  August  27,  1966. 

This  editorial  is  the  reaction,  the  thinking, 
and  the  observations  of  a  layman.  We  quote 
this  editorial  in  full,  not  because  we  feel  that 
Mr.  W.  D.  Maxwell  or  a  member  of  his  edi- 
torial staff  is  an  advanced  thinker  because 
he  seems  to  agree  with  our  thoughts,  but 
because  the  treatment  of  the  subject  matter 
is  timely,  thoughtful,  and  objective. 

Before  quoting  the  editorial  itself  it  is 
wise  to  allow  the  Tribune  Credo,  a  part  of 
their  masthead,  to  speak. 

The  Newspaper  is  a)i  ivstitiitiou  developed 
by  modem  civilization  to  present  the  news 
of  the  day,  to  foster  commerce  and  industry, 
to  inform  atid  lead  public  opinion,  and  to  fur- 
nish that  check  upon  government  which  no 
constitution  has  ever  been  able  to  provide. 

As  one  reads  the  last  statement  of  this 
Credo,  the  awesome  responsibility  of  the  com- 
munications media  becomes  critically  appar- 
ent. Allen  Drury  in  a  new  (1966)  political 
novel.  Capable  of  Honor,  brings  out  what 
might  happen  when  a  responsibility  of  rea- 
sonableness becomes  a  license  of  power. 

Read  for  yourself  this  Tribune  editorial, 
and  I  am  sure  you  will  see  why  it  is  being 
reproduced.  It  does  not  consider  that  Medi- 
cine, in  its  entirety,  is  like  Sir  Lancelot  in 
pursuit  of  the  Holy  Grail — totally  pure  and 
without  reproach,  but  it  does  point  out  that 
we  should  not  be  prejudged  and  preconvicted, 
before  the  fact,  if  and  when  the  Medicare 


program  demonstrates  the  problems  that  are 
built  into  it. 

The  Tribune's  spelling  of  "burocrat"  in- 
trigues me  greatly.  Webster  makes  real  in- 
teresting reading  to  one  seeking  the  meaning 
of  the  prefix  bur  or  burr  as  used  in  this  con- 
text. 

The  Eurocrat  and  the  Doctor 

A  spokesman  for  medicare,  commenting  on  a  report 
that  doctors  have  raised  their  fees  for  elderly  patients 
by  "as  much  as  300  per  cent"  since  the  program  began, 
jumped  to  a  hasty  and  predictable  conclusion.  "This 
is  a  situation."  he  told  the  New  York  Times,  "in  which 
the  professional  takes  advantage  of  the  plan  " 

President  Johnson  has  lent  credence  to  this  charge 
by  ordering  a  study  of  rising  medical  costs. 

Ever  since  George  Bernard  Shaw,  the  Fabian  so- 
cialist, wrote  "The  Doctor's  Dilemma,"  advocates  of 
government  controlled  medicine  have  tended  to  blame 
the  doctors  for  everything  that  has  gone  wrong  in  their 
profession. 

What  the  Times  report  boiled  down  to  was  simply 
that  many  doctors  who  have  been  treating  the  elderly 
and  indigent  at  cut-rate  fees,  out  of  consideration  for 
these  patients,  are  raising  the  fees  to  conform  to  their 
standard  fees.  "I'm  not  raising  fees."  one  doctor  pro- 
tested, "but  eliminating  a  discount." 

This  doesn't  strike  us  as  unreasonable.  There  is  no 
reason  why  a  doctor  who  has  been  helping  elderly  pa- 
tients by  charging  less  than  the  going  rate  should  now 
be  expected  to  grant  the  same  subsidy  to  the  govern- 
ment— especially  when  he  is  paying  social  security  ta.xes 
himself  for  benefits  which,  in  all  likelihood,  he  will  never 
receive.  Doctors  rarely  retire  at  65,  and  with  today's 
shortage  there  is  more  need  than  ever  for  them  to 
stay  on  the  job. 

If  the  government,  for  its  part,  wants  the  elderly  to 
receive  the  quality  of  care  that  they  have  been  pro- 
mised under  the  voluntary,  supplemental  program 
to  which  nearly  all  of  them  have  subscribed,  it  hardly 
makes  sense  for  it  to  refuse  to  pay  what  other  patients 
pay. 

This  isn't  to  say  that  all  doctors  are  perfect  or  that 
there  won't  be  any  abuses  on  their  part.  But  when  a 
government  spokesman  suggests  that  the  medical  pro- 
fession is  profiteering  simply  because  doctors  object  to 
subsidizing  the  government  more  than  they  already  are, 
the  doctors  can't  be  blamed  for  looking  at  the  whole 
program  with  a  jaundiced  eye. 

This  is  the  way  schisms  have  developed  between  doc- 
tors and  burocrats  wherever  a  government  has  stepped 
into  the  practice  of  medicine.  If  it  is  an  indication  of 
the  way  things  are  to  be  here,  too,  the  prognosis  for 
medicare  is  a  gloomy  one. 

Frank  W.  Jones,  M.D. 
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Correspondence 

To  the  Editor : 

The  following  information  may  be  of  in- 
terest to  your  readers. 

There  is  a  narcotics  addict  traveling  about 
North  Carolina  and  Virginia  in  search  of 
drugs,  who  can  very  easily  be  identified. 

He  is  59  years  of  age,  has  white  hair,  blue 
eyes  and  is  rather  plump.  He  is  very  genial 
natured.  In  addition,  he  has  a  long  trans- 
verse suprapubic  scar  of  recent  origin.  This 
patient  may  present  a  spurious  Blue  Cross 
card. 

I  am  purposely  omitting  his  name  so  as 
not  to  lay  myself  open  to  a  libel  action. 

Norman  M.  Hornstein,  M.D. 
Southport,  N.  C. 


Bulletin  Board 

Coming  Meetings 

Fifth  District  Medical  Society  Meeting— The  Countr\ 
Club  of  North  Carolina.  Pinehurst,  October  5. 

University  of  Nortli  Carolina  School  of  Medicine,  Con- 
ference on  "Grief  and  Depression — Th?ir  Crisis  and 
Management"— Chapel  Hill,  October  6-8. 

The  Herman  Cone  Lecture,  sponsored  by  the  Moses  H. 
Cone  Memorial  Hospital—  Greensboro  Public  Library. 
Greensboro,  October  20.  Dr.  Curtis  P.  Artz.  of  the 
Medical  College  of  South  Carolina  will  be  the  speaker. 

North  Carolina  Academy  of  General  Practice,  19S6 
Scientific  Assembly— Hotel  Jack  Tar.  Durham.  October 
27-28. 

North  Carolina  Society  for  Crippled  Children  and 
Adults,  Annual  Convention— l\Iid  Pines  Hotel.  October 
28-29. 

Society  of  Nuclear  Medicine.  South»astern  Chapter- 
Jack  Tar  Hotel.  Durham.  November  .3-.5. 

Southern  Thoracic  Surgery  Assoriation,  13th  .4nnual 
Meeting — Grove  Park  Inn,  Asheville.  November  3-5. 

North  Carolina  Pediatric  Society—Mid  Pines  Club  and 
Golfotel.  Southern  Pines.  November  4-5. 

Greensboro  Academy  of  Medicine,  20th  Annual  Sym- 
posium—Greensboro, March  30,  1967. 

American  College  of  Surgeons,  52nd  Annual  Clinical 
Congress— San  Francisco.  October  10-14. 

American  Academy  of  Pediatrics — 35th  Annual  Meet- 
ing. Chicago.  October  22-27. 

New  Members  of  the  State  Society 

Drs.  John  Tilmon  Gentry.  2018  N.  Lake  Shore  Dr.. 
Chapel  Hill:  George  Thomas  Arnold  Morris,  711  Hermi- 
tage Rd..  Burlington:  Mary  Lide  Morris.  1704  Woodland 
Ave.,  Burlington:  William  Glenn  Myrick.  Kernodle 
Clinic.    Burlington:    John    Walter   Paisley.    Jr..    P.    0. 


Box  985.  N.  Wilkesboro:  Walter  Harley  Davidson,  Path, 
Scotland  Mem.  Hosp.,  Laurinburg.  Edward  Everard 
Low,  P.  Broughton  Hospital.  Morganton:  Charles  Walk- 
er Harris.  I,  1351  Durwood  Dr.,  Charlotte:  Joe  Thomas 
Fo.x.  Jr.,  P.  1928  Randolph  Rd.,  Charlotte:  Joseph  Walt- 
er Stiefel,  N,  1126  N.  Elm  St.,  Greensboro:  Montford 
Haslam,  GP,  Barket  St.,  Hertford:  Philip  Thomas  How- 
erton,  R,  Powe  St.,  Morganton:  Lonis  Leon  Schurter, 
505  Northwood  Circle.  Garner. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  College 

Avalon  Foundation  of  New  York  City  has  appropriated 
$200,000  to  the  Bowman  Gray  School  of  Medicine  for 
use  in  the  construction  of  new  medical  school  facihties. 

The  grant,  which  will  support  the  $27-million  ex- 
pansion program  of  the  medical  school  and  North  Caro- 
lina Baptist  Hospital,  was  announced  jointly  by  Charles 
S.  Hamilton  Jr.,  president  of  Avalon  Foundation,  and 
Dr.  Manson  Meads,  medical  school  dean. 

Avalon  Foundation,  created  in  1940  by  Mrs.  Ailsa 
Mellon  Bruce,  has  had  an  active  inte:-est  in  health  and 
medicine  from  the  beginning  of  its  operation.  In  recent 
years  the  foundation  has  provided  aid  for  education  in 
the  health  sciences,  including  physical  facilities. 

Construction  of  an  86.000-square-foot  addition  to  the 
Bowman  Gray  School  of  Medicine  is  scheduled  to  begin 
in  February,  1967.  Contracts  for  the  construction  of  other 
elements  of  the  expansion  program  including  hospital 
facilities,  will  be  awarded  at  a  later  date. 

These  projects,  which  will  enlarge  the  medical  cen- 
ter by  80%  and  will  increase  the  number  of  hospital 
teaching  beds  from  483  to  717,  are  designed  to  permit  a 
.37%  increase  in  medical  school  enrollment  and  a  sig- 
nificant expansion  of  the  graduate  and  postdoctoral 
programs. 

Dr.  John  T.  Hayes,  a  member  of  the  University  of 
Michigan  Medical  School  faculty  for  the  past  10  years, 
joined  the  faculty  of  the  Bowman  Gray  School  of  Medi- 
cine July  1  as  professor  and  director  of  the  Section  on 
Orthopedics. 

Other  newly  appointed  faculty  members  are  Dr.  Rob- 
ert H.  Coombs,  assistant  professor  of  sociology:  Dr. 
Alvin  H.  Gold,  assistant  professor  of  biochemistry:  Dr. 
Robert  M.  Kerr,  assistant  professor  of  medicine:  Dr. 
Richard  Janeway,  instructor  in  neurology:  Dr.  Paul 
Lambrecht.  instructor  in  medicine:  Dr.  C.  Douglas 
Maynard.  instructor  in  radiology:  and  Dr.  Timothy  C. 
Pennell.  instructor  in  surgery. 

Dr.  Hayes,  who  holds  the  B.S.  and  M.D.  degrees  from 
the  University  of  Michigan,  was  appointed  to  the  facul- 
ty of  the  University  of  Michigan  Medical  School  in  1956, 
following  the  completion  of  internship  and  residency 
training  at  University  Hospital  in  Ann  Arbor.  Mich.  He 
was  promoted  to  associate  professor  of  orthopedic  sur- 
gery in  1962. 

Dr.  Coombs,  a  faculty  member  at  Iowa  State  Uni- 
versity for  the  past  three  years,  is  a  sociologist  in  the 
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Section  on  Marriage  and  Family.  Department  of  Obste- 
trics and  Gynecology.  He  holds  ttie  B.S.  and  M.S.  de- 
grees from  the  University  of  Utah  and  the  Ph.D.  degree 
from  Washington  State  University.  A  recipient  of  the 
Bobbs-Merrill  Award  in  Sociology,  he  is  currently  writ- 
ing a  book  on  "Social  Changes  and  the  Family." 

Dr.  Gold,  who  holds  the  B.A.  and  M.A.  degrees  from 
the  University  of  Texas  and  the  Ph.D.  degree  from  St. 
Louis  University  School  of  Medicine,  has  studied  for  the 
past  two  years  as  a  research  associate  al  the  State 
University  of  New  York  at  Buffalo. 

Dr.  Kerr,  a  gastroenterologist.  recently  completed  a 
two-year  fellowship  with  the  Cornell  Medical  Division  of 
Bellevue  Hospital,  New  York  City.  A  graduate  of  Buck- 
nell  University,  he  attended  the  University  of  Pennsyl- 
vania Graduate  School  of  Chemical  Engineering  and  re- 
ceived the  M.D.  degree  from  Cornell  University  Medical 
College. 

Dr.  Janeway.  who  completed  residency  training  in 
neurology  June  30  at  N.  C.  Baptist  Hospital,  will  serve 
as  program  director  of  the  Cerebral  Vascular  Research 
Unit  of  the  Department  of  Neurology.  A  magna  cum 
laude  graduate  of  Colgate  University,  he  holds  the 
M.D.  degree  from  the  University  of  Pennsylvania  School 
of  Medicine,  where  he  also  took  internship  training.  He 
is  a  member  of  Phi  Beta  Kappa  and  Alpha  Omega 
Alpha. 

Dr.  Lambrecht.  a  native  of  Courtrai.  Belgium,  is  en- 
gaged in  gastroenterology  research  He  holds  the  M.D. 
degree  from  the  University  of  Louvain.  Belgium,  where 
he  has  studied  for  the  past  year  as  a  resident  in  cardio- 
logy. A  former  fellow  in  medicine  at  Bowman  Gray,  he 
took  postdoctoral  training  at  hospitals  in  Philadelphia, 
Pa.,  and  Antwerp,  Belgium. 

Dr.  Maynard.  who  recently  was  named  a  James  Pick- 
er Foundation  Scholar  in  Radiological  Research,  is  now 
in  charge  of  the  Nuclear  Medicine  Unit  of  the  Depart- 
ment of  Radiology.  A  graduate  of  Wake  Forest  College 
and  the  Bowman  Gray  School  of  Medicine,  he  completed 
residency  training  June  30  at  N.  C.  Baptist  Hospital. 

Dr.  Pennell,  who  has  been  awarded  a  fellowship  by 
the  American  Thoracic  Society,  is  a  graduate  of  Wake 
Forest  College  and  the  Bowman  Gray  School  of  Medi- 
cine. He  recently  completed  residency  training  in  gen- 
eral and  thoracic  surgery  at  N.  C.  Baptist  Hospital. 

Dr.  Richard  L.  Burt,  professor  of  obstetrics  and 
gynecology,  was  recently  appointed  to  the  editorial 
board  of  "Obstetrics  and  Gynecology,"  the  official  jour- 
nal of  the  American  College  of  Obstetricians  and  Gyne- 
cologists. 

Dr.  Thomas  B.  Clarkson,  Jr.,  professor  and  director 
of  the  Department  of  Laboratory  Animal  Medicine,  has 
been  appointed  to  a  four-year  term  on  the  Animal  Re- 
sources Advisory  Committee  of  the  National  Institutes 
of  Health  as  a  special  consultant  to  the  Public  Health 
Service.  His  appointment  became  effective  July  1. 

Dr.  Hugh  J.  Burford,  assistant  professor  of  phar- 
macology, presented  a  paper  on  "Extrarenal  .Avian  Salt 


Excretion  in  Relation  to  Cardiovascular  Function"  at 
the  annual  meeting  of  the  American  Society  of  Phar- 
macology and  Experimental  Therapeutics  in  Mexico 
City.  Mexico. 

Forty-nine  interns  and  resident  physicians  were  re- 
cently appointed  to  the  house  staff  of  N.  C.  Baptist 
Hospital  and  the  Bowman  Gray  School  of  Medicine. 
There  are  presently  114  doctors  who  are  continuing  their 
postdoctoral  training  as  members  of  the  medical  center 
house  staff. 


News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

Two  sections  of  interstate  highways  in  North  Carolina 
have  been  selected  for  a  federally  sponsored  study 
aimed  at  reducing  highway  accidents  and  improving 
emergency  medical  services  for  persons  injured  on  the 
highway. 

UNC's  Department  of  Hospital  Administration  has 
been  awarded  $125,000  for  the  first  six  months  planning 
phase  of  the  study.  The  total  study  is  expected  to  cost 
$400,000  and   require  about   18  months. 

Colonel  Harvey  E.  Archer  of  the  UNC  Department 
of  Hospital  Administration  is  the  director  of  the  study. 

He  said  that  a  40-mile  section  of  1-40  from  Black 
Mountain  east  to  Hildebran  and  a  50-mile  section  of  1-85 
Greensboro  and  Durham  will  be  used  for  the  study. 

The  N.  C.  Highway  Commission  and  the  N.  C.  Depart- 
ment of  Motor  Vehicles  will  participate  in  the  study 
as  well  as  a  number  of  hospitals  yet  to  be  selected. 

Dr.  Hasan  I.  Zeya.  a  research  associate  in  bacteriol- 
ogy at  the  UNC  School  of  Medicine,  has  been  awarded  a 
special  scholarship  grant  by  the  Leukemia  Society. 

The  two-year  grant  will  provide  $19,000  for  Dr.  Zeya's 
research  into  the  chemistry  of  white  blood  cells.  He  is 
seeking  a  better  understanding  of  the  tendency  of  leu- 
kemia victims  to  die  of  infection. 

Three  members  of  the  UNC  medical  faculty  were 
promoted  by  University  trustees  at  their  July  meeting. 

Dr.  George  K.  Summer,  pediatric  biochemist  was  pro- 
moted to  associate  professor. 

Promoted  to  assistant  professors  were  Dr.  James 
A.  Bryan,  medicine,  and  Dr.  Harvey  E.  Mayberry,  ana- 
tomy. 

Dr.  Ivor  S.  Smith,  a  native  of  Northern  Rhodesia  and 
now  a  U.  S.  citizen,  joined  the  UNC  medical  faculty  as 
assistant  professor  September  1. 

Dr.  Peter  Hutchin,  a  native  of  Czechoslvakia,  has 
joined  the  UNC  School  of  Medicine  as  an  intsructor  in 
surgery. 

For  the  last  two  years  he  has  been  a  U.  S.  Public 
Health  Service  Fellow  working  in  the  field  of  trans- 
plantation at  Duke  University  Medical  Center.  His  pri- 
mary research  interest  is  in  lung  transplantation. 
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Miss  L.  Irene  Hollis,  director  of  occupational  therapy 
at  the  University  of  North  Carolina's  Hand  Rehabilita- 
tion Center,  spoke  in  London,  England,  in  late  July  at 
the  annual  meeting  of  the  World  Federation  of  Occu- 
pational Therapists. 

She  reported  on  "Splint  Substitutes."  presenting  some 
original  ideas  on  the  use  of  inexpensive  and  readily 
available  materials  as  replacements  for  elaborate  splints 

in  rehabilitating  patients  with  injured  hands  and  arms. 

*    *    * 

The  biology  of  the  outer  layers  of  the  human  skin— the 
epidermis— will  be  studied  at  the  UNC  School  of  Medi- 
cine under  a  new  three-year  federal  grant.  A  first- 
year  grant  of  $54,533  was  approved  by  the  National  In- 
stitute of  Arthritis  and  Metabolic  Diseases. 

The  project  director  is  Dr.  Clayton  E.  Wheeler,  Jr., 
UNC  dermatologist. 

A  hunch  that  lectures  would  mean  more  if  medical 
students  could  work  with  patients  earlier  in  their  train- 
ing has  led  to  a  special  study  at  the  UNC  School  of 
Medicine  in  Chapel  Hill. 

Traditionally,  medical  students  first  work  with  pa- 
tients in  their  third  year  of  medical  school.  Now,  a 
federal  grant  of  $19,400  has  been  approved  to  conduct 
a  three-year  pilot  and  evaluation  program  under  which 
pre-freshmen  medical  students  volunteer  to  spend  the 
summer  before  entering  medical  school  working  in  a 
hospital  setting. 

The  program  is  under  the  direction  of  Dr.  John  A. 
Ewing,  chairman  of  the  UNC  Department  of  Psychiatry. 

Results  of  the  study  could  help  medical  schools  de- 
cide whether  to  seriously  consider  introducing  stu- 
dents to  patients  earlier  than  the  traditional  third  year. 

Dr.  Hugh  M.  Shingleton,  obstetrician-gynecologist  at 
the  UNC  School  of  Medicine  and  N.  C.  Memorial  Hospi- 
tal, departed  in  July  for  New  York  City  and  a  year 
of  basic  research  related  to  female  cancer. 

He  was  awarded  a  Special  Postdoctoral  Fellowship 
by  the  National  Cancer  Institute. 

Dr.  Shingleton  will  work  in  the  departments  of  ob- 
stetrics-gynecology  and  pathology  at  Sloane  Hospital  for 
Women,  a  unit  of  Columbia-Presbyterian  Hospital  in 
New  York  City. 

Funds  for  a  new  infirmary  building  to  house  the 
Student  Health  Service  at  the  University  of  North 
Carolina  in  Chapel  Hill  will  be  requested  from  the  1967 
General  Assembly. 

The  proposed  building  would  replace  the  present  in- 
firmary financed  jointly  by  UNC  and  the  Navy  and  built 
in  the  early  days  of  World  War  II. 

Four  graduates  of  an  on-the-job  training  program  for 
operating  room  technicians  received  their  certificates 
at  special  ceremonies  at  N.  C.  Memorial  Hospital  at  the 
end  of  June. 

This  was  the  fifth  class  to  complete  the  16-week  pro- 
gram. The  training  is  the  first  of  its  kind  established  in 
the  state  under  a  contract  with  the  U.  S.  Labor  Depart- 
ment. 


A  special  technique  for  taking  color  movies  of  tiny, 
finger-Uike  projections  on  the  inside  lining  of  the  small 
intestine  of  living  animals  has  been  developed  at  the 
UNC  School  of  Medicine. 

It  marks  one  of  the  first  times  in  the  U  .S.  that  the 
pumping  and  swaying  motions  of  intestinal  villi  have 
been  photographed  in  color. 

The  first  in  a  series  of  trahiing  programs  and  other 
services  for  community  action  programs  were  held  for 
community  action  agency  directors  at  UNC  in  mid-July. 

Dr.  Wilbert  Edgerton,  associate  professor  of  psychol- 
ogy and  psychiatry,  and  Dr.  William  HoUister,  head  of 
community  psychiati-y,  directed  the  workshop.  Emphasis 
was  placed  upon  understanding  one's  own  behavior  in  a 
small  group  situation,  understanding  the  behavior  of 
others,  and  development  of  skills  in  group  leadership. 

The  National  Cancer  Institute  awarded  $74,852  to  the 
UNC  School  of  Medicine  to  establish  a  new  clinical 
cancer  training  program.  The  funds  will  finance  the 
first  year  of  a  proposed  three-year  program. 

Dr.  James  F.  Newsome  of  the  UNC  Department  of 
Surgery  will  be  the  program  director. 

The  federal  grant  will  provide  an  expanded  teaching 
program  in  cancer  treatment  for  undergraduate  stu- 
dents, establish  special  traineeships  for  graduate  stu- 
dents and  expand  postgraduate  education  for  practicing 
physicians. 
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Three  physicians  in  the  Student  Health  Service  at 
UNC  have  been  promoted  in  Chapel  Hill, 

Dr.  James  A.  Taylor,  a  native  of  Oxford  who  came 
to  UNC  in  1949  as  an  instructor  in  pharmacology,  has 
been  named  university  physician. 

Promoted  from  assistant  associate  university  physi- 
cians are  Dr.  Joseph  L.  DeWalt  ani  Dr.  Nicholas  A. 
Love. 

News  Notes  from  the 
Duke  University  Medical  Center 

A  program  to  help  meet  the  need  for  well-trained  phy- 
sicians devoted  to  family  and  community  health  is  be- 
ing launched  by  Duke  University  Medical  Center. 

A  key  step  in  the  program  is  changing  the  department 
cf  preventive  medicine  to  the  department  o'  community 
health  sciences. 

"Oui-  aim,"  said  Dean  W.  G.  Anlyan,  "is  to  create 
a  new  physician— one  who  will  bridge  the  gap  between 
the  exciting  advances  being  mac'e  at  the  research  level 
of  medical  sciences  and  their  application  at  the  family 
and  community  level." 

Dr.  E.  Harvey  Estes  has  been  appointed  chairman  of 
the  new  department. 

Dr.  Estes,  who  also  is  secretary-treasurer  of  the  Dur- 
ham-Orange County  Medical  Society,  played  a  major 
role  in  setting  up  the  North  Carolina  Regional  Medical 
Program,  now  in  the  planning  stages  as  part  of  the 
President's  war  on  heart  disease,  cancer,  stroke  and 
related  diseases. 

Dr.  Allan  H.  Pribble,  who  recently  completed  his  in- 
ternship in  medicine  at  Duke  University  Medical  Center, 
is  one  of  seven  U.  S.  Public  Health  Service  medical  of- 
ficers being  sent  to  South  Vietnam. 

Dr.  Pribble,  received  his  M.D.  degree  from  Wash- 
ington University,  St.  Louis,  Mo.,  a  year  ago  and  then 
began  his  internship  at  Duke. 

He  has  been  assigned  to  duty  with  the  Agency  for  In- 
ternational Development  of  the  U.  S  State  Department 
and  will  work  in  civilian  hospitals  in  Da  Nang  and  Nha 
Trang. 

:i:         si:        :!: 

A  continuation  grant  of  .$48,895  has  been  awarded 
Duke  University  Medical  Center  by  the  National  Insti- 
tute of  Arthritis  and  Metabolic  Diseases  for  a  post- 
graduate training  program  in  academic  urology. 

The  grant  is  intended  to  provide  basic  training  and 


fundamental  experience  for  prospective  and  promising 
academic  urologic  surgeons.  The  five-year  program  was 
started  last  year  under  the  direction  of  Dr.  James  F. 
Glenn,  chief  of  the  division  of  urologic  surgery. 

"The  emphasis  in  the  program,"  said  Dr.  Glenn,  "is 
on  helping  meet  the  need  for  teachers  in  urologic  sur- 
gery by  developing  appropriate  candidates  for  posi- 
tions in  medical  centers  throughout  the  country." 

The  trainees  receive  instruction  and  experience  in 
areas  of  investigative  urology,  clinical  urologic  surgery, 
basic  research,  and  teaching. 

A  clinical  study  of  human  macular  disease,  a  condi- 
tion that  affects  the  central  sharp  vision  of  the  eye,  will 
be  conducted  at  Duke  University  Medical  Center  under 
a  $35,048  U.  S.  Public  Health  Service  grant.  The  grant 
will  enable  researcher's  in  Duke's  new  eye  clinic  to 
learn  more  about  the  puzzling  disease  which  is  generally 
associated  with  aging  but  can  also  occur  in  the  young. 
It  covers  the  first  year  of  a  three-year  project. 

"We  will  take  a  close  look  at  the  anatomy  of  the  eye's 
blood  vessels  which  influence  the  central  vision,"  said 
Dr.  Joseph  A.  C.  Wadsworth,  chairman  of  the  Depart- 
ment of  Ophthalmology,  who  has  been  named  principal 
investigator. 

Because  human  macular  disease  has  been  found  to  be 
hereditary,  a  genetic  cause  will  also  be  sought.  Medical 
records  at  Duke  show  that  in  the  12  years  between 
19.52  and  1964,  macular  disease  was  found  in  1,123  pa- 
tients. 

Research  here  will  involve: 

1— A  study  of  the  microscopic  changes  that  occur 
within  the  diseased  eye. 

2— Use  of  the  hyperbaric  chamber  in  an  attempt  to  de- 
termine the  utilization  of  oxygen  within  the  eye. 

3 — Use  of  a  technique  called  fluoroscein  photography 
in  which  a  dye  is  injected  into  the  patient's  blood- 
stream to  enable  the  doctors  to  study  the  normal  and 
abnormal  blood  supply  to  the  retina. 

Associated  with  Dr.  Wadsworth  in  this  research  will 
be  Dr.  W.  Banks  Anderson,  Jr.,  Dr.  James  Gills,  and 
Dr.  Arthur  C.  Chandler,  all  assistant  professors. 

Working  on  a  new,  U.  S.  Public  Health  Service  grant 
of  $125,832  for  three  years.  Dr.  J.  Graham  Smith,  a  pro- 
fessor in  the  Department  of  Dermatology,  Duke  Uni- 
versity Medical  Center,  will  focus  his  microscope  on 
cell  structures  which  may  be  related  to  blister  forma- 
tion. 
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His  aim  will  be:  U)  to  test  the  hypothesis  that  en- 
zymes that  attack  proteins  and  carbohydrates  are  re- 
leased or  activated  to  produce  bUsters;  and  i2)  to  find 
a  better  means  of  treating  them. 

At  the  moment,  corticosteroids,  a  potentially  toxic 
group  of  chemical  agents,  are  being  used  successfully 
in  the  treatment  of  blistering  diseases.  Sometimes, 
though,  relief  of  the  symptoms  is  accompanied  by  dang- 
erous side-effects  when  the  corticosteroids  are  used  in 
large  doses  or  over  long  periods. 

"We're  looking  for  safer  drugs,"  said  Dr.  Smith.  "By 
knowing  more  about  the  causes  of  blistering  we  may  in 
turn  be  able  to  come  up  with  agents  that  will  be  just 
as  effective  as  corticosteroids  but  less  risky." 

Dr.  James  F.  Glenn  a  professor  and  chief  of  the 
Division  of  Urologic  Surgery  of  Duke  University  Medical 
Center,  has  been  appointed  to  the  National  Academy  of 
Sciences  Research  Council  committee  on  the  genitouri- 
nary system. 

Chairman  of  the  academy  committee  is  Dr.  William  H. 
Boyce  of  Bowman  Gray  School  of  Medicine  in  Winston- 
Salem. 


The  discomforts  of 
DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


Duke  University  Medical  Center  has  been  awarded  a 
$153,796  U.  S.  Pubhc  Health  Service  grant  to  demon- 
strate the  effects  of  delegating  the  coordination  of 
patient  care  services  to  unit  administrators. 

With  the  introduction  of  new  medical  knowledge  and 
skills,  the  coordination  of  all  patient  services  has  be- 
come one  of  the  major  problems  facing  larger  hospi- 
tals and  medical  centers. 

The  two-year  grant  was  made  to  Charles  H.  Frenzel, 
administrative  director  of  the  medical  center;  Ralph  E. 
Jennings,  assistant  director;  and  Dr.  Jay  Goldman,  a 
consultant  and  professor  of  industrial  engineering  at 
North  Carolina  State  University,   Raleigh. 

Dr.  Charles  Hayes,  an  assistant  professor  of  medicine 
at  Duke  University  Medical  Center,  has  been  appointed 
to  the  national  Kidney  Disease  Project  Review  Commit- 
tee. 

The  group  consists  of  consultants  who  will  advise  the 
U.  S.  Depaitment  of  Health,  Education  and  Welfare 
on  kidney  disease  projects. 

H;         4;         ^ 

The  Fall  Medical  Center  Weekend,  an  event  which 
annually  attracts  many  Duke  University  medical  grad- 
uates, will  be  held  this  year  on  Nov.  17-19. 

All  alumni  of  the  School  of  Medicine  have  been  in- 
vited to  return  to  the  campus  to  learn  what  is  going 
on  in  medicine  at  Duke  today. 

The  Alumni  Association  will  hold  its  annual  luncheon 
and  business  meeting  on  Friday,  Nov.  18.  It  will  be 
followed  by  programs  arranged  by  various  depart- 
ments in  the  medical  center.  A  social  hour,  dinner,  and 
dance  for  alumni  will  be  held  that  night  in  the  Jack 
Tar  Hotel. 


BRAND  THIPHENAMIL  HCl 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4  tablets  every  4  hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  ...^  thiphenamil  hci 

Directly  relaxes  smooth  muscle  spasm. 

Combats  hypermotility 

Non-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use.  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 
Trocinate  is  metabohzed  in  the  body  and 
completely  eliminated,  which  is  a  safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED    IN    BOTTLES    OF 
100,    250    AND    2000    TABLETS 

Literature  and  samples  sent  upon  request 
WM.    P.    POYTHRESS    &    CO.,    INC. 

RICHMOND,    VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Saturday  morning's  program  includes  tours  of  the 
medical  center  and  a  "brunch"  for  alumni,  staff  mem- 
bers, and  guests.  At  1:30  p.m..  the  Blue  Devils  football 
team  will  play  the  Tarheels  at  Kenan  Stadium  in  Chapel 
Hill,  and  that  evening,  alumni  groups  will  hold  private 
social  hours  and  dinners. 

North  Carolina  Society  for  Crippled 
Children  and  Adults 

"Recreation  for  the  Handicapped"  is  the  theme  chosen 
for  the  annual  convention  of  the  North  Carolina  Society 
for  Crippled  Children  and  Adults  to  be  held  in  Southern 
Pines,  October  28  and  29. 

Lieutenant  Governor  Robert  Scott  will  be  keynote 
speaker  of  the  convention. 

Most  of  the  meetings  will  be  held  at  Mid  Pines  Golfo- 
tel.  The  President's  Dinner,  however,  will  be  served 
ranch  style  in  the  Lodge  at  Camp  Easter-in-the-Pines. 
the  society's  camp  for  handicapped  children  and  adults. 

American  Academy  of  General  Practice 

Why  do  today's  teenagers  rebel?  How  can  the  family 
doctor  reach  them  when  their  parents  often  can't? 
"The  Angry  Adolescent."  a  frank  exploration  of  why 
"kids  do  what  they  do,"  is  one  of  the  highlights  awaiting 
family  doctors  attending  the  first  fall  Scientific  Assem- 
bly of  the  American  Academy  of  General  Practice.  Oc- 
tober 10-13  in  Boston. 


Sharing  the  Assembly  spotlight  with  the  adolescence 
panel  will  be  other  "in-depth"  discussions  on  such 
timely  topics  as  stroke,  obstetrics  and  mental  retarda- 
tion, heart  disease,  and  two  half-days  of  bedside  re- 
fresher courses  at  Massachusetts  General  and  13  other 
hospitals. 

The  Sheraton  Boston  will  be  the  scene  of  the  Dele- 
gates' Dinner  Monday  night  and  the  President's  Re- 
ception Wednesday  night  honoring  outgoing  president 
Dr.  Amos  N.  Johnson  of  Garland,  N.  C.  The  reception 
will  follow  inauguration  of  the  new  president.  Dr.  Car- 
roll L.  Witten.  Louisvile.  Ky. 

U.  S,  Department  of  Health,  Education, 
AND  Welfare 

To  identify  the  present  state  of  knowledge  concerning 
the  initiation  of  labor,  the  National  Institute  of  Child 
Health  and  Human  Development  sponsored  an  interdis- 
ciplinarj'  conference  in  late  1963. 

Proceedings  of  the  three-day  conference,  held  in 
Princeton.  New  Jersey  are  now  available  in  a  241- 
page,  fully  indexed  volume  entitled  "Initiation  of  Labor." 

The  proceedings,  edited  by  Dr.  Jean  M.  Marshall,  As- 
sistant Professor  of  Pharmacology  at  Harvard  Medical 
School,  includes  a  summary  and  over  a  hundred  tables 
and  figures.  Copies  of  the  publication.  PHS  No.  1390, 
can  be  purchased  from  the  Superintendent  of  Docu- 
ments, U.  S.  Government  Printing  Office.  Washington, 
D.  C.  20402  for  $1.00. 


for    psychiatric    treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a  complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  D  The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 

ACCREDITED  BY  THE  JOINT  COMMISSION 


and  18  of  which,  in  a  separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
D  Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  D  We  will  be  pleased  to 
provide  further  information  upon  request. 

ON  ACCREDITATION  OF  HOSPITALS 


peachtree    hospital 

41   PEACHTREE  PLACE,   N.  E.    /   TELEPHONE  873-5681    /   ATLANTA  9,   GEORGIA 
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The  Medical  Society  of  The  State  of 

North  CaroUna  Associated  Group 

Major  Hospital  and  Business 

Expense  Plans* 

$10,000  Major  Hospital  Policy 


ANNUAL  PREMIUMS* 
MEMBER 

A — $100    DEDUCTIBLE  Under  Age  50  50-59 

Member    D     $   40.50  D  58.50 

Member   and   Spouse    D          81.00  □  118.50 

Member,   Spouse  and   all  children    .,  D       112.00  n  148.50 
B— $300   DEDUCTIBLE 

Member    Q     $   30.00  Q  $   44.50 

Member   and   Spouse    D          62.50  D  '0.00 

Member,   Spouse  and   all  children    .  D          86.00  D  113.50 
C — $500  DEDUCTIBLE 

Member    □     $   21.00  Q  $   30.00 

Member   and   Spouse    □         43.00  Q  62.50 

Member,   Spouse  and   all  children    .  .  [J         60.00  Q  78.00 


□ 
D 

n 
n 
n 

n 
n 
n 


60-69 
$  96.50 
192.50 
217.50 

$  73.00 
147.00 
164.00 

$  51.00 
100.50 
112.00 


Business  Expense  Policy 


ANNUAL  PREMIUMS* 


AMOUNT  OF  MONTHLY 

OVERHEAD    EXPENSE  Under  Age  55 

$1,000.00  n  $200.00  n 

900.00  n   180.00  □ 

800.00  n   160.00  D 

700.00  n     140.00  n 

600.00  D   120.00  D 

500.00  n   100.00  D 

400.00  n      80.00  n 

300.00  D    60.00  D 

200.00  n      40.00  n 

Premiums  are  tax  deductible  for  this  plan. 


55-59 

$250.00 
225.00 
200.00 
175.00 
150.00 
125.00 
100.00 
75.00 
50.00 


60-64 

$300.00 

270.00 

240.00 

210.00 

180.00 

150.00 

120.00 

90.00 

60.00 


65-69 
$400.00 
360.00 
320.00 
280.00 
240.00 
200.00 
160.00 
120.00 
80.00 


'Premiums  apply  at  age  of  entry  and  do  not 
increase  with  attained  age.  Semi-annual  pre- 
miums are  one-half  above  amounts. 


For  Full  Information — Write  or  Call 

Ralph  }♦  Golden  Insurance  Agency 

Ralph  J.  Golden        •        Henry  Maclin   IV        •        J.  M.  Moore 


Phone:  BRoadway  5-3400 


Greensboro,  N.  C. 
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Tke  Montk  in  Washington 

The  Public  He  ilth  Service  Advisory  Com- 
mittee on  Immunization  has  concluded  that 
routine  typhoid  fever  vaccination  is  not  need- 
ed any  lonyer  in  the  United  States. 

Surgeon  General  William  H.  Stewart  ac- 
cepted the  findings  of  the  committee  and 
stated  as  PHS  policy  th'it  immunization 
against  the  disease  is  r.ot  recommended  on  a 
routine  basis. 

The  committee  reported  that  the  inci- 
dence of  typhoid  in  this  country  had  declined 
steadily  for  many  years  and  now  is  less  than 
500  cases  a  year.  A  continuance  of  the  down- 
ward trend  was  predicted. 

The  committee  further  stated  that,  "al- 
though typhoid  vaccine  has  been  suggested 
for  individuals  attending  summer  camps  and 
those  in  areas  where  flooding  has  occurred, 
there  are  no  data  to  support  the  continuat- 
tion  of  these  practices." 

However,  select  immunization  was  recom- 
mended in  the  following  situations : 


— Intimate  exposure  to  a  known  typhoid 
carrier  as  would  occur  with  continued 
household  contact. 

— Community  or  institutional  outbreaks 
of  typhoid  fever. 

— Foreign  travel  to  areas  where  typhoid 
fever  is  endemic. 

In  a  separate  report,  the  advisory  com- 
mittee predicted  relatively  little  influenza 
during  the  1966-67  season,  but  recommended 
vaccination  after  Sept.  1  for  certain  high- 
risk  groups — such  as  the  chronically  ill  and 
older  persons. 

The  committee  pointed  out,  however,  that 
it  is  reasonable  to  expect  that  limited  out- 
breaks of  Type  Aj  influenza  will  occur  in 
parts  of  the  United  States  not  experiencing 
Type  A  disease  in  1964-65  or  1965-66.  Simi- 
larly, the  possibility  of  some  Type  B  influ- 
enza is  recognized,  particularly  in  the  south- 
west. 

"Vaccination  when  called  for  should  be- 
gin as  soon  as  practicable  after  September  1 
and    ideally    should    be    completed    by    mid- 


TUCKER  HOSPITAL,  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.     Hospital  and  out-patient  services. 


James  Asa  Shield.  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 

Edward  W.  Gamble,  III,  M.D. 
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December,"  the  committee  said.  "It  is  impor- 
tant that  immunization  be  carried  out  before 
influenza  occurs  in  the  immediate  area  since 
there  is  a  two-week  interval  before  develop- 
ment of  antibodies." 

Because  variations  in  influenza  viruses 
during  the  1965-66  season  were  not  of  major 
significance,  the  composition  of  the  1966-67 
vaccine  is  unchanged  from  that  prepared  for 
1965-66. 

^  ^  ^ 

A  Senate  Government  Operations  Subcom- 
mittee said  that  more  information  is  needed 
in  the  field  but  that  scientific  data  now  avail- 
able does  not  indicate  human  health  hazards 
of  sufficient  significance  to  warrant  drastic 
curbs  on  the  use  of  pesticides. 

However,  the  subcommittee  reported  that 
"the  magnitude  of  the  future  risk  is  uncer- 
tain in  many  important  areas." 

"Knowledge  regarding  the  risk  of  chemical 
pesticides  .  .  .  will  have  to  be  broadened  and 
refined  considerably  in  order  to  provide 
clear-cut  answers  to  questions  that  will  be 
be  forced  by  the  increasing  need  for  pest 
control  in  the  future,"  said  a  subcommittee 
report  based  on  a  two-year  study. 

"While  some  of  the  more  gloomy  prophe- 
cies that  had  been  raised  could  not  be  sup- 
ported by  hard  scientific  fact,  it  is  also  true 
that  science  could  not  and  still  cannot  prove 
that  some  of  these  prophecies  are  untenable." 

To  combat  the  human  health  dangers,  the 
report  recommended  that  the  Department  of 
Health,  Education  and  Welfare,  accelerate 
an  environmental  health  program ;  increased 
research  in  human  pharmacology ;  develop- 
ment of  non-chemical  pest-control  methods ; 
training  of  agricultural  workers  in  good  hy- 
giene practices  in  using  pesticides ;  and  gen- 
eral educational  programs  on  health  in  the 
chemical  age. 

^  ^  ^ 

The  Food  and  Nutrition  Board  of  the  Na- 
tional Academy  of  Science  believes  that  it 
may  be  well  for  many  Americans  to  moder- 
ately reduce  the  amount  of  fats  they  eat 
and  substitute  some  polyunsaturated  for  sat- 
urated fats. 

However,  the  board  concluded  in  a  lengthy 
report,   "Dietary  Fat  and   Human   Health," 


that  present  evidence  on  the  connection  be- 
tween dietary  fat  and  cardiovascular  dis- 
eases is  insufficient  to  warrant  recommenda- 
tions for  radical  dietary  changes. 

The  board's  study  was  directed  to  the  prob- 
lem of  how  much  and  what  kind  of  fat  is  com- 
patible with  human  health.  The  report  em- 
phasized that  any  changes  in  consumption  of 
fat  should  be  made  on  an  individual  basis 
with  consideration  given  the  consequent 
changes  in  caloric  and  nutrient  intake. 

"Until  we  learn  more  about  which  fats 
are  desirable  nutritionally,  the  Board  recom- 
mends that  the  American  consumer  should 
partake  of  the  foods  that  make  up  a  varied, 
adequate,  and  not  overly  rich  diet  and  main- 
tain a  normal  body  weight  by  judicious  con- 
trol of  caloric  intake  and  by  daily  exercise," 
the  report  said. 

The  Social  Security  Administration  said 
that  the  460,000  medicare  patients  in  hospi- 
tals during  the  first  month  of  the  program's 
operation  did  not  result  in  any  overcrowding. 

There  were  a  few  isolated  instances  of  ov- 
ercrowding, mostly  in  rural  areas,  but  they 
already  existed  before  medicare  started  July 
1,  the  SSA  said. 

The  elderly  patients  occupied  from  30  to  35 
per  cent  of  the  beds  in  general  hospitals,  in 
comparison  to  about  25  per  cent  before  medi- 
care. Federal  officials  had  estimated  a  5  per 
cent  increase. 

Inquiries  from  intermediaries  to  SSA  head- 
quarters as  to  eligibility  for  Plan  B  medical 
benefits  totalled  8700  through  July  22.  A 
few  spot  checks  showed  assignments  leading 
over  direct  billings  by  a  small  margin.  But 
assignments  normally  would  be  filed  sooner 
than  direct  billings. 

There  still  were  about  200  hospitals  in  the 
south  that  had  not  been  qualified  as  to  civil 
rights  requirements  on  racial  integi'ation. 
This  situation  left  132  counties  that  have 
hospitals  with  none  qualified  at  the  end  of 
the  month.  By  states,  the  counties  were:  Mis- 
sissippi 31,  Georgia  23,  Louisiana  (parishes) 
19,  Texas  12,  Virginia  11,  South  Carolina  9, 
Alabama  8,  Arkansas  6,  Kentucky  6,  North 
Carolina  3,  Tennessee  2,  Florida  2,  and  West 
Virginia  1. 
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Water  pollution  control  activities  of  the 
federal  government  now  are  under  the  In- 
terior Department. 

The  shift  from  the  Department  of  Health 
Education  and  Welfare  became  official  when 
Congress  didn't  veto  President  Johnson's 
reorganization  request  for  the  move.  John- 
son predicted  the  federal  government  "now 
is  better  organized  to  carry  out  concerted 
action  against  the  pollution  that  blights 
America's  waters." 

Interior  Secretary  Stewart  Udall  prompt- 
ly issued  guidelines  to  the  states  for  setting 
water  quality  standards  designed  "to  make 
rivers  as  clean  as  possible,"  in.stead  of  "as 
clean  as  permissible." 

Udall  outlined  the  department's  goal  as  a 
federal-state  approach  to  assure  a  national 
supply  of  clean  water  necessary  for  health 
and  economic  growth. 

Book  Reviews 

The    New    Way    to    Live    with    Diabetes.    By 

Charles  Wellser,  M,D.,  and  Richard  Boylan. 
Illustrated  by  Howard  S.  Friedman.  144  pages. 
Price.  $3.95.  Garden  City.  New  York;  Double- 
day  &  Company,  Inc.,  1966. 

Diabetes  is  the  one  disease  where  it  is  absolutely 
necessary  that  the  patient  know  as  much  about  the  dis- 
ease as  his  doctor  does.  In  "The  New  Way  to  Live  with 
Diabetes,"  a  doctor  collaborates  with  a  feature  writer 
to  publish  a  practical  guide  to  living  with  diabetes  for 
the  patient  and  his  family. 

The  book  outlines  the  three  types  of  diabetes:  insulin, 
overweight,  and  stress  diabetes.  It  discusses  the  symp- 
toms, detection,  control,  diet,  exercise,  the  new  drugs, 
traveling  with  diabetes,  employment,  getting  insurance, 
and  many  other  problems. 

This  book  is  designed  to  help  diabetic  patients  get  to 
know  their  disease  and  thus  overcome  the  anxieties 
which  many  have  regarding  it. 

New   Drugs— 1966.    By   the   A.M.A.    Council   on 
Drugs.  584  pages.  Price,  $4.00.  Chicago:   Amer- 
ican Medical  .■Association,  1966. 
The  first  edition  of  this  book  was  pubhshed  in  July, 
1965.  Over  30,000  copies  were  sold  within  the  first  six 
months  and  the  AMA  had  to  order  two  extra  printings. 
The  second   <  1966  >   edition  has  been  enlarged  and  im- 
proved by  the  addition  of  five  new  chapters  and  30  new 
drug  monographs.  Many  of  the  individual  drug  evalua- 
tions have  been  revised,  as  have  some  of  the  general 
discussions  which  review  the  older  drugs  at  the  begin- 
ing  of  each  chapter. 

New  Drugs  contains  individual  monographs  on  290 
single-entity  products  that  have  been  marketed  in  the 


U.  S.  within  the  last  ten  years.  Each  monograph  gives 
information  on  the  drug's  actions  and  uses;  adverse  re- 
actions; contraindications  or  precautions;  dosage  and 
routes  of  administration;  preparations  and  their  avail- 
able sizes  and  strengths. 

These  brief  and  clearly  written  statements  provide 
the  practicing  physician  with  an  independent  and  un- 
biased assessment  of  the  more  recently  introduced 
drugs.  The  evaluations,  which  are  based  on  a  study  of 
all  the  laboratory  and  clinical  research  data  by  the 
AMA's  Council  on  Drugs  and  its  consultants,  will  be  of 
great  assistance  to  the  physician  in  the  day  to  day  con- 
duct of  his  practice.  Since  a  monograph  on  a  drug  is 
included  whether  or  not  the  Council's  opinion  is  favor- 
able. New  Drugs  is  in  no  sense  a  list  of  approved  or 
accepted  drugs.  Drugs  are  indexed  by  their  nonpro- 
prietary I  generic  I  and  trade  names;  Canadian  trade 
name  equivalents  are  also  given. 

Classified  Advertisements 

PSYCHIATRIC  RESIDENCY  —  BOWMAN  GRAY 
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The  Permanente  Medical  Group  leading  in  3  years  to 
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1966.  For  further  information  and  interview  appoint- 
ment write  or  call  I.  M.  Kalb,  M.D..  3240  Arden  Way, 
Sacramento,  California,  area  code  916-482-8100.  SO 
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REPORT  OF  THE  CONSTITUTIONAL 
SECRETARY 

The  enrolled  membership  in  December  1965  was 
3,572  This  represents  an  increase  in  membership  of 
57  for  the  year.  The  resume  of  the  meetings  in 
September  1965  and  January  1966  is  recorded  in 
the  transactions.  The  large  number  of  physicians 
and  waives  who  made  their  way  to  Pinehurst 
through  very  severe  weather  in  January  attests  to 
the  interest  in  the  activities  of  the  society. 

The  constitutional  officers  attended  the  annual 
meeting  in  New  York,  and  the  interim  meeting  in 
Philadelphia  of  the  American  Medical  Association. 
The  American  Medical  Association  through  its 
membership  is  vigorously  studying  and  in  the  proc- 
ess of  aiding  in  implementation  of  Public  Law  89- 
97  (Medicare).  Each  physician  engaged  in  his  pro- 
fession, whether  a  member  of  the  American  Medi- 
cal Association  or  not,  will  be  deeply  involved  in 
the  problems  of  the  new  public  law. 

No  significant  change  has  been  made  in  the  for- 
mat for  the  annual  meeting  in  Asheville  in  1966. 

Committee  chairmen  and  members  have  pursued 
assignments  with  interest  and  energy,  and  have 
shown  great  ability  in  the  various  assignments. 

The  extensive  work  of  the  Medical  Society  in  all 
facets  of  our  state  activity  bearing  on  medicine  is 
shown  by  the  large  number  of  committees  and  the 
reports  contained  in  the  compilation  presented 
here. 

The  Headquarters  office  has  continued  to  func- 
tion well  in  a  fiscally  sound  manner.  The  Execu- 
tive Director  and  his  staff  have  rendered  outstand- 
ing service  to  the  membership  of  the   Society. 

Charles   W.    Styron,    M.D.,    Secretary 


REPORT    OF    THE    EXECUTIVE   DIRECTOR 

Mr.  Speaker,  President  Paschal,  Members  of  the 
House  of  Delegates,  distinguished  guests,  friends 
and  staff  associates. 

The  Greek  Lucanus  to  be  known  as  Luke,  the 
Physician,  at  the  threshold  of  his  practice  career, 
when  he  had  completed  his  medical  education  at 
Alexandria,  first  visited  his  mother  in  Rome  and 
while  contemplating  his  career,  sophisticated  that 
"Rome  is  already  lost."  To  this  Keptah,  his  original 
preceptor  observed,  "Man  is  his  own  executioner, 
he  is  his  own  disease,  his  own  fate,  his  own  death. 
His  civilizations  are  an  expression  of  him."  This 
bit  of  comment  related  to  an  ancient  history  is  of  a 
peculiar  interest  now.  Historically  this  was  the 
moment  at  which  the  Christian  era  was  to  become 
founded  and  connotative  of  profound  change  in 
man's  attitudes  throughout  the  world  and  vasilat- 
ingly  throughout  time. 

If  any  thing  has  characterized  the  past  year  in 
medicine    and    professional   organization,   I    suppose 


the  simple  word,  "change,"  describes  it.  What  be- 
gan in  early  1965  must  have  seemed  to  many  as 
routine — just  "par  for  the  course."  To  others  the 
year  1964  did  offer  evidence  of  forebodings,  despite 
good  strength  and  progress  thi-oughout  most  levels 
of  medical  activity  in  its  science  and  the  ever  prac- 
ticed concern  for  the  public  health  and  the  public 
good.  To  most  of  us,  the  good  effort  at  the  educa- 
tion of  the  leadership  of  the  Society  toward  re- 
sponsibility to  persuasion  in  related  areas  of  ac- 
tivity, particularly  in  government,  seem  to  have 
been  properly  implemented  and  to  have  been  pro- 
ductive of  much  and  useful  understanding  for  our 
medical  way  of  life  and  in  protection  of  our  great 
achievements  in  this  last  half-century.  We  know 
our  efforts  were  good  and  our  intentions  proper. 
North  Carolina  representation  in  the  U.  S.  Congress 
understood  our  problems,  our  goals  and  the  por- 
tents of  our  seekings — they  stood  with  us  com- 
pletely on  the  issues.  This  achievement  was  unique 
to  North  Carolina  for  no  other  state  of  any  dele- 
gate size  has  attained  this  good  consideration, 
which  came  about  from  good  educational  efforts 
within  the  profession  with  allies  and  with  those 
responsible  for  our  representation  in  government. 
Assuredly  this  was  achieved  after  much  effort  and 
sacrifice  of  time  on  the  part  of  your  leadership  and 
of  your  Society's  staff  and  indeed  the  membership. 

But  "change"  appears  to  have  been  the  order  of 
the  day  to  follow  the  1964  avalanche;  so  all  pro- 
fessional effort  and  organizational  effort  went 
beside-the-point  in  the  waning  weeks  of  the  first 
session  of  the  89th  Congress,  when  Public  Law  89- 
97  (Medicare)  became  a  fact  for  future  concern,  for 
future  effort  and  for  future  action  on  multiply  in- 
volved policy,  procedure  and  public  regulation. 
There  is  change!  What  lies  in  the  future  is  diffi- 
cult to  foretell,  but  that  it  will  require  different 
tactics,  different  techniques  and  a  different  atti- 
tude may  well  be  predicted. 

As  one  looks  backward  over  the  passing  two 
decades,  achievements  in  sound  medical  planning 
xn  the  sciences  and  achievements  in  medical  care, 
•)ne  can  note  progress  and  success.  What  prevailed 
\n  1947,  marking  my  first  assignments  with  the 
Society,  is  a  far  better  product  today;  that  we  all 
know.  Yet,  these  accomplishments  appear  not 
enough  and  through  political  action  we  are  now 
'confronted  with  vast  changes  which  \vill  require 
reckoning  as  we  go  each  step  of  the  way  down  a 
course  of  charge,  perhaps  directly  to  marked  so- 
cialization. We  are  now  involved  in  a  thrash  of 
terminology  carrying  connotations  of  we  know  not 
what,  nor  most  know  how  and  in  what  directions 
they  will  lead  us.  There  are  such  things  as  "guide- 
lines" which  may  or  may  not  guide;  there  are 
"criteria"  which  ci-y  out  for  lack  of  meaning  and 
which  purport  confusion;  there  are  "reasonable" 
which  may  or  may  not  imply  reason  and  rather  im- 
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ply  the  strong  will  of  men,  mostly  non-medical; 
there  are  the  "customary"  without  asliing  the  cus- 
todian of  the  custom;  there  is  "prevailings"  which 
ominously  do  not  seem  to  prevail  except  in  individ- 
ual and  regulatory  concepts;  there  are  "i-ules"  which 
partend  to  do  that  or  ruin;  there  are  "regulations" 
written  often  in  haste  and  with  little  regard  to  the 
regulated  and  what  the  regulated's  part  should  be; 
there  are  "advisory"  bodies  which  may  find  lessen- 
ed opportunity  to  advise  and  whose  advice  may  be 
loosely  and  ineptly  applied;  there  are  "carriers" 
which  may  carry  in  a  single  direction  without 
benefit  of  the  justice  of  a  two  way  concern;  there 
are  "intermediaries"  which  may  overlap  carriers 
and  add  to  the  confusion  and  intermediate  in 
silence;  there  are  printing,  releases,  memoranda, 
brochures,  documents,  forms  all  designed  to  make 
inroads  on  the  health  care  of  the  people  in  terms  of 
scare  medical  effort — these  appear  ad  infinitum; 
and,  there  are  doctors  who  are  scarcely  consulted, 
at  least  through  the  ten  months  since  the  enacts 
ment  of  Public  Law  89-97,  at  least  in  our  state. 
These  things,  I  am  sure,  will  arise  to  haunt  you 
in  the  months  and  the  years  to  come. 

So  what  does  one  do?  One  can  sense  strength  in 
unity;  power  in  knowledge;  usefullness  in  tech- 
niques and  knowledge  from  communication,  study 
and  work  at  the  problem.  There  is  no  value  in 
abandonment;  there  is  no  service  in  wonderment; 
there  is  a  job  to  do  that  will  not  be  accomplished 
by  pettiness,  useless  bickering  and  fear,  least  of 
all  the  latter.  Maintain  your  Society,  bring  to  it 
wide  participation  and  leadership,  yes  and  a  bit 
followship.  Support  it  with  your  resources  and 
your  time  while  you  have  both,  for  without  this 
attitude  your  profession  is  in  great  trouble  as 
evidences  pile  up  in  every  nation  where  this  sort 
of  movement  has  gained  a  footing.  Now  should  be 
the  moment  to  stand  on  principles  which  have 
gained  meaning  and  value  over  the  years — not 
only  to  you  as  doctors  but  to  the  people  you  serve. 
With  it  all,  be  gracious — perhaps  play  your  hand 
next  to  God — not  playing  God.  Attention  to  fidelity 
would  seem  now  a  first  premise. 

Anent  the  above  expressions,  I  must  assent  my 
good  faith  in  medicine,  nor  have  my  own  tenets 
of  humility  become  upset  from  the  basis  of  those 
set  now  twenty  years  ago  when  I  became  to  con- 
sider your  assignments  of  staff  undertakings.  But 
my  overview  is  larger  and,  I  hope,  more  meaning- 
ful. My  span  of  service  encompasses  great  leaders 
you  have  produced,  useful  program,  and  efforts 
they  and  your  intercurrent  leaders  have  devised. 
And  while  we  have  shown  progress  I  still  embrace 
humility  as  a  grace  and  a  way  of  life  which  joined 
with  real  doctor  leadership  may  show  us  a  way 
forward. 

In  presenting  this  report  of  your  staff  produc- 
tivity for  the  past  year,  I  sense  a  full  heartiness  in 
the  leadership  invested  in  your  Executive  Council 
particularly    your    president    George    Paschal    and 


the  councilors,  which  with  the  elected  officials, 
constitute  this  interm  body  of  action  and  authority. 
It  has  met  frequent  necessity  for  added  and 
special  effort.  Time,  one  is  sure,  will  reflect  the 
wisdom  and  rightness  of  its  decisions  and  actions. 
They  have  always  been  respectful  of  the  profes- 
sional and  public  needs.  Especially  has  this  been  a 
pleasant  year  in  working  with  President  Paschal. 
No  leader  of  the  Medical  Society  has  given  greater 
amounts  of  talent  and  time  and  resource  to  further 
the  work  of  this  great  organization  and  history 
will  tell  of  his  astuteness,  knowledge  and  effort — 
perhaps  with  emphasis  upon  the  good  judgement 
and  good  heart  which  ever  motivates  him  and 
which  he  has  exercised  in  carrying  on  these  many 
years  of  services  culminating  in  his  Presidency 
and  leadership  yet  to  be  contributed,  both  at  the 
state  and  national  level.  To  me,  to  travel  and 
converse,  and  plan  and  carry  out  his  decisions  has 
been  one  of  the  finest  experiences  and  I  shall 
treasure  his  complete  fellowship  on  every  course 
we  have  sailed.  I  hope  he  has  no  sense  that  these 
courses  have  not  led  the  profession  and  the  Society 
to  complete  levels  of  security  and  soundness  for 
future  events.  One  feels  that  he  has  been  right  and 
that  right  and  justness  will  prevail  in  the  end, 
though  our  misgiving  at  events  do  disturb  us  at 
this  moment. 

Most  of  you  who  have  studied  the  record  know 
the  growth  of  the  Society  and  its  activity.  In 
these  the  staff  has  been  fully  engaged.  Health  and 
strength,  some  accrued  know-how,  has  brought  us 
through  the  difficult  and  sometimes,  disappointing 
days  of  this  era.  Though  at  the  threshold,  where 
many  men  gain  and  respite,  I  have  never  worked 
harder  and  with  more  difficulty  of  attainment.  So 
has  the  full  staff.  We  go  on  to  another  day  and  to 
another  year  and  era  with  determination.  With 
you  we  shall  always  seek  what  is  first  for  the 
public  good  and  find  ways  and  means  by  which 
the  profession  may  safeguard,  protect  and  project 
the  public  goal.  We  shall  accomplish  despite  seem- 
ing impediments  which  for  the  moment  seem 
difficult  to  overcome.  Comparably,  your  Society 
begs  no  merit  enjoyed  in  others.  Of  this  comparison, 
made  over  and  over,  the  staff  takes  pride.  We 
believe   understandingly  you  do. 

President  Paschal  gave  great  and  personal 
thought  to  the  committee  structure  which  may  be 
said  to  be  the  heart  of  the  Society's  anticipations, 
concerns  and  actions.  As  you  will  have  noted  in  the 
Compilation  of  Reports  good  works  have  been  in  the 
course  and  cause  of  the  Society  this  year.  President 
Paschal  deserves  the  thanks  of  the  Society  for  his 
wise  and  useful  choices — and  for  the  stimulation 
which  committee  activity  received  from  him 
throughout  their  courses.  Their  accomplishments 
are  good,  useful  and  important. 

During  the  fal  we  employed  Mr.  Bryant  Paris, 
representing  the  first  substantial  staff  addition  in 
12    years.    He    has    gone    through   orientations    and 


increasingrly 
note  to  be 
termination, 
background 


IS  being  assigned  activities  which  we 
assumed  with  due  dilligence  and  de- 
We  predict  his  youthfullness  and  good 
will  in  fair  measure  offset  super- 
annuation which  wU  become  a  factor  as  the 
years  transpire.  Mr.  Paris'  voluntary  efforts  to  the 
PAC  leadership  has  been  effective.  Other  useful 
work  is  planned  for  his  efforts  and  growth  will 
attend  the  coming  year. 

The  Fall  Conclave  as  well  as  the  County  Officers 
Conference  were  marked  successes  as  evaluated  by 
officials  and  visitors.  Both  of  these  de\aces  en- 
hance the  educational  and  functional  activity  of  the 
Society  and  one  recommends  their  continued  use- 
fulness and  support.  Committee  activity  through 
the  year  has  been  at  a  markedly  higher  level  and 
the  work  of  the  Society  has  been  generously  en- 
hanced by  these  efforts  of  the  committee  leader- 
ship and  participants.  The  staff  has  fully  partici- 
pated in  these  efforts  throughout  the  year  with 
evidence  of  growth  and  capacity.  Particular  men- 
tion in  these  capacities  should  be  made  of  Mr.  Wm 
Hilliard,  Miss  Kay  Ziegler,  Mr.  Garland  Pace,  Mrs. 
LaRue  King,  each  of  whom  has  shown  apptitude, 
interest,  fellowship  and  effectiveness  in  implemen- 
tation related  to  committee  activity  and  procedure. 

Fiscally  the  Society  is  sound  and  shows  progress. 
The  audit  very  well  supports  this  showing  of  no 
deficits,  despite  tax  problems  related  to  employ- 
ment security  which  has  been  contributed  in  protest 
based  on  1951-52  ajudications.  The  operation  for 
1965  indicates  a  net  accrument  in  the  Society 
favor.  Meanwhile  the  reserves  and  investments 
are  remarkable  as  to  future  and  useful  objectives 
of  the  Society.  These  too  are  sound  and  show 
growth. 

The  North  Carolina  Medical  Journal  is  on  a 
straight  and  sound  course  as  to  production  and 
quality.  It's  fiscal  conditions  have  markedly  im- 
proved and  we  predict  recovery  in  advertisal  sup- 
port to  the  point  of  self  carry,  perhaps  in  the  not 
distant  future.  Continuing  effort  is  made  daily  in 
this  direction.  Our  efforts  at  January  1,  1966  in 
transferring  the  printing  to  a  more  favorable 
contract  has  helped  in  both  quality  and  fiscal  pro- 
duction— economy.  The  exhibit  program  is  at  a 
high  level  of  participation  and  fiscal  gain. 

Finally,  I  express  apreciation  to  the  officers  ,  to 
the  committees,  to  the  Executive  Council,  to  the 
new  Executive  Committee  (created  last  year  by 
the  House  of  Delegates)  and  to  the  membership  of 
the  Society  for  the  clarity  and  the  excellence  of 
directions  which  attend  our  assignments  and  activi- 
ties during  the  transpired  year  and  to  beg  for  equal 
clarity  and  direction  in  the  difficult  months  to 
come.  Only  by  such  unity  can  the  Staff  best  serve 
the  interest  of  the  Society  in  these  changing 
times,  which  are  sure  to  be  difficult  at  best.  Only 
so  can  confusion  and  dissention  be  avoided.  This 
seems  important  in  the  era  which  the  profession 
and    the    Society    representing    it,    faces    in    these 
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serious  times.  Do  be  patient  when  we  mingle  with 
the  unknown  and  particular  the  oppressiveness  of 
influences  the  portents  of  which  few  know  at  this 
hour.  Do  evaluate  us  always  and  aid  us  seek  the 
best  and  the  most  secure  productive  level  of  opera- 
tions. This  applies  likewise  to  our  new  efforts  at 
state-wide  billing  of  dues  which  has  shown  a 
marked  success  both  in  effectiveness  and  clarity 
and  efficiency  during  this  first  year  of  experience. 
We  are  convinced  this  is  an  acceptable  method  and 
will  become  increasingly  so. 

We  continue  our  sense  that  we  serve  you  well 
by  intent  and  by  application  of  good  determina- 
tions and  in  so  doing  we  serve  the  public  too.  And 
then,  we  repeat  our  thankfulness  to  the  kindest 
Providence  which  makes  it  possible  that  we  serve 
and  serve  knowledgeable  and  well,  recognizing  that 
this  spiritual  support  does  sustain,  as  it  has 
through  the  years,  leading  along  to  blessings  which 
we  count  and  you  can  count  as  of  import  in  all 
the  accomplishments  of  men  and  this  Society  in 
particular. 


Statistical  Report  of  Headquarters  Activity* 

1965-1966 

Processable  mail  received  20,240 

Mail   dispatched                   54,981 

Telephone   communications   5,521 

Telegram  communications: 

Regular  outlet    279 

TWX    outlet               152 

Transmittals    of   documentary   material    783 

Reports  1,653 

Meetings   attended   and   participated  342 

Personal   conferences    233 

Review   of  literature   (related)    472 

Talks   (staff)      24 

Transaction    disseminations  82 

•Except  for  telephone  and  telegraphic  communications 
this  data  is  not  inclusive  of  nor  duplicates  the  data  sub- 
mitted  in   report   of  the   Assistant   Executive  Director. 

James  T.  Barnes 
Executive    Director 
Medical    Society   of  the 
State  of    North    Carolina 


Raleigh,  N.  C. 
April  12,  1966 

Attached  hereto  and  filed  with  the  Official 
Reporter  of  the  Society  is  the  original  copy  of  the 
1966  Audit  Report  of  A.  T.  Allen  &  Company, 
Certifield  Public  Accountants  of  Raleigh,  North 
Carolina  for  the  fiscal  period  January  1,  1965  to 
December  31,  1965  which  bears  the  Auditors  date 
of  January  24,  1966. 
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AUDITOR'S  REPORT 

Medical  Society  of  the  State  of  North  Carolina,  Incorporated 
Raleigh,  North   Carolina 

12  Months  Ended  December  31,  1965 

OFFICERS 

Dr.  George  W.  Paschal,  President  Raleigh,  N.  C. 

Dr.  Frank  W.  Jones,  President-Elect  Newton,  N.  C. 

Dr.  Theodore  S.  Raiford,  Past  President  Asheville,  N.  C. 

Dr.  W.  Otis  Duck,  First  Vice-President  Mars  Hill,  N.  C. 

Dr.  John  J.  McCain,  Second  Vice-President  Wilson,  N.  C. 

Dr.  Charles  W.   Styron,  Secretary   Raleigh,  N.  C. 

Dr.  Donald  B.  Koonce,  Speaker  of  the  House  Wilmington,  N.  C. 

Dr.  Robert  L.  Garrard,  Vice  Speaker  of  the  House  Greensboro,  N.  C. 

Mr.  James  T.  Barnes,  Executive  Director  Raleigh,  N.  C. 

Chairman  and  Members  of  the  Finance  Committee  Medical  Journal. 

Medical    Society    of   the    State    of   North    Carolina,  Accounts    Receivable    -    National    Advertising    in 

In£._  the   amount    of   $5,305.15    represent  November   and 

Raleigh,  North    Carolina  December,   1965,  National  Advertising  in  the   State 

Medical    Journal.      These    amounts   weer   confirmed 

Gentlemen:  directly  with  the  State  Medical  Journal  Advertising 

Pursuant   to    engagement,    we   have    audited    the  Bureau.    The    November    amount    was    received    in 

books   and   records   of   the    Medical    Society   of   the  January,   1966. 

State  of  North  Carolina,  Inc.,  Raleigh,  North  Caro-  Prepaid  Expenses  and  Supplies  m  the  amount  of 

lina    for  the  period  beginning  January  1,  1965,  and  !5750.31  represent  Expenses  paid  prior  to  December 

ending    December   31,    1965,    and    present  herewith  31,    1965,   but   applicable    to   the    operations  of   the 

.  year   1966. 
our   report. 

Air   Travel   Deposit   of  $425.00   is   cash   deposited 

Exhibits   and   Schedules  ^^,j^,.^  Eastern  Airlines  in  order  to  secure  air  travel 

In   presenting  to  you  our  findings,  as  the  result  credit  cards, 
of  the   audit,  we  have  prepared   four  Exhibits   and  The   investment   in   Investors  Mutual,   Inc.,   stock 

three    Schedules,    as    outlined  in    the    Index,    which  is   shown  at  cost  value   of  $140,844.28.   This  repre- 

are  attached  hereto  as  a  part  of  this  report.  sents   the  cost  of  12,863.962   shares  held   December 

Balance  Sheet— Exhibit   "A":  31,  1965.  During  1965  723.263  shares  were  reinvested 

The  first  statement  is  a  list  of  the  Assets,  Lia-  from  dividends   earned  in  the   amount  of  $8,854.35. 

bilities,    Reserves    and    Fund    Balances,    which    we  The  value  of  this  investment  at  December  31,  1965, 

designate    as    Balance    Sheet,    December    31,    1965,  was   $12.36   per    share    (bid    price),    or   a    total    of 

Exhibit  "A."  This  statement  has  been  divided  into  $158,998.57. 

two  sections.  One  contains  the  Current  Operating  The  real  estate,  capital  stock  and  office  equip- 
Fund,  which  represents  the  Current  Assets,  Lia-  ment  and  furniture  show  non  the  Balance  Sheet  in 
bilities  and  Resei-ves.  The  other  has  been  designated  the  amount  of  $64,969.86  is  listed  in  detail  in 
as  a  Capital  or  Non-Operating  Fund  containing  the  Schedule  -  2.  This  represents  an  estimate  made 
office  equipment,  real  estate  and  capital  stock  in  a  prior  year  which  has  been  adjusted  for  pur- 
owned  and  used  by  the  Medical  Society — at  esti-  chases  made  during  the  last  fourteen  years.  The 
mated  values  established  in  a  prior  year  plus  actual  items  shown  represent  cost  value  of  the  equipment 
cost  for  purchases  during  the  last  several  years.  to  the  Medical  Society  as  no  depreciation  has  been 

The  Cash   on   Hand  and   in  Bank  is   made   up   of  recorded.    As  there   were  no   liabilities   outstanding 

$50.00    Petty    Cash    Fund    and    $141,792.38    in    the  against  this   equipment,   we   have  shown   the   entire 

First-Citizens    Bank   and    Trust    Company,   Raleigh,  amount  as   Fund  Balances  -  Capital  Fund  -  in  the 

North   Carolina.    The    Cash   in    Bank    was    verified  Balance    Sheet. 

through   a  reconciliation  of  the   balances   as  shown  Under    the    "Liabilities"    section    we    have    listed 

by  the  records  of  the  Medical  Society  with  a  certi-  those    accounts,    expenses,    etc.,    incurred    prior    to 

ficate  which  was  obtained   independently  from   the  December    31,    1965,    for   which   statements    or    ac- 

bank.    This    reconciliation    is    shown    in    detail    in  counts    were    rendered    or   for  which    payment  was 

Schedule   -   1  of  this   report.  due. 

Accounts  Receivable  -  Regular  in  the  amount  of  The  Accounts  Payable  -  Trade,  in  the  amount 
$2,469.61  are  shown  on  the  Balance  Sheet.  The  of  $16,453.14  represents  unpaid  accounts  at  Decem- 
balance  represents  the  total  of  several  uncollected  ber  31,  1985.  These  unpaid  accounts  are  for  Jour- 
balances    due    for    local    advertising   in    the    State  nal   publication,   $3,280.00,  legal  fees,  $7,734.60  and 
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other  expense,  $5,438.54.  Most  of  these  items  were 
paid   during   the   course   of   the   audit. 

The  $926.00,  Dues  to  be  Refunded,  represents 
State  dues  collected  whic  hare  refundable  to  the 
members.  The  $29,322.50,  "Due  -American  Medical 
Association,"  in  1966  A.  M.  A.  dues  collected  in 
1965.  The  $825.00,  "American  Medical  Association 
Dues  In  Escrow,"  represents  dues  paid  to  the  State 
Society  but  which  cannot  be  remitted  to  the  National 
Society  at  the  time  due  to  diverse  disqualifying 
reasons.  At  December  31,  1965,  the  Society  had 
collected  from  members  $7,275.00  for  MEDPAC 
contributions  and  $12,326.00  for  county  dues.  These 
items  will  be  remitted  to  the  respective  organization 
in  regular  course.  The  payroll  taxes,  $185.32,  for 
the  Society's  Social  Security  and  $1,393.25  for  em- 
ployees' Social  Security  and  Withholding,  were  paid 
during  the  course  of  the  audit. 

The  deferred  credits  of  $52,645.00  are  for  pay- 
ments of  $4,460.00  received  on  technical  exhibits 
space  at  the  1966  Convention,  $585.00  on  1966 
Convention  Banquet,  and  $47,600.00  on  1966  mem- 
bership dues.  These  remottances  were  received  in 
1965  and  will  be  transferred  to  the  income  accounts 
in    1966. 

The  Reserve  for  Mental  Hygiene  of  $5,000.00  is 
a  reserve  to  cover  expenses  and  costs  of  the  said 
committee    in   its    rehabilitation    work. 

The  Reserve  for  Medical  Building  Site  represents 
the  unexpended  portion  of  the  $30,723.00  received 
from  the  sale  of  Sereis  "F"  bonds.  The  expended 
portion  of  this  fund  is  $26,104.55  and  is  set  out  in 
Schedule  -  3  of  this  report.  This  leaves  a  balance 
of  $4,618.45   not  disbursed  to  date. 

The  Fund  Balance  section  of  the  Balance  Sheet 
is  comprised  of  two  figures,  $160,667.07  being  the 
balance  of  the  Current  Operating  Fund  for  the  year, 
and  $64,969.86  representing  the  balance  of  Capital 
Fund. 
Statement    of    Fund    Balances — Exhibit   "B": 

The  second  statement  is  an  analysis  of  the 
changes   in   Fund   Balances   during  the  year. 

The  Current  Operating  Fund  Balance  was  ar- 
rived at  by  adding  to  the  balance  January  1,  1965, 
of  $121,704.94,  the  excess  revenue  over  expenses 
of  $37,603.42,  the  amount  of  dividends  from  in- 
vestments used  to  purchase  additional  shares  of 
$8,854.35,  closing  the  old  balance  from  the  Raymond 
Randolph  Scholarship  Fund  of  $280.00;  and  sub- 
tracting the  expenditures  for  Capital  Fund,  $7,- 
775.64;  leaving  a  balance  of  $160,667.07  at  December 
31,    1965. 

The  Capital  Fund  Balance  increased  during  the 
year  from  $57,624.81  to  $64,969.86.  This  increase 
represents  the  excess  of  purchases  made  during 
this  period  of  $7,775.64  from  operating  funds  over 
the  equipment  traded  on  these  purchase  sof  $430.59. 
Included  in  this  amount  is  a  $5,000.00  option  on 
real  estate  which  will  expire  May  30,  1966,  if  the 
option  is  not  exercised. 
Statement   of  Income   and   Expenses — Exhibit    "C": 


A  statement  showing  a  budget  comparison  of 
the  income  and  expenses  for  the  twelve-months 
period  is  given  in  Exhibit  "C."  This  statement  is, 
in  effect,  a  statement  of  operations  for  the  year, 
and  by  examination  it  will  be  seen  that  the  Income 
of  $294,936.88  exceeded  the  Expenses  of  $265,109.10 
by  $29,827.78.  There  was  included  in  the  expenses 
$2,775.64  in  Capital  Expenditures  for  Equipment 
and  $5,000.00  for  the  purchase  of  an  option  on 
real  estate.  Eliminating  these  we  show  income 
from  operations  of  $37,603.42. 

In  comparison  with  the  Budget,  actual  income 
was  more  than  the  Budget  anticipated  by  $10,591.88. 
The  main  items  accounting  for  this  are  $3,056.00 
more  from  Membership  Dues,  $5,595.44  contribu- 
tions earmarked  for  mental  health  and  $1,319.03 
more  from  Local  Journal  Advertising;  $2,479.84 
more  from  National  Journal  Advertising,  $2,070.00 
less  from  Sale  of  Banquet  tickets  and  $1,100.00  less 
from   sale   of   Exhibit  space. 

Further  examination  reveals  that  the  total  actual 
expenses  were  $9,844.10  more  than  the  budget  pro- 
vision. The  Miscellaneous  Budget  had  over-expen- 
ditures of  $20,928.06  while  all  other  budget  clas- 
sifications show  under-expenditures  for  the  year, 
or  were  within  a  reasonable  expectation  of  the 
budget.  It  should  be  noted  that  $15,218.83  was  paid 
out  of  the  miscellaneous  budget  to  the  Internal 
Revenue  Service  for  Mederal  Unemployment  Taxes 
paid  under  protest.  Also  $5,000.00  was  spent  for 
the  purchase  of  an  option  to  purchase  real  estate, 
and  $1,000.00  was  advanced  to  the  Medical  Educa- 
tion Political  Action  Committee  as  a  contribution. 
Ca.sh   Receipts   and    Disbursements — Exhibit    "D": 

A  statement  showing  in  detail  the  cash  receipts 
and  disbursements  of  the  Society  during  the  year 
under  review  is  shown  in  Exhibit  "D"  which  we 
summarize    as   follows: 


Cash   Balance  January  1,  1965 

Cash    Receipts    During    the    Year 


$     9,626.28 
554,051.40 

$563,677.68 


Total    Cash    Available 
Less: 

Disbursements    During  the  Year: 
For  Operations  $275,048.83 

To  A.  M.  A.  -  Dues  139,545.00 

For  Capital  Expenditures    7,241.47       421,835.30 


Cash   Balance  December  31,  1965 


$141,852.38 


We  made  a  careful  analysis  of  the  cash  transac- 
tions and,  where  practicable,  traced  the  receipts 
to  their  original  source.  Disbursements  for  expenses 
were  supported  by  cancelled  checks  and  invoices 
issued  in  the  regular  course  of  business.  We  believe 
the  funds  have  all  been  accounted  for. 
General  Comments 

A   surety   bond  covering   faithful  performance   of 
Mr.    James    T.    Barnes,    Executive   Director,  in    the 
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amount  of  $50,000.00,  is  in  force,  held  by  the 
Medical  Society  and  was  examined  by  us.  We  also 
examined  and  found  in  force  a  Primary  Commercial 
Blanket  Honesty  Bond  in  the  amount  of  $25,000.00; 
a  fire  insurance  policy  -  with  80%  co-insurance 
clause  -  covering'  fire  loss  on  office  equipment, 
books  and  records  in  the  office  of  the  Executive 
Director,  Raleigh,  North  Carolina,  in  the  amount 
of  $20,000.00;  an  Automobile  Schedule  Policy;  a 
Standard  Workmen's  Compensation  and  Employer's 
Liability  Policy;  and  a  Comprehensive  General  Lia- 
bility  Policy. 

We  were  extended  every  courtesy  and  cooperation 
during  the  course  of  the  audit  and  we  experienced 
no  trouble  in  obtaining  the  necessary  information 
for  this  report. 

Scope  of  Examination  and  Opinion 
We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  North  Carolina, 
Incorporated,  as  of  December  31,  1965,  and  the 
related  statements  of  income  and  expense  and 
fund  balances  for  the  year  then  ended.  Our  exam- 
ination was  made  in  accordance  wth  generally 
accepted  auditing  standards,  and  accordingly  in- 
cluded such  tests  of  the  accounting  records  and 
such  other  auditing  procedures  as  we  considered 
necessary   in    the   circumstances. 

In   our  opinion,   the   accompanying  balance   sheet 
and    statements   of    income    and   expense    and    fund 
balances    present    fairly    the    financial    position    of 
the  Medical  Society  of  the  State  of  North  Carolina, 
Incorporated,  at  December  31,  1965,  and  the  results 
of    its     operations     for    the    year    then     ended,    in 
conformity     with     geenrally     accepted     accounting 
principles   for    non-profit   organizations    applied    on 
a  basis  consistent  with  that  of  the  preceding  year. 
Very  truly   yours, 
A.    T.    ALLEN   &    COMPANY 
CERTIFIED    PUBLIC    ACCOUNTANTS 
By:    A.   T.    Allen 
Certified    Public    Accountant 
(SEAL) 

Raleigh,   N.   C. 
January  24,  1966 

Medical  Society  of  the  State  of  North  Carolina, 

Incorporated 

Raleigh,   North   Carolina 
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EXHIBIT  "A"    -   BALANCE   SHEET 
December    31,    1965 

ASSETS 
CURRENT    OPERATING   FUND: 

Cash   on   Hand   and    In   Banks 

(Schedule    -    1)         $141,842.38 

Accounts  Receivable  -  Regular  ,  ,  ,  .  2,469.61 
Accounts    Receivable    - 

National    Advertising                   5,305.15 

Prepaid   Expenses   and  Supplies  750.31 

Air    Travel    Deposit  425.00 


Investment  in  Mutual  Fund   Stocks  140,844.28 


TOTAL    CURRENT    OPERATING    FUND    $291,636.73 

CAPITAL    OR    NON-OPERATING    FUND    - 
(SCHEDULE    -   2) 

Real     Estate  .     $  26.104.55 

Office   Furniture  and   Fixtures  33.665.31 

Capital    Stock.    Common   -    State    Medical 

Journal    Advertising    Bureau      .  .  .  200.00 

Option   to   Purchase   Real    Estate      .     5,000.00 


TOTAL   CAPITAL   OR 
NON-OPERATING    FUND     64.969.86 


TOTAL    ASSETS 


$356,606.59 


LIABILITIES,    RESERVES    AND    NET    WORTH: 
LIABILITIES: 

Accounts  Payable    -  Trade    .  .  $  16,453.14 

Dues    to   Be    Refunded  926.00 

Due  American  Medical  Association   - 
Dues     Collected  29.322.50 

Due   American   Medical   Association- 
Dues    In   Escrow  825.00 

Due    to    Medical    Education    Political 
Action    Committee    'MEDPAO  7,275.00 

Due   to  Counties   -  Dues   Collected       12,326.00 

Federal    and    State 
Income    Tax     Withheld       1.393  25 

Pay    Roll   Taxes    Payable      185.32 

TOTAL     LIABILITIES $  68,706.21 

DEFERRED    CREDITS: 

Advance    Payments   on 

Technical    Exhibit         $    4,460.00 

Advance    Payments    on 

1966    Convention    Banquet    585.00 

Advance    Pa.vment    on    1966 

State    Membership    Dues     47,600.00 

TOTAL    DEFERRED    CREDITS     $52,645.00 

RESERVES: 

Reserve    for   Mental 

Hygiene     Committee  $    5.000.00 

Reserve   for    Medical    BuUding   Site      4,618.45 

TOTAL    RESERVES     ~.  $     9,618.45 

FUND    BALANCES: 

Current    Operating   Fund 

(E.xhibit    "B')  $160,667.07 

Capital  Fund   (Exhibit   "B")    64.969.86 

TOTAL    FUND    BALANCES     225,636.93 

TOTAL   LIABILITIES,    RESERVES   AND 
NET    WORTH     $356,606.59 


EXHIBIT    "B" 

STATEMENT    OF    FUND    BALANCES 
December    31,    1965 
CURRENT   OPERATING   FUND: 

Balance— January    1,    1965      $121,704.94 

ADD:   Income   in  Excess  of 

Expenditures      $37,603.42 

Increase  in  Investment — Dividends 
on  Stock  of  Investors  Mutual, 
Inc.,  Used  to  Purchase  Addition- 
al    Shares       8,854.35 

Old  Reserve   Account   Closed   Out   .  280.00 


TOTAL     

LESS:   Expenditures  for  Capital 

Fund    

TOTAL    CURRENT    OPERATING 

FUND— TO     EXHIBIT      "A" 


46,737.77 

$168,442.71 

7,775.64 

$160,667.07 
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CAPITAL    FUND: 
Balance — Januar>'    1.     1965 
ADD:  Purchases  Made  Through 
Current     Fund      


SUPPLEMENT 


TOTAL  

LESS:   Items  Traded  on  New 
Assets    


S  57,624.81 

7.775.64 

$  65,400.45 

430.59 


TOTAL  CAPITAL  FUND— TO 
EXHIBIT    "A"     


64,969.86 


TOTAL  FUND  BALANCES- 
DECEMBER    31.    1965     $225,636.93 

EXHIBIT    "C" 

STATEMENT    OF    INCOME    AND    EXPENSES 
12    Months    Ended    December    31.    1965 

Difference 
Budget  Over 

Provision  .'ictual         or  (Under) 

INCOME: 

Membership  Dues— Current 

and    Prior   Years     .  .   $219,800.00     $222,856.00     $     3,056.00 
Sales  of  Journals, 
Rosters    and 
Value    Scales 
Author   Contributions 

To     Cuts 
Revenue   Unexpected 
Sales  of  Technical 

Exhibit    Space 
Journal  Advertising 

— Local  .    . 

Journal   Advertising 

— National 
Commission    (l<*'r)    from 
AMA   for   Dues 
Collected  .      .  . 

Ticket  Sales— 1965 

Convention   Banquet 
Contribution  Earmarl^ed 
for  Committee  on 
Mental     Health     

$284,345.00     $294,936.88     $  10,591.1 


1.500.00 

2.372.21 

872.21 

250.00 
400.00 

202.41 
880.87 

(47.59) 
480.87 

21.000.00 

19.900.00 

(1,000.00) 

8,000.00 

9.319.03 

1,319.03 

25,000.00 

27,479.84 

2,479.84 

1.395.00 

1,401.08 

6.08 

7,000.00 
d 

4.930.00 

(2,070.00) 

— 0— 

5,595.44 

5,595.44 

TOTAL    INCOME 
EXPENSES: 

Executive  Budget: 

A-1   Expense — 
President         $     6,000.00 

A-3   Travel- 
Secretary  1,000.00 

A-4  Salary — Execu- 
tive   Director  18,000.00 

A -5  Travel — Execu- 
tive   Director  .  ,       5,000.00 

A-6  Clerical  Assis- 
tants—Office       -    .       32,000.00 

A-7  Equipment — 
Office     3,000 

A-8  Expenses — 

Office  .  . .       12,240.00 

A-9   Bonding   (In 

Effect   to    1966)  — 0— 

A-10    Auditing  700.00 

A-11    Pay    Roll   Taxes      1,685.00 

A-12    Insurance         ,  .  293.00 

A-13  Membership 
Record    Svstem     .  .  100.00 

A-14   Publications, 
Reports  and 
Executive    Aids  200.00 

A-15  Insurable: 
Interest   Insurance 
and  Retirement 
Plan       1.371.00 

A-16   Salary — 
Assistant  Execu- 
tive   Secretary     ..       11,100.00 

A-17   Salary- 
Rural  Health 
Consultant       5,772.00 

A-18  Travel — 
Assistant  Execu- 
tive   Secretary      .  ,         2.400.00 

A-19   Travel- 
Rural  Health 
Consultant     2.000.00 


$     4,492.54     $<   1.507.46) 


580.73 
18,000.00 
5.000.00 
33,080.61 
2,643.55 
13,298.21 

— 0— 
760,00 

1,602.86 
262.89 

70.87 
140.05 

5,295.30 
11,100.00 
5,772.00 
1.846.17 
1.713.68 


(     419.27) 

— 0— 

— 0— 

1.080.61 

(     356.45) 

1,058.21 

— 0— 
60.00 
(        82.14) 
(        30.11) 


29.13) 
59,95) 

3,924.30 

— 0— 

— 0— 
553.83) 
286.32) 


Total   Executive 

Budget      $102,861.00     $105,659.46     $     2,798.46 

Journal    Budget: 
B-1    Publication  of 

Journal         $  38,000.00     $  37,972.65     $(        27  35) 

B-2  Cuts   for 
Journal     500.00  672,95  172.95 
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B-3  Salary- 
Editor  2,310.00  2,310.00  — O— 

B-4   Salary — Assis- 
tant   Editor      4,680.00  4,680.00  — 0— 

B-5    Expenses — 
Editorial    Office  450.00  343.91       (      106  09) 

B-6  Expenses — 
Business   Manager's 
Office     .  450.00  399.47       (        50.53) 

B-7    Equipment — 
Business  Manager's 

„  Office  100.00  31.52       (        68.48) 

B-8  Travel  for 
Journal  200.00  172.90       (        27  10) 

B-9   Pay    Roll    Taxes  266.00  253.44       (        12  56) 

B-10  Sales  Tax  on  Journal 
and    Roster  Sales  500.00  497.54       (  2  46) 

B-11  Publication  of 
Roster  4,500,00  5,382.77  882  77 

B-12  Expense — 
Executive  Council 
Reports  10.000.00  6.016.39       (  3.983.61) 

Total   Journal 
Budget  $61,956.00    $58,733.54    $(3,222.46) 

Intra-Function  Activity  Budget: 
C-1  Expenses — 

Executive    Council    $     2.500.00     $     1,719.42     $(      780  58) 
C-3  Expenses— Legis- 
lative  Committees         6,000.00  4,154.96       (  1845  04) 
C-4  Expenses— Maternal 

Health  Committee         3,600.00  3,611.04  1104 

C-7  Expenses— Scientific 

Exhibits    Committee        675.00  83.96       (      591 04 

C-8  Expenses— Mental 

Health    Committee  500.00  2,913.77  2  413  77 

C-9  Expenses— Griev- 
ances   Committee  200.00  — 0—  (      200  DO) 
C-10  Expenses— Chronic 

Illness  Committee  2.000.00  1.559.83       (      440  17) 

C-11  Expenses — 
Committees 

in    General  2,500.00  2,956.86  456  86 

C-13  Expenses- 
Occupational  Health 
C-16  Expenses — Nego- 

Committee  2.000  4.45       (      195.55) 

tiations    Committee  250.00  — 0—  (      250  00) 

C-17  Expenses— Student 

AMA    Cmmittee  1.426,00  1,296.20       (      129  80) 

C-18  Expenses — Dis- 
aster Medical   Care 

Committee  500,00  395.96       (      104  04) 

C-19  Expenses — Indus- 
trial Commission 

Committee  100.00  —0—  (      100  00) 

C-20  Expenses— Constitu- 
tion and  By-Lavi's 

Committee  — 0 —  0 —O— 

C-21  Expenses — Medical 

Legal    Committee  100.00  10.30       (        89  70) 

C-22  Expenses- Traffic 

Safety    Committee  100.00  7.07       (        92  93) 

C-23  Expenses— Venereal 

Disease    Committee  150.00  —0—  (      150.00) 

C-24  Expenses — 
Anesthesia 

Study   Committee  400,00  400.00  — 0 

C-26  Expenses — Blue 

Shield    Committee  250.00  1.73       (      248  27) 

C-27  Expenses— School 
Health    Committee  400.00  120.05       (      279  95) 

Board    of  Public 
C-28  Expenses— N.   C, 
Welfare  Advisory 

Committee  100,00  11,74       (        88  26) 

C-30  Expenses — Insurance 
Industry  Liaison 
Intra-Functional    Activity   Budget: 

Committee  500.00  6.26       (      493  74) 

C-31  Expenses— Rural 

Health  Function       $       800.00    $       778.48    $(         21  52) 
C-32  Expenses—   Relative 
Value  Schedule 

Committee  100.00  1.603.85  1,503  85 

C-33  Expenses — Liaison 
to  N.   C.  Pharmacy 
Association 
Committee        250,00  —0—  (      250.00) 

Total    Intra-Functional 
Activity    Budget       $  23.601.00     $  21,635.93     $(  1,965,07) 
Extra  Functional  Activities  Budget: 
D-1  Expenses— Delegates 
to    AMA     $    2.018,00     $    3,789.21     $(  1,771.21 


1966  COMPILATION  OF  ANNUAL  REPORTS 

D-2  Conference    Dues         200.00  257.50  57.50 

D-3  Woman's 
Auxiliary  2,800.00  2.246.93       <      553.07) 
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Total  Extra  Functional 
Activities    Budget    $    5,018.00    $    6,293.64     $     1,275.64 

E-3  Commmittee   Chair- 
man, Out  of 

State    Travel     ....  $       500.00    $        191.35    $(      308.65) 
E-5  Equipment         ...       1,250.00  100.57       (1,149.43) 

E-6  Expenses.    Office       5,000.00  5,442.48  442.48 

E-8  Publications  and 

Executive    Aids     .  100.00  129.81  29.81 

E-10  Educational 

Distributions  .  .  800.00  147.42       <      652.58) 

E-11  News  and  Press 

Releases       400.00  312.39       (        87.61) 

E-12  Public  Relations 

Bulletin        2,700.00  2,359.17       (      340.83) 

E-13  State  High  School 

Science  Fair 

Programs     200.00  178.13       (        21.87) 

E-14  Exhibits  and 

and    Displays      ,  ,  .  650.00  676.82  26.82 

E-15  Annual   Officers 

Conference         1,000.00  1,079.02  79.02 

E-16  Physicians 

Press    Award     ,  . .         — 0 —  — 0 — 

E-17  Pubic   and 

Personified 

Activities         600.00  694.00  94.00 

E-18  Collateral 

Public    Relations  500.00  238.04       (      261.96) 

Total  Public  Rela- 
tions   Budget     .  .  .  ,   $  14,000.00    $  11,591.48    $(  2,408.52) 

Annual  Sessions   (111th)   Convention  Budget: 
F-1  Programs  $     1,750.00     $     1,613.72     $(      136.28) 

F-2  Hotel  and  Audi- 
torium   Expense  5,200.00  5,208.43  8.43 
F-3  Expenses— Publi- 
city   Promotion                    700.00              288.70       (      411.30) 
F-4  Entertainment                900.00             969.55               69.55 
F-5  Orchestra  and 

Floor    Entertainment    2.500.00  1,751.89       (      748.11) 

F-6  Guest    Speakers  1,000.00  879.54       (      120.46) 

F-7  Banquet   Speaker         550.00  500.00       (        50.00) 

F-8  Electric 

Amplification  250.00  25.32       (      224.68) 

F-9  Booth  Installation 

and     Supplies        .  .         6,000.00  5,030.86       (      969.14) 

E-9  Audio-Visual 

Depiction         300.00  42.28       (      257.72) 

F-10  Pro.iection 

Expense        700.00  837.76  137.76 

F-11    Badges      150.00  31.64       (      118.36) 

F-12   Transactions 

Reporting   Service  1,400.00  1,279.36       (      120.64) 

F-13  Rental  -  Extra 

Facilities      250.00  190.59       (        59.41) 

F-1   Exhibitors 

Entertainment      .  .  3,000.00  858.80       (  2.141.20) 

F-15  Banquet 

Expense  .  6.500.00  3,781.33       (  2,718.67) 

F-16    Police    Security  312.00  352.50  40.50 

Total  Annual  Sessions   (111th)   Convention 

Budget  ..  $31,162.00     $23,599.99     $(7,562.01) 

Miscellaneous  Budget: 
G-1   Legal    Counsel     $     7,000.00    $    7.973.20     $        973.20 
G-2  Reporting 

(Executive  Council, 

Etc.)  1,700.00  2,026.34  326.34 

G-3  Fifty  Year 

Club         185.00  181.55       f  3.45) 

G-4  Contingency   and 

Emergency      1,500.00        21,510.58        20,010.58 

G-5  Employees  Retirement 

System      4,282.00  4,845.77  563.77 

G-6   Advalorem   Taxes         325.00  315.91       (        9.09) 

G-7  Association  of 

Professions  Loan  350.00  200.00       (      150  00) 

G-8  N.  C.  Hospital 
Association  Recruitment 

Program  500.00  500.00  -0- 

G-9   Association  of 
American  Medical 

Colleges      225.00  -0-  (      225  00) 

G-10  Expense  of 

Commissioners     ...  600.00  41.71       (      558.29) 

Total  Miscellaneous 

Budget      $16,667.00     $37,595.06     $20,928.06) 

TOTAL    EXPENSES    . .  .  $255,265.00     $265,109.10    $    9,844.10 


SUMMARY 

TOTAL    INCOME    $294,936.88 

Less:  Expenses: 

Executive    Budget    $105,659.46 

Journal    Budget     58,733.54 

Intra-Functional  Activity  Budget      21,635.93 
Extra  Functional 

Activities    Budget       6,293.64 

Public    Relations    Budget    11,591.48 

Annual  Sessions   (111th) 

Convention    Budget    23,599.99 

Miscellaneous    Budget    37,595.06    265,109.10 


EXCESS   OF   INCOME   OVER   EXPENSES  $  29,827.78 

Add:   Capital  Expenditures  From  Current  Funds       7,775.64 

Net  Margin  From  Operations  $  37,603.42 

Exhibit  "D" 

RECEIPTS : 
Members'   Dues  —  Current   and  Prior  Years 

And   Advance  Dues    $269,856.00 

Medical  Journal  Advertising — 

,  Local        10.121.97 

Medical   Journal  Advertising — 

National  27,133.68 

Sale  of  Exhibit  Space— 

1965  Convention    le  515  00 

Sale  of  Exhibit  Space— 

1966  Convention 
Medical  Journal  Subscriptions  and 

Sales  of  Rosters  and  Value  Scales 
Author's  Contributions  to  Cost 

of    Cuts 

Commission   (l^f)   from  AMA  for 

Collecting  National   Dues    1,401.08 


4,460.00 
2,285.51 


169.15 


Unexpected    Revenue      708  80 

Reimbursements  for  Items  Paid 

by    the    Society      1  943  94 

Miscellaneous    Refunds 4761  50 

Old    Outstanding   Checks   Cancelled  '     5^00 

TOTAL    CASH  RECEIVED   FROM 
,?1EGULAR    OPERATIONS    $339,364.63 


COUNTY    DUES    COLLECTED 

AMERICAN   MEDICAL  ASSOCIATION- 
REGULAR   DUES    COLLECTED 

MEDICAL   EDUCATION   POLITICAL 
ACTION    COMMITTEE 

AMERICAN   MEDICAL  ASSOCIATION- 
DUES   PLACED  IN  ESCROW 

RECEIPTS    FOR   LOCAL 
ADVERTISING.    ETC.    BY 
AMERICAL    MEDICAL    ASSOCIATION  id  j^d  JJ 

RECEIPTS  FROM  1965   CONVENTION  BANQUET     405000 

RECEIPTS   FOR   COMMITTEE  tmv.vu 

ON  MENTAL  HEALTH  5  595  44 

RECEIPTS  FROM  1966  CONVENTION  BANQUET        ■585^00 

TOTAL    RECEIPTS     .  .  . 

CASH   BALANCES   —  JANUARY  1,    1965' 

First  Citizens  Bank  &  Trust  Co 
Raleigh.   N.    C $    9,576.28 

Cash  on  Hand    50.00 


12.226.00 

168,795.00 

7,375.00 

735.00 


15.325.33 


$554,051.40 


9,626.28 


TOTAL  TO   ACCOUNT  FOR    $563,677.68 


DISBURSEMENTS 
DISBURSEMENTS   FOR  CURRENT   OPERATIONS: 
Expenditures— Executive    Budget        $103  515  48 
Less:   Capital   Expenditures — 
Office    Equipment     2,109.38  $101,406  10 


Expenditures— Journal    Budget 
Less:    Capital    Expenditures — 
Office    Equipment    


$  62,972.53 

31.52       62,941.01 


Expenditures— Intra-Functional 

Activity    Budget 

Expenditures— Extra-Functional 

Activities    Budget     

Expenditures— Public 

Relations    Budget      $11  534  73 

Less:   Capital   Expenditures — 

Office    Equipment    100  57 


28.438.12 

6.266.08 


11,434.16 


Expenditures— Annual   Sessions   (111th) 

Convention   Budget    23  988  44 

Expenditures — 

Miscellaneous    Budget    $  38  574  85 

Less:   Capital  Expenditures — 

Option    on    Real   Estate    5,000.00        33,574.85 

Refunds  of  Dues   Over  Collected 
and    Miscellaneous    Refunds    4,458.00 


10  SUPPLEMENT  TO 

Refunds   of    AMA    Dues    in    Escrow   ,  90  00 
Prepaid     Supplies             .      ,  1  179  oo 
Accrued    Pay  Roll    Taxes— 12-31-64   .  1  251  87 
Items  Paid  by  the  Society- 
Billed    to    Otiiers    1.507.11 

T°'^'    T^   J      ,•           ,                   $276,534.74 

Less:   Deductions  from  Wages 

Unpaid  at   12-31-65: 

Pay    Roll    Taxes      1,485.91 

TOTAL  DISBURSEMENTS— 

CURRENT    OPERATIONS  S275  048  R'? 

PAYMENTS   TO  AMERICAJM    MEDICAL  *^'3.u-lH.HJ 

ASSOCIATION-REGULAR   DUES 

COLLECTED  nQ  ^4S  on 

EXPENDITURES  FOR  CAPITOL  ASSETS  7:241.47 

TOTAL    DISBURSEMENTS  S421  83 5  ^n 

CASH   BALANCES-DECEMBER   31.   1965-  ''-'^^•"■^3-J" 
First   Citizens  Bank   &  Trust  Co.. 

Raleigh.    N.    C $141,792.38 

Cash    on    Hand     5O.00     141.842.38 

TOTAL  ACCOUNTED  FOR    $$563,677.68 


CASH  ON  HAND  AND  IN  BANK 
December  31.   1965 

FIRST-CITIZENS    BANK   AND    TRUST 
COMPANY.   RALEIGH.  N.  C: 

Balance    Per    Bank    Statement    $147  41?  IK 

Less:    Outstanding   Checks:  »ii(.4i^.ib 

Number  13542    $       5.40 

14096  45.00 

14154  8.50 

14174  15.00 

14244  40.17 

14248  283.75 

14254  199.61 

14266  288.99 
14293       4.130.00 

14297  400.00 

14300  20.00 

14301  20.00 

14302  20.00 

14303  20.00 

14304  20.00 

14305  20.00 

BALANCE    PER    BOOKS     ...     "'*"  '''^mfill 

PETTY    CASH    FUND  *       '  'iii" 

TOTAL    CASH— TO    EXHIBIT   "A"' .'.'.'.['.'.'.'.'..',  $141,842^38 
SCHEDULE   2 

SCHEDULE    OF   CAPITAL    ASSETS 

„„„  December   31.    1965 

OFFICE   FURNITURE   AND    FIXTURES 

EXECUTIVE    OFFICE: 

Wooden    File    Case— Letter   Size     $  21  66 

Typewriter    Desk  25  00 

Steel    Office    Safe                150  00 

Steel   File  Case— Letter  Size    .  .  20  00 

Four    Steel    Card    Files      .    .  20  00 

Office     Chair     3520 

One    Desk                           62  55 

Steel    Filing    Cabinet    .'..'.  24  50 

Office    Desk                     47  95 

Letter    File— Two    Drawer     29  46 

Steel    Filing    Cabinet    7175 

Office     Chairs       40  00 

Office     Desk                                    .  87  29 
Office     Equipment— Miscellaneous       1.14939 

One     Telephone     Table— Wooden  15  45 
Two  Pairs    12"    x   38"    C.   S. 

Vents    and    Brackets 8  77 

One    Desk    Lamp  10  26 
Two    Master    Model   Audiographs 

and     Attachments  725  67 

One   Map   of  Greater  Carolinas  3750 

Two    Double    Files    3"   x    5"    .  use 
Three    Pendaflex 

Frames    (Installed)    557 

Two   Gray    Steel    Cabinets    103  00 

Three    Transfer    Files  1189 

One   Spec.   B,    Outfit  File      7  25 

Two   Legal    Filing    Cabinets    19  90 

One    Filing    Shelf    250 

Plywood    Carrying    Case 

for    Audiograph    I7  00 

Map    Framed     361 
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Charter     Framed     2.57 

Cash    Box      2.79 

Steel     Desk       158.98 

Three    Desk    Trays 

with     Stackers     8.57 

Waste    Basket            1.40 

Large     Chair    Mat     9,27 

Glass    Desk    Top          11.68 

Stenograph    and    Tripod    100.70 

Four    Drawer    Steel 

Filing     Cabinet                  78.03 

Four    Pendaflex    Steel 

Frames     (Installed!     7.42 

Postal    Scale 6.50 

Numbering    Machine    14.88 

Filing   Stool     11,23 

Bookcase                                 63.86 

Remington    Rand    Electric 

Adding     Machine              215.01 

Metal    Storage    Cabinet      78.28 

Metal     Filing     Cabinet  92.76 

Two    Cabinet    Shelves    (Installed)  10.30 

Metal     Cash    Box            2.32 

Pro   Rata    Share  of  Cost 

of    Mimeograph     Machine    337.47 

Typewriter    Table  21.00 

Metal    Correspondence    Separator  6.18 

Metal    File    and    Sections  68.55 
Two    Typewriters — 

Large    Type    (Bulletin)  321.23 

Kardex    File   and   Parts    1.842.36 

Catalogue     Case            20.00 

Metal    File    and    Frames      93.07 

Secretarial    Foot    Control      25.75 

Three    Transfer    Files            16,23 

Junior    Pendaflex    File         22,87 

Book    Case    Section                 :6,25 

Swivel    Chair    and    Arm    Chair    ,  74.48 

Audiograph     Converter      28.84 

Pendaflex     File                            5.88 

Wood    Desk  and   Two   Files             .  281.43 
Der  Jur    Camera   with    Flash 

Attachment    and    Case                ...  100.44 

Audiograph     Machine — Used       ...  300.00 

Flight     Bag             38.31 

Three    Box    Files     ,. 9,42 

Portable     Lectern      29,93 

Metal    File 114,33 

Checkwriter    —    Paymaster     101,48 

Desk   and   Chair                     268.45 

Supply    Cabinet    Shelves             ,      ,  25,35 
Pro    Rata    Share   of   Cost    of 
Imperial    Safe    ED    "60" 

I  Kardex)                                 290,00 

Air    Conditioning    Equipment — 

Office                                         1.621,00 

Five-Drawer    Letter   File 

and     Frames                122,78 

Five    Transfer    Files  20,35 

Two   Five-Drawer   Filing  Cabinets  245,56 

American     Medical     Dictionarv  25.00 
Two    Plate    Glass    Tops 

for     Desks     20  34 

Desk.    Swivel    Chair 

and    Desk    Set         253  87 

Pro    Rata    Sliare    of   Cost— 

Varitvper    —    Used          50.00 

Pro   Rata    Sliare   of  Cost  —  A.   B. 

Dick    Offset    Duplicator    1.602.27 

Ten    Pronto    Files  46.87 
Two   Four-Drawer   Durable 

File    Cabinets  61.70 

One    Kardex    File    Safe    and    Base  593  28 
Pro    Rata    Portion    of    Postage 

Mailing    Macliine                        ,      .  427,85 

Pro    Rata   Portion    of   Robotyper  360,50 

Pro    Rata     Portion     of    Perforator  121,03 

Pro   Rata   Portion   of  One  Table  18.47 
Pro    Rata    Portion    of 

Postal     Scale                             12.48 

Stenorette    Machine   #215391    156.06 

Stenorette    Machine    #219890    156.06 

Two    Transcribing    Kits 

for     Stenorettes               60.08 

Telephone    Adapter   and 

Switch     Box         ...                       .  17.66 

Two    Gray    Legal    Desk    Trays   ,  14.63 

Book    Case    Section   #813    Walnut  29.26 

Gray    Table    #1808          49.59 

Three    Transcribing    Kits 

for    Stenorettes     89.75 

Four    Stetho    Clips 

for     Stenorettes  12.00 

Documentor    Electric    Typewriter  372.55 
"Remington    Electric 

Typewriter     #E-2289256        360.21 

Pro    Rata    Portion    of    Used 

Addressograph    Machine    #312185 

with   Work   Table         . .             .  75.00 


Pro  Rata  Portion  of  Hand   Truck  3.60 
Pro   Rata   Portion  of   Two 

Gingher    Valets   —    #7-6-U    26.59 

Pro   Rata  Portion   of  Remington 

Electric    Typewriter    #2129420  153,83 

Three    Letter    Size    File    Cabinets  103.72 

One— TU-24    Stak    Tube    Roll    File  40.00 
Pro   Rata   Portion    of   One 

#11919    Paper    Cutter      ,    .  10.70 

One— 15  ft.   X   16  ft.  Rug  and  Mat  144.82 

Pro    Rata   Portion    of  Five    Tables  27.78 
One— 122H    Steel    Cart 

with     3    Shelves     35.76 

One    Brief    Case                                 - .  53.51 

Six  Four-Drawer  Letter  Size  Files  199.31 
One    Documentor 

Electric     Typewriter       372.55 

One    Modern  Tub    Chair    31.82 

Two     Bookcases  66,64 

One    Electric    Pro.iection    Pointer  77,15 
Two   Side    Arm    Chairs.   Walnut. 

Maroon    Upholster.v             77.62 

Two   Side    Chairs.   Walnut. 

Maroon     Upholstery       55.62 

One    Desk    and   Chair  44.81 

One    Conference     Table— Walnut  149.81 
One    Executive    Swivel    Chair. 

Walnut.     Maroon    Upholstery  104.37 

One    Endura   Telephone    Timer    .  .  13.11 

One    Walnut    Credenza 125.30 

Carpet                            63.95 

Two    Glass    Desk    Tops      22.45 

One    Book    Case    (Used)  15.45 
Pro  Rata  Portion  of  One  Toledo 

Postage    Scale    (Used)          77:25 

One    3-Section    Book     Case     137.61 

Pro     Rata     Portion    of    One 

Divisumma    24    Calculator      100.00 

Mirror — Secretary's    Office     1.01 

Portable    Electric 

Baseboard    Heater                    17.82 

Lamp    for    Conference    Room   ....  15.43 
Drapes    and    Rods    for 

Conference     Room               114.75 

Walnut    Dictionary    Stand     67.07 

Costumer  12.98 

Four    Side    Chairs                        ....  73.05 
Stenorette    Portable    Dictating 

Machine   and    Case   #35077    228  11 

Pro   Rata   Portion    of   One 

Premier    Ream    Cutter          130.00 

Checkwriter    ~    #XL4-076960  45.05 
Pro   Rata  Portion   of  One   Flex-O- 

Build    Desk    End  File              38.15 

Pro    Rata    Portion    of   #1900 

Addressograph        200.00 

#502    Sort-A-Tray     .                 9.95 

Pro    Rata    Portion    of    Walnut 

Step     Table            9.25 

Pro    Rata    Portion    of 

White   Table    Lamp  4.10 

Pro  Rata  Portion  of  Black  Settee  31.08 
Pro   Rata  Portion  of  Postal 

Scale    Rate    Chart      16.13 

Carrying    Case    for 

Adding    Machine     18.49 

Electric     Fan       19.45 

r412    File    Unit    15.72 

Pro    Rata    Portion    of 

Verifax     Copier      159.38 

6-Tier   File                       8.72 

Pro    Rata    Portion    of 

4-Drawer   Letter    File          130  91 

Pro  Rata  Portion  of  #7795 

Virco    Desk                               16  43 

Pro    Rata   Portion   of   #4841 

Thomas    Collator     93.00 

File  Cabinet.  4-Drawer   No.   24A  41.95 

Remington    Typewriter    No.    3064244  388.90 
Remington    Typewriter    No.    3521299    388  90 

One   Hand    Truck 13.59 

Steel      Shelving 123.60 

Walnut    Pamphlet    Rack       7.00 

Plastic     Letter    Tray  2.17 

Two  Combination  Desk  Top  Files  19.26 
Stenograph   Machine    No.    645223 

(Used)  100.00 
One  No.  5F  Cosco  Stenographic  Chair    30.85 

One   No.   1260   Desk— Plastic   Top    177.52 

One    Steno   Chair 30.85 

One   Scnptor  13"   Elite  Electric 

Typewriter  .    311.85 

Remington    Rand    Cabinet    Kardex  583  84 

4    No.    8B51    5-Drawer  Files      .      ...  401.78 

Electric    Pencil    Sharpener      34.98 

60  X  34  Desk  ....  149.25 
Feeder  Unit  for  Addressograph  .  .  .  936.53 
One   KIK    Step   Stool        13.95 

TOTAL    EXECUTIVE    OFFICE    5  22,677.96 


PUBLIC    RELATIONS    OFFICE: 
Four  Aluminum  Desk  Trays 

with    Supports    $  9.00 

Steel    Costumer    14.20 

Cash     Box             1.50 

Supply    Cabinet      37.00 

Two    Waste     Baskets     7.00 

Metal    Executive  Desk    112.60 

Executive    Chair          48.80 

Two    Side    Arm    Chairs    60.40 

Metal    Secretary    Desk     136.40 

Secretary    Chair     30.20 

Storage    Cabinet    37.00 

Two    Chair    Mats      12.90 

Ringe    Top    Card    File     1.60 

Stapler        4.95 

Punch                         3.15 

Metal    Letter   File    with   Lock    . .      .  61.60 

Storage     Cabinet      37.00 

Royal    Typewriter     133.31 

Two    Electric    Fans          63.29 

Four-Drawer    Metal    File          69.49 

Two-Drawer   Metal    File   with 

Lock    and   Base    18.36 

Supply    Cabinet      75.00 

Two    Desk    Trays    and    Stacks    4.64 

Metal   Storage  Cabinet    57.29 

Pro    Rata    Share    of    Cost 

of    Mimeograph    Machine    508.53 

Pendaflex    Frames    (Installed)    4.64 

Folder    Machine    and 

A.   B.    Dick    Stand    397.88 

Used    Elliott    Addressograph    123.83 

Two   Telephone   List   Finders    . .  6.06 

Pendaflex    Frame    (Installed)    4.50 

Used    Projector    -    Nedco    153.43 

Model    DLS     Screen     32.45 

Record     Player           101.25 

Microphone   and    Stand    19.40 

Projector   with    Case    -    Slide    94.47 

Lectern     Mike               56.85 

Display   Equipment   -  Flip   Chart    . .  31.74 

One    Camera    and    Flash          88.98 

Film   Holders    and    Adapters    19.00 

Metal    File                    95.79 

Pro    Rata   Share    of   Cost    - 

Varityper     -    Used      50.00 

Pro   Rata    Share   of  Cost   -  A.  B. 

Dick     Offset    Duplicator     1.602.26 

Pro    Rata    Portion   of 

Postage    Mailing    Machine  427.85 

Pro   Rata   Portion   of  Robotyper       .  360.50 

Pro    Rata    Portion    of   Perforator  121.02 

Pro   Rata   Portion    of   One   Table  17.58 

Pro  Rata   Portion   of   Postal  Scale   .  12.47 

Stenorette   Machine   #205817    205.06 

Pro   Rata    Portion   of   Used 

Addressograph   Machine  #312185 

with    Work    Table  75.00 

Pro   Rata   Portion   of  Hand  Truck    .  3.13 
Pro    Rata   Portion    of   Two 

Gingher   Valets    -    #7-6-U    8.83 

Pro   Rata   Portion   of   One 

#11919    Paper    Cutter    .                   .  .  10.70 

Pro  Rata  Portion  of  Five  Tables    . .  27.78 
Two   4-Drawer   Files    Complete 

with    Hanger    Frames      194.47 

Pro    Rata    Portion    of    One 

Toledo    Postage    Scale    (Used)       ..  77.25 
One  Underwood  Scriptor  Electric 

Typewriter    -   #21-8721980      337.64 

Pro    Rata    Portion    of   One 

Divisumma    24    Calculator       327.79 

Crestline    DeLuxe    Pro.iector      .    ...  79.26 
Pro    Rata    Portion    of    One 

Premier    Ream    Cutter     129.47 

Pro    Rata    Share    of    One 

Flex-O-Build    Desk    End    File    ...  13.00 
Scriptor   Electric 

Typewriter    S#8654172    300.0U 

Pro    Rata   Portion    of 

#1900    Addressograph                200.00 

Pro  Rata  Portion   of  Walnut 

Step    Table                    9.24 

Pro  Rata   Portion   of 

White  Table  Lamp  4.09 

Pro  Rata  Portion  of  Black  Settee    .  30.67 
Pro    Rata    Portion    of 

Postal    Scale    Rate    Chart  16.13 

Pro  Rata  Portion  of  Verifax  Copier  159,38 
Pro    Rata    Portion    of 

4-Drawer     Letter     File     42.75 

Pro    Rata    Portion    of 

#7795    Virco    Desk    15.00 

Pro    Rata    Portioii    of 

#4841    Thomas   Collator    60.99 

One    Carri-Voicc    Witli    Micro- 
phone  No.    444118    and    One 

Revere   Model  T-300  Tape 

Recorder     No.    3001312                   .  . .  480.00 

Two    8B51    Gray   File    Cabinets  236.66 

One    8B51    Gra\-    File    Cabinet          .  .  100.57 

TOTAL   PUBLIC    RELATIONS    OFFICE  ?    8,512.02 
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JOURNAL   BUSINESS   MANAGER'S    OFFICE: 

Steel    File    and   Frame  $         88.27 

Pro   Rata   Share   of  Cost   of 

Imperial    Safe    ED    "60"    (Kardex)  170.77 

Book    -    "Successful 

Sales    Promotion"  5.65 

Pro  Rata  Portion  of  Remington 

Electric    Typewriter    #2129420    .  . .  153.83 

Pro   Rata   Portion    of 

Divisumma   24  Calculator    200.00 

Pro    Rata    Portion   of 

#1900    Addressograph      100.00 

.Stcnorcttu     Combination      Unit    .    .  .  105  on 

One   Scftion   No.   811    Hale 

Bookcase  31.52 

Pro    Rata   Portion    of 

Verifax    Copier         106.24 

TOTAL    JOURNAL   BUSINESS 

MANAGER'S     OFFICE  961  28 
RURAL    HEALTH  AND  MEDICAL   CARE  COMMITTEE: 

Masco    Tape    Recorder     $  159.18 

One     Desk                                185.40 

One   Steel  File   and  Trays    121.29 

One    Soundscriber              150.00 

Pro   Rata    Portion    of 

Two   Gingher   Valets   -    #7-6-U  8  83 

TOTAL    RURAL    HEALTH    AND 

MEDICAL     CARE    COMMITTEE  624  70 

ANNUAL    SESSIONS    CONVENTION: 

Portable     Lectern  $         29.67 

Stenorette    Machine    #219618  205.06 

Stenorette    Machine    #214740  $        196.75 

Stenorette    Machine    #216837         .  196.75 

TOTAL   ANNUAL   SESSIONS 

CONVENTION  $        628  23 

INTRA-FUNCTIONAL    ACTIVITIES: 
Gray    Secretary's    Desk  $       224.35 

Gray    Secretary's    Chair  36.77 

TOTAL    INTRA-FUNCTIONAL     ACTIVITIES  261,12 

TOTAL  OFFICE   FURNITURE  AND   FIXTURES  S  33.665.31 

REAL    ESTATE: 
Land    -    Durham-Raleigh   Highway    - 

(Schedule    -    3)       26,104.55 

Optiiin   to   Piircliase   Real   Estate   (N. 
Wilmington  &  E.  North  Street) 

Expires   May   20,    1966  5.000.00 

12     .MoiUhs    Ended    December    31,     1965 
OTHER    ASSETS. 

Capital  Stock   -  State  Medical   Journal 
Advertising    Bureau.    Inc 200.00 

TOTAL   CAPITAL    ASSETS    -  ^^a  qcq  qc 

TO    EXHIBIT    "A"  ■, .     v'64,969.B6 


SCHEDULE  OF  BUILDING  SITE  COSTS 

12  Mo;iths  Ended  ..  :  :5 

Options                                                                                       $  450.00 

Land    Purchase    -    Durham-Raleigh    Highway  24.650.00 

Legal    Service                                  126.75 

Survey    and    Map    of    Property    477.80 

Architect     Service     40000 

TOTAL    -    TO   SCHEDULE    -    2    „?26^q£.55 

REPORT   OF    THE    ASSISTANT    EXECUTIVE 
DIRECTOR 

William  N.   Milliard 

Throughout  the  period  of  this  report  my  best 
efforts  have  been  expended  toward  whatever  goals 
were  charted  by  the  principal  officers  of  the  Medi- 
cal Society.  It  is  my  sincere  hope  that  the  efforts 
have  been  beneficial  to  the  best  interest  of  the 
Society  and  the  physicians  of  North  Carolina. 

Mr.  James  T.  Barnes,  in  the  proper  overall  co- 
ordination and  direction  of  staff  activities,  has  as 
always  been  most  gracious  in  his  advice  and  guid- 
ance which  is  particularly  helpful  and  most  as- 
suredly  appreciated. 

My  sincere  thanks  also  are  due  the  Chairman  of 
the  Public  Relations  Commission,  Dr.  David  G. 
Welton,    under    whose     Commission    a    number    of 


projects  have  been  undertaken  ■\\Hth  the  individual 
committees  assigned  to  his  Commission.  It  has  been 
an  extreme  pleasure  to  carry  out  the  staffing 
duties  in  connection  ^\^th  the  Committees  of  his 
Commission. 

An  expression  of  appreciation  is  also  appropri- 
ate for  the  Chairman  of  the  Committee  on  Public 
Relations,  Dr.  Philip  Naumoff,  under  whose  di- 
rection several  major  projects  of  the  Society  are 
carried  out.  He  is  always  willing  to  take  time  for 
advice   and   counsel  in   assisting    staff   effort. 

The  Conference  of  County  Medical  Society  Of- 
ficers and  Committeemen  was  held  on  Friday  eve- 
ning January  28  and  Saturday,  January  29,  1966  at 
The  Carolina  Hotel  in  Pinehurst,  sponsored,  as  in 
previous  years,  by  the  Committee  on  Public  Rela- 
tions. The  Friday  evening  session  of  this  Confer- 
ence has  developed  primarily  as  a  workshop  session 
for  Presidents  and  Secretaries  of  County  Medical 
Societies.  Considerable  time  and  effort  was  spent 
on  this  project,  particularly  during  the  fall  and 
winter  months,  in  an  effort  to  make  it  a  worth- 
while meeting  and  one  well  attended.  Due  to  in- 
clement weather  the  attendance  was  not  quite  as 
high  as  had  been  anticipated,  but  in  spite  of  that 
factor  the  attendance  was  almost  as  good  as  in 
prior  years.  A  total  of  142  persons  attended  the 
conference,  with  82  of  these  being  physician  mem- 
bers. This  attendance,  despite  problems  of  high- 
way conditions,  would  seem  to  indicate  that  the 
Conference  of  County  Medical  Society  Officers  and 
Committeemen  continues  to  be  a  valuable  effort  of 
benefit  to  the  County  Medical  Society  officials  in 
attendance. 

One  of  the  special  features  of  the  Officers  Con- 
ference was  a  presentation  by  Dr.  Joseph  A.  Saba- 
tier,  president-elect  of  the  Louisiana  Medical  So- 
ciety, on  the  topic  of  problems  related  to  Chiro- 
practic. His  talk  was  accompanied  by  a  number  of 
meaningful  audio-visual  slides.  A  tape  recording 
of  his  presentation  along  with  a  set  of  these  slides 
are  available  from  the  Headquarters  Office  for  use 
by  County  Medical  Societies  desiring  a  program 
presentation   on  this  topic. 

The  details  of  the  committee  on  Public  Felations 
Cooperation  with  the  State  High  School  Science 
Fair  program  have  been  worked  out  whereby  a 
representative  of  the  Biological  Science  Division 
of  the  State  High  School  Science  Fair  is  invited  to 
display  his  or  her  exhibit  at  the  Annual  Meeting  of 
the  State  Medical  Society.  Criteria  for  selection  of 
the  exhibitor  is  based  on  the  relationship  of  the 
exhibit  of  medicine. 

The  Public  Relations  Bulletin  has  been  edited  on 
a  basis  of  nine  issues  a  year,  published  monthly 
except  for  the  months  of  May,  July  and  August. 
We  strive  to  make  the  Bulletin  as  brief  and  news- 
worthy as  space  will  permit  in  its  limited  size,  as 
a  means  for  expeditiously  reaching  the  member- 
ship. Enclosing  material  in  the  mailing  with  the 
Bulletin  continues  to  be  a  popular  device  for 
various  committees  of  the  State   Society  and  other 
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organizations  desiring  to  reach  the  Society  mem- 
bership with  messages  and  information  of  im- 
portance. 

A  Medical  Society  State  Fair  Exhibit  was  spon- 
sored again  during  the  -week  of  October  11-16,  1965, 
by  the  Public  Relations  Committee,  featuring  two 
exhibits  from  the  American  Medical  Association 
entitled  "We  See"  and  the  "Emergency  Medical 
Identification  Symbol."  The  exhibits  along  with  the 
educational  literature  distributed  at  the  Fair  Booth 
provided  an  excellent  opportunity  for  dissemination 
of  health  information  to  some  segments  of  the 
general  public  not  routinely  reached  through  other 
avenues  of  communication.  The  Fair  Exhibit  also 
offered  an  opportunity  for  patrons  to  have  their 
blood  type  and  Rh  group  determined  and  receive  a 
pocket  size  identification  card  indicating  this  in- 
formation. The  blood  typing  service  was  offered 
in  cooperation  with  the  N.  C.  Association  of  Med- 
ical Technologists  and  the  Wake  County  Auxiliary 
also  graciously  furnished  assistance  for  the  dis- 
tribution of  the  educational  literature  and  regis- 
tration of  patrons  of  the  blood  typing  service. 

In  cooperation  with  Hospital  Saving  Association 
of  Chapel  Hill,  an  AMA  pamphlet  on  the  topic  of 
the  Emergency  Medical  Identification  Symbol  has 
been  reproduced  and  distributed  throughout  North 
Carolina  on  request  along  with  a  pocketbook  iden- 
tification card  appropriate  for  enumerating  special 
medical  information  concerning  medical  problems 
or  allergies  which  should  be  available  on  a  person 
in  emergency  situations.  Approximately  100,000 
of  these  pamphlets  and  cards  have  been  printed 
by  the  Hospital  Saving  Association  and  distribut- 
ed to  physicians'  offices  and  to  hospitals  on  request 
following  the  announcement  of  their  availability  in 
the  Public   Relations  Bulletin. 

The  Annual  Committee  Conclave  was  held  Sep- 
tember 22-25,  1965.  This  period  involved  an  in- 
tensive period  of  Committee  meetings  participated 
in  with  staff  assignment  to  work,  for  the  most 
part,  with  those  Committees  assigned  to  the  Public 
Relations  Commission. 

The  "Information  Booklet  for  Physicians"  de- 
veloped approximately  two  years  ago  has  been  re- 
printed in  a  Second  Edition,  with  minor  updating 
corrections  and  additions.  The  booklet,  along  with 
an  Orientation  Kit  of  Information  Materials  for 
New  Members,  is  available  to  County  Medical 
Societies  particularly  for  presentation  to  new  mem- 
bers as  they  join  the  Society.  The  kits  are  dis- 
tributed to  new  members  by  the  Headquarters 
Office  as  their  membership  in  the  State  Society  is 
processed  except  in  cases  where  the  County  So 
ciety  has  already  delivered  the  materials  to  the 
new  members. 

A  "Reference  List  of  Medical  Spokesmen"  com- 
prising the  County  Medical  Society  Presidents,  Sec- 
retaries, and  Chairmen  of  the  Committee  on  Public 
Relations  was  developed,  printed  and  distributed  to 
the  newspapers  throughout  the  state  as  a  continu- 


ing effort  in  behalf  of  promoting  mutual  under- 
standing between  the  medical  profession  and  rep- 
resentatives   of    the   information    media. 

Gift  subscriptions  to  the  AMA  magazine  TO- 
DAY'S HEALTH  are  being  renewed  for  members 
of  the  N.  C.  General  Assembly,  Governor,  Council 
of  State  and  Supreme  and  Superior  Court  Judges, 
as  a  project  of  the  Committee  on  Public  Relations. 
One  subscripton  for  each  College  Library  was 
added  to  the  list  in  1965  and  will  be  continued  as  a 
means  of  making  reference  health  information  from 
an   authentic   source  available  to  college  students. 

The  1966  Chamber  of  Commerce  of  the  United 
States  "Aircade"  meeting  held  in  Raleigh  on  March 
9  was  attended  and  it  is  considered  that  the  time 
was  well  spent  as  background  education  concerning 
the  major  congressional  issues  facing  the  nation 
today.  Also  attended  was  the  Chamber  of  Com- 
merce Association  Conference  on  Leadership  held 
in   Atlanta,   Ga.,   on   March   28,  1966. 

Preparation  and  coordination  of  publicity  efforts 
in  connection  with  the  Annual  Session  of  the  State 
Society  have  been  continued  during  the  year,  as 
well  as  publicity  and  promotion  of  various  other 
Society  activities  or  meetings  when  they  were  ap- 
propriately of  interest  to  the   general   public. 

We  have  worked  with  several  different  commit- 
tees of  the  Society  on  various  projects.  The  Com- 
mittee on  Insurance  Industry  continues  to  meet 
quarterly  with  industry  representatives  comprising 
the  State  Committee  of  the  Health  Insurance  Coun- 
cil and  the  joint  undertaking  between  the  two 
gi'oups  known  as  the  Claim  Review  Service  (C.R.S.) 
These  meetings  have  been  attended  and  reported 
on  in  a  staff  capacity. 

The  Committee  on  Child  Health  and  Poliomyelitis 
spent  time  in  consideration  of  recommendations 
concerning  a  policy  statement  about  measles  vac- 
cine. The  Committee  on  Hospital  and  Professional 
Relations  along  with  the  Utilization  Committee 
have  considered  the  implications  and  problems  re- 
lated to  utilization  review  mechanisms  required  by 
implementation  of  P.  L.  89-97.  The  Committee  Li- 
aison to  N.  C.  Pharmacy  Association  is  continuing 
its  efforts  to  work  out  a  Code  of  Cooperation 
between  Medicine  and   Pharmacy  for  the   State. 

The  two  day  Annual  American  Medical  Associa- 
tion Institute  was  attended  in  Chicago,  111.,  August 
19-20,  1965.  Other  conferences  and  meetings  at- 
tended include:  National  Council  on  Medical  Tele- 
vision, Ann  Arbor,  Michigan,  May  17-19,  1965; 
AMA  Annual  Session,  New  York,  June  19-23,  1965; 
Special  Meeting  of  the  AMA  House  of  Delegates, 
October  1-3,  1965;  AMA  Clinical  Session,  Phila- 
delphia, Pa.,  Nov.  27-December  1,  1965;  and  AMA 
Mental  Health  Conference,  Chicago,  March  18-19, 
1966. 

The  Headquarters  Office  continues  as  a  distri- 
bution point  for  literature,  films  and  program  ma- 
terials, and  the  office  stands  ready  to  assist  County 
Medical     Societies     wherever     possible.     To    render 
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such  assistance  effectively,  however,  we  must  first 
know  about  your  needs.  Many  aids  in  the  form  of 
literature,  films,  etc.,  are  available  to  you  on  re- 
quest. The  distribution  of  such  health  education 
items  as  a  first  aid  chart  for  placing  inside  of  a 
medicine  chest  door  continues  to  be  a  popular  item 
for  distribution  to  the  public.  Other  literature  is 
available  for  distribution  encouraging  regular 
physical   e.xaminations. 

In  conclusion,  we  emphasize  that  every  effort 
will  be  continued  to  carry  out  the  work  of  the 
society  as  efficiently  as  possible  toward  whatever 
goals  may  be  set  by  the  appropriate  officials  of  the 
Society. 

As  an  indication  of  detailed  effort  statistical 
reference  is  made  to  the  following  tabulations  with 
regard  to  the  public  relations  mailings; 

April  1,   1965   to  April    1,   1966 

Mail    received    2,502 

Mail    dispatched    9,741 

News  releases  mailed  7,200 

Films    21 

Educational    Pamphlets    2,110 

First  Aid   CCharts    1,84.3 

Public   Relations   Bulletins   33,725 

Exhibits          4 

Telephone    calls    (estimated)    Local   1,115 

Long  Distance  250 
Respectfully    submitted, 
William  N.  Hilliard 
Assistant    Executive    Director 


REPORT  OF  THE  ASSISTANT  TO  EXECUTIVE 
DIRECTOR 

With  the  direction  of  Mr.  Barnes  and  the  as- 
sistance of  the  entire  Staff  of  the  Medical  Society, 
I  have  become  integrated  into  the  many  and  varied 
activities  of  the  Society.  These  past  six  months 
have  been  stimulating  and  enriching  to  me  in  the 
area  of  my  job.  I  have  found  the  atmosphere  of  the 
association  to  be  of  appreciation  and  at  times 
demanding. 

Within  this  six  month  period  I  have  attended 
the  Fall  Conclave,  Executive  Council  Meeting,  Ru- 
ral Health  Conference,  Conference  of  County  Medi- 
cal Society  Officers,  the  N.  C.  Conference  on  Im- 
plementation of  Medicare,  and  the  National  Confer- 
ence on  Medical  Assistance  held  in  Chicago.  My 
traveling  has  taken  me  over  2,000  miles  in  the 
State.  This  milage  was  taken  in  reference  to  re- 
quest from  AMA  concerning  County  Society  ac- 
tivities and  in  reference  also  to  physician  place- 
ment. Concerning  physician  placement,  time  was 
taken  to  survey  the  coastal  area  around  Surf  City 
to  determine  what  is  offered  to  interest  a  doctor 
in  locating  there.  Any  free  time  available  has  been 
voluntarily  given  to  perform  certain  MEDPAC 
activities. 

At  this  time  I  desire  to  become  better  informed 


about  the  business  of  the  Society  and  to  be  able  to 
perform  my  responsibilities  in  an  efficient  manner. 
Also,  as  time  and  experience  have  accumulated,  I 
feel  that  it  would  be  in  order  for  me  to  take  on 
committee  responsibilities,  to  extend  my  usefulness 
to  the  Society,  and  to  equip  myself  with  the  neces- 
sities to  be  a  knowledgeable  employee  of  the 
Society. 

Bryant  D.   Paris,   Jr. 

Assistant   to    Executive    Director 


REPORT    OF    THE   EDUCATION   CONSULTANT 

With  this  Annual  Report  to  the  House  of  Dele- 
gates of  the  One  Hundred  Twelfth  Annual  Session 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina, the  Education  Consultant  reports  the  third 
year  of  service  to  this  professional  organization 
and  hereto  takes  this  opportunity  to  express  ap- 
preciation for  this  tenure.  It  is  a  privilege  to  be 
associated  with  and  serve  an  organization  which 
is  in  the  main-stream  of  national,  state  and  com- 
munity life  to  make  it  a  better  place  to  live. 

The  State  Rural  Health  Conference  was  revital- 
ized this  year  on  October  9,  1965  at  the  Memorial 
Auditorium  in  Raleigh,  N.  C,  through  the  coop- 
erative effort  of  the  Medical  Society  Committee 
on  Ruial  Health  and  its  Advisory  Committee,  an 
interesting  and  informative  program  was  planned 
and  executed  through  the  Medical  Society  Head- 
quarters Office.  At  a  subsequent  meeting  of  the 
Committee  on  Rural  Health  the  decision  was  made 
to  hold  another  such  conference  in  the  fall  of  1966. 

In  preparation  for  the  20th  National  Conference 
in  Rural  Health,  March  10,  and  11,  1967  in  Char- 
lotte, N.  C,  sponsored  by  the  American  Medical 
Asociation,  the  Education  Consultant  attended  the 
19th  National  Rural  Health  Conference  at  Colo- 
rado Springs,  Colorado,  March  18  and  19.  1966.  The 
Colorado  meeting  was  well  attended  and  it  is  with 
great  anticipation  that  North  Carolina  will  wel- 
come this  National  meeting  here  in  hopes  that  a 
big  turn  out  will  also  be  present  for  the  Charlotte 
meeting. 

Both  of  these  Conferences  on  Rural  Health  in 
North  Carolina  will  do  much  to  create  an  at- 
mosphere of  awareness  of  both  understanding  and 
action  for  better  health.  Some  of  the  topics  cer- 
tainly to  be  discussed  will  include  professional 
health  personnel  shortages,  tetanus  immunization, 
annual  physical  examinations,  measle,  vaccine,  den- 
tal health,  and  many  others. 

The  State  Headquarters  Office  has  served  as  a 
clearinghouse  for  the  Committee  on  Mental  Health 
Project  to  encourage  county  medical  society  pro- 
grams on  mental  health  topics  in  the  four  cate- 
gories of  mental  health  education,  mental  retarda- 
tion and  children's  services,  alcoholism,  and  medi- 
cine and  religion.  A  full  speakers  bureau  on  these 
topics  is  maintained  for  suggestions  to  county 
societies  requesting  programs.  Each  county  medical 
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society  program  chairman  was  contacted  by  one 
of  the  physicians  participating  in  this  project  an,d 
through  this  means  some  foi-ty  county  programs 
were  arranged.  Honorariums  for  the  speakers  are 
supplied  by  the  project. 

This  is  the  year  the  Mental  Health  Services  for 
Children  Report,  a  Joint  Report  of  Committees 
from  the  N.  C.  Mental  Health  Association  and  the 
Medical  Society  of  the  State  of  North  Carolina, 
received  its  final  approval  and  was  published  with 
over  3,500  copies  distributed  to  lay  and  profession- 
al people  throughout  the  state.  Requests  for  this 
publication  continue  to  come  into  the  office  from 
indviduals   and   groups  in    the   State. 

The  Subcommittee  on  Alcoholism  at  its  January 
18,  1966  meeting  developed  a  Statement  of  Policy 
on  Alcoholism  for  the  Medical  Society  of  the  State 
of  North  Carolina.  This  document  is  being  review- 
ed and  hopefully  will  be  adopted  by  the  Medical 
Society  in  the  near  future. 

The  Subcommittee  on  Medicine  and  Religion  met 
several  times  in  this  year  and  an  active  program 
developed.  A  speaker  on  medicine  and  religion  was 
sponsored  at  the  1965  Officer's  Conference  in 
Pinehurst.  The  AMA  Exhibit  on  Medicine  and  Re- 
ligion is  in  the  exhibit  hall  of  this  Annual  Meeting. 
A  number  of  county  medical  society  programs  on 
medicine  and  religion  were  held  this  year.  Plans 
are  underway  to  hold  a  Symposium  in  Medicine 
and  Religion  in  April,  1967  in  cooperation  with  the 
UNC  Medical  School  at  Chapel  Hill.  Physicians 
and  ministers  in  this  five  state  area  will  be  invited 
to  attend  this  meeting  in  Chapel  Hill. 

The  Education  Consultant  serves  as  recording 
secretary  to  these  Committees  as  well  as  additional 
Medical  Society  Committees.  Every  effort  is  made 
to  see  that  the  suggestions  and  decisions  at  these 
meetings  are  developed  and  carried  out  under  the 
direction  of  the  Chairman  and  the  Executive  Di- 
rector and  through  the  Executive  Council  of  this 
organization. 

Other  Medical  Society  Committees  served  in  this 
manner  include,  Committee  on  Anesthesia  Study, 
Committee  of  Physicians  on  Nursing,  Committee 
on  Cancer,  Committee  on  Chronic  Illness  and  Ag- 
ing, Committee  on  Maternal  Health,  Committee  on 
Occupational  Health,  Committee  Advisory  to  the 
Department  of  Public  Welfare,  Committee  on 
School  Health,  Committee  on  Venereal  Disease, 
and  the  Joint  Committee  for  the  Health  Care  of 
the   Chronically  111   and  Aging. 

The  meetings  and  activities  of  these  Committees 
which  the  Education  Consultant  has  assisted  with 
are  too  numerous  and  extensive  to  ennumerate  to 
you  in  this  report;  however,  these  can  be  noted  in 
the  reports  of  their  chairmen  today.  Let  me  assure 
you,  when  indicated,  the  items  discussed  by  these 
Committees  are  communicated  to  the  membership 
promptly. 

In  connection  with  these  Committee  activities 
liaison    and   representation    is   maintained    at    state 
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and  national  meetings.  Meetings  attended  this  year 
are  the  N.  C.  Committee  on  Nursing  and  Patient 
Care,  N.  C.  Conference  of  Social  Service,  N.  C. 
Nutrition  Council,  N.  C.  Rural  Safety  Council,  and 
the  N.  C.  Mental  Health  Council.  There  have  been 
many  meetings  %vith  the  N.  C.  State  Board  of 
Health  and  the  N.  C.  Department  of  Public  Welfare 
regarding  the  implementation  of  Medicare  and 
Title  19. 

Liaison  has  continued  with  the  rural  groups  and 
organizations  through  the  Agriculture  Extension 
Office  at  N.  C.  State  University  in  Raleigh,  as  well 
as  through  the  Grange,  N.  C.  Farm  Bureau,  and 
the  N.  C.  Community  and  Area  Development  As- 
sociation. 

Both  the  Annual  and  Mid-Year  American  Med- 
ical Association  meetings  were  attended  and  the 
National  Conference  on  the  Medical  Aspects  of 
Sports.  Two  meetings  associated  with  Chronic 
Illness  Committee  activities,  the  Conference  on 
Home  Care,  Ann  Arbor,  Michigan  in  December, 
1965  and  the  Annual  Meeting  of  the  National 
Council   on   Aging  in  March,   1966   were  attended. 

With  this  report,  I  hope  you  are  given  some 
indication  of  the  activities  these  offices  have  at- 
tempted to  provide  this  year. 

Kay  K.  Zeigler,  Education   Consultant 


REPORT    OF    THE    PRESIDENT    OF   THE 
AUXILIARY    TO    MEDICAL    SOCIETY 

At  the  beginning  of  the  year  1965-66,  it  was  the 
aim  of  the  Auxiliary  to  the  Medical  Society  of  the 
State  of  North  Carolina  to  let  the  helping  hands  of 
the  doctor's  wife  reflect  and  enrich  his  dedicated 
service.  As  we  look  back  over  the  year  we  hope  this 
has  been  done.  Each  county  auxiliary,  and  there 
are  57,  has  endeavored  to  be  of  service  to  its 
Medical  Society,  has  tried  to  become  an  integral 
part  of  its  community,  has  worked  to  promote 
health  education,  and  made  an  effort  to  present  the 
best  image  possible  to  the  community  of  medicine, 
the  doctor,  and   his  ever  needed   service. 

The  State  theme  for  the  year  was  "Keys  to 
Becoming  a  Successful  Doctor's  Wife."  There  are 
four  keys  we  need  to  become  successful  doctor's 
wives.  These   are: 

K  for  Knowledge 

E  for  Energy 

Y  for  Yielding 

S  for  Service. 

The  Key  K  for  Knowledge  includes  education 
and  information  on  all  medical  subjects.  I  have 
urged  all  our  members  to  become  better  informed 
women,  acquainting  themselves  with  medical  prob- 
lems in  their  communities,  learning  more  about 
Health  Careers,  Mental  Health,  Rural  Health, 
Safety,  and  Medical  Legislation — both  on  a  state 
and  national  level. 

The  next  key  is  for  Energy,  and  here  we  urged 
each   doctor's  wife   to   keep    physically  fit   and   use 
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her  energy  in  the  right  direction,  for  home,  family, 
and   community — in  that   order. 

The  Y  stands  for  Yielding — in  this  instance,  we 
are  to  yield  Right  of  Way  to  the  doctor  and  his 
profession. 

The  last  key  S  for  Service  explains  itself,  and  I 
hope  that  this  report  will  be  proof  of  our  service. 

Our  membership  at  present  is  over  2,500,  and  we 
hope  to  show  a  steady  growth.  With  over  3,500 
doctors  in  North  Carolina,  we  still  have  a  great 
deal  of  work  to  do  in  order  to  interest  all  wives. 

The  projects  of  the  Auxiliary  are  many  and 
varied,  indeed  there  is  something  that  each  person 
ought  to  be  interested  in.  Many  of  the  County 
Auxiliaries  raised  money  for  the  AMA-ERF.  This 
was  done  through  bake  sales,  antique  shows,  white 
elephant  sales,  benefit  bridges,  etc.  Special  em- 
phasis was  placed  on  Health  Careers.  We  cooper- 
ated with  the  "Health  Careers  for  North  Carolina" 
in  helping  to  defray  expenses  in  publishing  the 
new  Scholarship  Manual.  County  auxiliaries  on  a 
local  level  have  had  Health  Careers  Days  in  the 
high  schools,  sponsored  Health  Careers  Clubs,  and 
have  set-up  a  Health  Careers  Counseling  Service 
for  information  on  Para-medical  vocations. 

We  continue  to  support  our  Student  Loan  Fund 
with  contributions.  Nearly  $1,000  was  given  to  this 
fund.  Loans  of  $500  each  have  been  made  to  seven 
applicants,  making  a  total  of  $.3,500  that  has  been 
used  to  make  possible  a  medical  education  for  some 
deser^fing    students. 

The  four  Sanatoria  Beds  that  we  support  have 
been  used  during  the  whole  year.  These  are  lo- 
cated in  Wilson,  McCain  Sanatorium,  Black  Moun- 
tain, and  Gravely  in  Chapel  Hill.  They  are  main- 
tained by  a  $10,000  endowment  fund  for  each,  and 
the  use  of  the  bed  by  a  patient,  preferably  from  a 
doctor's  family,  is  paid  for  from  these  Sanatoria 
Bed  Funds.  Gifts,  magazines,  and  toiletries  are  sent 
to  the  bed  patients  by  the  auxiliary  members  each 
year. 

The  Mental  Health  Research  Endowment  Fund, 
which  has  a  $10,000  goal,  is  used  at  the  University 
of  North  Carolina  at  Chapel  Hill  for  research  in 
Mental  Health.  The  fund  now  stands  at  almost 
$7,500.  It  is  hoped  that  the  total  will  be  reached 
in  1967,  and  we  can  start  on  another  worthwhile 
project. 

Emphasis  was  also  placed  on  International 
Health  Activities,  and  tons  of  medicine  and  equip- 
ment were  collected  for  foreign  aid  progress,  for 
the  ship  HOPE,  and  for  doctors  to  use  in  distress 
areas.  Rural  Health  and  Rural  Safety  were  stressed, 
and  several  members,  plus  the  state  president,  at- 
tended the  Rural  Health  Meeting  in  Raleigh.  The 
Governor's  Traffic  Safety  Symposium  was  well  at- 
tended by  Auxiliary  members.  During  the  year 
special  emphasis  was  placed  on  safety  in  regard 
to  electrocution — noting  the  danger  in  wet  hands 
and  feet  to  electrical   wires,   electric  shocks,  etc. 

We    are    especially    fortunate   that  we  have   good 


communication  lines,  both  on  a  national  and  state 
level.  This  year  the  national  magazine,  "M.  D.'s 
Wife,"  has  reached  each  auxiliary  member;  the 
brochure,  "Direct  Line,"  has  been  sent  to  all  state 
officers  and  chairmen  and  county  presidents  from 
the  national  office  in  Chicago.  Both  these  publica- 
tions have  proved  most  interesting  and  useful.  On 
a  state  level  each  member  receives  "The  Auxiliary 
News"  four  times  a  year,  and  many  local  auxil- 
iaries have  had  their  own  news  sheet — one  in  par- 
ticular  is   called  "Med-itation." 

Our  activities  have  taken  several  of  us  outside 
the  state  for  travel.  A  full  quota  of  delegates  (12) 
attended  the  Convention  of  the  Woman's  Auxiliary 
to  AMA  held  in  New  York  City.  There  were  several 
alternate  delegates  and  guests  present  from  North 
Carolina  also.  In  October  the  president  and  presi- 
dent-elect, through  courtesy  of  AMA.  attended  the 
Fall  Conference  in  Chicago  and  the  Southern  Reg- 
ional Conference  in  Atlanta.  The  meeting  in  At- 
lanta was  also  attended  by  our  State  Health  Ca- 
reers, Community  Service,  Mental  Health,  Member- 
ship, Legislation,  and  AMA-ERF  Chairmen.  Our 
own  Fall  Workshop  was  held  in  Greensboro  at 
UNC-G,  with  an  attendance  of  125.  The  Mid-Win- 
ter Committee  Projects  Conference,  held  in  Pine- 
hurst,  was  attended  by  a  few  brave  souls.  The  rest 
were   snowed  out. 

Without  the  support  of  the  Medical  Society,  the 
work  of  the  Auxiliary  would  be  impossible.  We 
cannot  thank  you  enough  for  this  financial  aid,  and 
just  knowing  you  are  backing  us  up  in  our  en- 
deavor makes  all  the  work  worthwhile.  After  all, 
every  woman  needs  a  good  man  to  fall  back  on. 
We  cannot  thank  you  enough,  and  now  you  are 
helping  us  even  more.  A  part-time  secretary  has 
been  our  dream  for  years.  As  of  March  first,  this 
dream  became  a  reality.  We  do  appreciate  this 
wonderful  help. 

Again  may  I  express  my  appreciation  to  Mr. 
Barnes  and  Mr.  Hilliard,  and  the  staff  at  the  Exe- 
cutive office  in  Raleigh,  for  the  wonderful  cooper- 
ation and  consideration,  and  also  to  the  officers 
and  members  of  the  State  Medical  Society.  I  hope 
>ve  are  worthy  of  your  support  and  interest.  Call 
on  us.  We  wish  to  prove  our  reason  for  being,  for, 
after   all,   every   wife  wants   to  be  needed. 

Thank  you, 

Leila  George  Sikes  (Mrs.  C.  Henry) 
President,  Auxiliary  to  the  Medical 
Society  of  the  State  of  N.  C. 


FIRST    MEDICAL   DISTRICT 

The  First  District  of  the  North  Carolina  Medical 
Society  has  no  eventful  problems  or  solutions  to 
report. 

We  are  happy  to  welcome  Dr.  Dan  Burroughs  to 
Hattei'as  where  a  new  medical  clinic  will  soon  be 
open  to  give  service  to  the  people  of  the  Outer 
Banks  for  the  first  time. 
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Our  Post-graduate  Extension  Series  was  pre- 
sented in  January  and  Febi-uary  at  Ahoskie,  Eden- 
ton  and  Elizabeth  City.  Tiiis  was  well  attended 
considering  snow  and  dangerous  traveling  con- 
ditions. 

As  Councilor  I  attended  all  meetings  of  the 
North  Carolina  Medical  Society  Executive  Council. 
I  feel  that  harmony  and  understanding  among  the 
members  is  being  improved. 

The  Tri-State  Medical  Society,  as  well  as  the 
Seaboard  Medical  Association  will  again  meet  at 
Nagshead  in  June,  1966. 

The  First  District  is  in  the  capable  hand  of 
Dr.  J.  B.  Ruffin  of  Ahoskie. 

W.  H.  Romm,  M.D.,  Councilor 


SECOND    MEDICAL    DISTRICT 

The  2nd  Medical  District  has  had  a  good  year. 
The  entire  district  is  organized  into  component 
societies  and  there  has  been  a  high  level  of  pro- 
fessional conduct  and  medical  practice.  One  in- 
stance of  violation  of  medical  ethics  has  occurred 
and  is  curi'ently  under  consideration.  All  component 
county  societies  meet  with  good  regularity  and 
function  as  units  of  the  State  Medical  Society. 
There  are  spots  of  inertia  and  somewhat  slow  at- 
tention to  organization  duties,  but  these  are  at  a 
minimum. 

The  2nd  District  held  its  annual  meeting  as  host 
of  the  Carteret  County  Medical  Society  on  October 
11,  1965,  at  the  Rex  Restaurant  in  Morehead  City, 
N.  C.  The  meeting  was  presided  over  by  Dr.  John 
Way  of  Beaufort,  N.  C,  and  a  very  fine  dinner 
was  enjoyed.  A  talk  by  Dr.  Charles  Flowers  of  the 
School  of  Medicine  of  the  University  of  North 
Carolina  followed.  Already  plans  are  about  com- 
pleted for  the  next  meeting  of  the  2nd  District 
which  will  be  held  by  the  Martin-Beaufort-Hyde- 
Tyrell-Washington  counties  group,  better  known  as 
the  Pamlico-Albemarle  Medical  Society,  to  be  held 
April  7,  at  the  Washington  Country  Club.  On  the 
agenda  at  that  meeting  is  a  discussion  of  whether 
the  same  type  annual  district  meetings  will  be 
continued. 

As  Councilor  I  have  attended  all  state  meetings 
and  visited   considerably  in  the   2nd    District. 

My  personal    suggestions   for   the   district   would 
■ '    be  to   make  the   District  Meetings   more   appealing 
in   order  to  spur  better   attendance   and   interest. 

Lynwood  E.  Williams,  M.D.,  Councilor 


THIRD  MEDICAL  DISTRICT 
The  Third  Medical  District  had  a  normal  year  for 
1965.  The  Councilor  was  not  called  on  to  make  any 
special  investigations.  Complete  harmony  prevailed. 
The  medical  programs  and  social  functions  were 
outstanding. 

As  Councilor  I  have  attended  all  Executive  Coun- 
cil meetings. 

Dewey  H.  Bridger,  M.  D.,  Councilor 


REPORT  OF  4TH   DISTRICT  COUNCILOR 

The  recently  revitalized  Fourth  District  Society 
continues  to  thrive.  Semi-Annual  meetings  of  the 
Society  are  well  attended  and  excellent  programs 
have  been  presented. 

On  February  10,  1966  the  Wilson  Memorial  Hos- 
pital, in  cooperation  with  the  Wilson  County  Medi- 
cal Society  and  other  professional  groups,  presented 
its  first  annual  Symposium,  in  the  topic  of 
"STROKES".  This  Symposium,  attracted  a  regis- 
tration of  254  physicians,  not  counting  Wilson 
County  Physicians.  Several  out-of-state  physicians 
participated  in  this  program. 

Several  new  hospital  building  projects  within  the 
district  (at  Goldsboro,  Nashville,  and  Wilson)  are 
in  various   stages  of  development. 

Intra-professional  relationships  in  the  District 
have   remained   harmonious. 

E.  T.  Beddingfield,  M.D.,  Councilor 

FIFTH  MEDICAL  DISTRICT 
There  have  been  no  notable  administrative  prob- 
lems in  the  Fifth  District  during  the  last  year. 
Many  of  the  component  county  societies  have 
elected  the  optional  central  billing  offered  by  the 
State  Office.  I  would  like  to  point  out  that  except 
for  local  county  society  dues,  it  would  appear  de- 
sirable for  all  county  societies  in  the  district  to 
elect  central  billing  for  district,  state  and  national 
dues.  This  would  prevent  delays  in  crediting  in- 
dividualy  paid  dues  until  the  entire  county  member- 
ship is  paid  up  as  occurs  in  some  county  societies. 
The  Fifth  District  held  its  annual  meeting  in 
October  1965  at  the  Mid  Pines  County  Club  in 
Southern  Pines  with  excellent  attendance  and  show 
of  interest.  In  addition  to  well  prepared  clinical 
presentations  the  annual  business  meeting  was  con- 
ducted and  Dr.  Charles  Speas  Phillips  of  Southern 
Pines  installed  as  President.  Dr.  John  Stanley 
Vetter  of  Rockingham  was  voted  as  President-Elect 
for  the  coming  year,  and  Dr.  Duwayne  Douglas 
Gadd  of  the  Pinehurst  Surgical  clinic  was  re-elected 
as  Secretary-Treasurer. 

Members  of  the  Ladies  Auxiliary  were  in  attend- 
ance and  contributed  no  small  part  to  the  success  of 
the  program. 

Harry  H.  Summerlin,  M.  D.,  Councilor 


SIXTH    MEDICAL   DISTRICT 

Since  the  last  annual  report  from  the  Sixth  Medi- 
cal District  of  the  Medical  Society  of  the  State  of 
North  Carolina,  those  members  from  this  district 
have,  in  addition  to  their  busy  practices,  been  oc- 
cupying themselves  with  preparation  for  imple- 
mentation of  the  many  new  Federal  and  State  laws 
effecting  the  practice  of  medicine.  This  work  has 
been  carried  out  as  individual  component  societies 
and  the  elimination  of  the  Sixth  Disti'ict  Medical 
meetings  has  not  appeared  to  effect  the  partici- 
pation of  its  doctors  as  members  of  the  North  Car- 
olina  State    Medical   Association    or    the    American 
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Medical   Association. 

The  Councilor  has  attended  all  meetings  of  the 
Executive  Council  including  two  special  meetings 
called  for  the  purpose  of  considering  the  new  med- 
ical  legislation. 

Along  with  representatives  of  the  headquarters 
offices,  the  Councilor  attended  and  represented  the 
Medical  Society  at  a  Health  Careers  Work-Shop  at 
the  Jack  Tar  Hotel  in  Durham  on  December  6, 
1965. 

Practice  goes  on  harmoniously  in  the  Sixth  Dis- 
trict, and  no  incidents  involving  mal-ethics  were 
brought  to  the  attention  of  the   Councilor. 

As  far  as  can  be  determined^  this  has  been  a 
successful  and  productive  year  for  the  Si-xth  Dis- 
trict Medical  Society. 

John  Glasson,  M.D.,  Councilor 


SEVENTH   MEDICAL  DISTRICT 

Councilor  has  been  in  contact  with  the  officers 
of  all  component  societies  on  several  occasions  dur- 
ing this  year.  There  was  no  formal  district  meet- 
ing but  the  problems  which  were  assigned  to  this 
coun?ilor  by  the  headquarters  office  have  been 
worked  out  satisfactorily  .  .  .  and  no  major  diffi- 
culty has  arisen. 

Several  representatives  from  county  societies  in 
this  district  attended  a  meeting  of  the  Charlotte 
Public    Relations   Society   in  November   1965. 

The  county  societies  in  this  district  were  well 
represented  at  the  officers  and  committeemen's 
conference  in   Pinehurst   on  January  29,   1966. 

David  Goe  Welton,  M.D.,  Councilor 


EIGHTH  MEDICAL  DISTRICT 
The  Councilor  has  not  been  made  aware,  this 
year,  of  any  problems  in  the  District  regarding  the 
members.  No  formal  meeting  has  been  held,  and 
with  consent  of  the  Executive  Council,  a  pro-rata 
refund  of  monies  left  in  the  District  Treasury  is 
being  paid  to  the  component  societies  who  have 
contributed  in  the  past.  There  have  been  the  ex- 
pected doubts  and  reservations  about  implementa- 
tion of  the  new  Social  Security  Laws  and  their 
effect  on  the  physician,  but  apparently  the  feeling 
v.ithin  th?  District  is  one  of  cooperation,  but  some 
skepticism  remains  about  the  mechanism  of  assur- 
ing a  reasonable  and  customary  fee  for  the  physi- 
cian. 

There  has  been  some  confusion  about  central 
billing  and  statements  to  the  effect  that  MEDPAC- 
AMPAC  voluntary  contributions  should  be  more 
separately  stated. 

Louis  Shaffner,  M.  D.,  Councilor 


NINTH  MEDICAL  DISTRICT 

The  annual  Ninth  District  Meeting  was  held  Sun- 
day, August  29,  1965,  in  Salisbury.  The  President, 
Dr.  Tom  Thurston  had  an  excellent  program  with 
Representative  Broyhill,  Dr.  Ernest  Craige  and 
Dr.   David    Sabiston    being    the    featured     speakers. 


Next  year's  host  will  be  Catawba  County.  Dr. 
Thomas  E.  Fitz  was  elected  President  and  Dr.  Neel 
Bronnenberg  was  elected  Secretary  and  Treasurer. 
The  physicians  of  this  District  have  expi-esed  to 
the  Council  considerable  concern  regarding  the  re- 
lationship of  the  hospitals,  Blue  Cross  and  Blue 
Shield  to  the  Medical  profession,  particular  in  view 
of  the  increasing  role  of  the  Federal  Government  in 
medical  care.  Many  feel  that  the  time  has  come  for 
a  full  re-evaluation  of  our  relationship  with  Blue 
Shield. 

T.  Lynch   Murphy,  M.D.,   Councilor 


TENTH    MEDICAL   DISTRICT 
No   major   problems   have   been   presented  to   the 
Society  from  our  area  this  year.  The  Tenth  District 
Medical  Society  has  ceased  to  be  a  functioning  unit. 
No    attempt   is    being   made    at    this  time  to   re- 
activate the  meetings. 

J.  S.  Raper,  M.  D.,  Councilor 


ADVISORY   AND   STUDY   COMMISSION 

The  annual  report  of  the  Advisory  and  Study 
Commisson  cannot  be  considered  as  complete,  since 
there  is  a  flurry  of  continuing  activity,  particularly 
among  the  committees  whose  affairs  have  been 
affected  by  Medicare,  prevailing-fee  concepts,  fee 
schedules,  and  Relative  Value  concepts.  Most  of  the 
committees  met  at  the  conclave  at  Pinehurst  and 
most  of  the  committees  have  had  subsequent  meet- 
ings. The  committee  Advisory  to  The  Auxiliary,  and 
Archives  of  Medical  Society  History  learned  that 
the  Auxiliary  membership  had  reached  a  new  high, 
at  2,516  members.  Many  fine  auxiliary  programs 
are  now  in  progress.  The  Archives  and  Medical  So- 
ciety History  projects  are  making  steady  progress 
under  the  seasoned  leadership  of  Dr.  Roscoe  McMil- 
lan. The  committee  on  American  Medical  Educa- 
tion and  Research  Foundation  has  continued  its 
efforts  and  has  considered  ways  and  means  of  en- 
largement of  the  scope  of  its  projects.  The  com- 
mittee on  Blue  Shield  has  been  quite  busy  with  ac- 
tivities concerning  the  administration  of  Parts  A 
and  B  of  Medicare,  along  with  its  other  duties,  in- 
cluding adjudication  of  claims.  Recent  attention  has 
been  focused  on  anticipation  of  working  more  close- 
ly with  the  internists  in  their  relationships  with 
The  Blue  Plans.  The  committee  on  Constitution  and 
By-Laws  recommend  minor  changes  in  wording, 
prior  to  reprinting  of  the  Constitution  next  year.  A 
consideration  of  possible  limited  tenure  for  various 
committee,  board,  and  council  positions  was  dis- 
cussed, with  a  view  of  possibly  rotating  out  older 
participants  to  make  room  for  the  new.  The  com- 
mittee to  work  with  the  Industrial  Commission  has 
met  and  is  scheduled  to  meet  again,  for  adjudica- 
tion of  certain  cases,  and  the  continued  efforts  in 
behalf  of  making  certain  low  fees  more  realistic 
and  in  line  with  the  relative  value  of  the  service,  as 
compared   with   certain   other  compensation  renum- 
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erations.  The  committee  on  Medical  Care  of  De- 
pendents of  Members  of  Armed  Forces  has  recently 
been  reviewing  pertinent  preliminary  data  concern- 
ing renegotiation  for  the  schedule  of  allowances  for 
Dependents  of  the  members  of  the  Armed  Forces 
Program,  since  renegotiation  is  to  be  made  in  the 
new  contract  of  October  1,  1966.  The  committee, 
Advisory  to  Student  A.M.A.  Chapters  reported 
great  strides  of  progress  last  year,  and  Dr.  Peete 
has  arranged  for  an  increased  participation  at  the 
next  Annual  Session,  including  a  panel  session  and 
a  dinner  meeting.  The  committee  on  Marriage  Coun- 
selling has  met  several  times  under  the  sparkling 
chairmanship  of  Dr.  Rachel  Davis,  who  has  spear- 
headed the  presentation  of  interesting  symposia 
relative  to  marriage  and  its  many  interesting  and 
challenging  aspects. 

The  component  committees  have  cooperated  at  all 
times  with  their  commissioners.  Their  more  intri- 
cate and  elaborate  reports  of  their  labors  will  ap- 
pear in  this  compilation. 

W.   Howard  Wilson,   M.D.,  Chairman 


REPORT   OF  THE   ANNUAL  CONVENTION 
COMMISSION 

The  Annual  Convention  Commission  for  1965- 
1966  consisted  of  six  committees.  As  in  previous 
years,  the  Committee  on  Audio-Visual  Scientific 
Post-Graduate  Instruction,  headed  by  Dr.  John  C. 
Grier,  Jr.,  arranged  the  audio-visual  presentations 
for  the  Asheville  meeting.  The  Committee  on  Scien- 
tific Exhibits,  headed  by  Dr.  Robert  E.  Miller,  made 
arrangements  for  this  phase  of  the  program.  The 
Committee  on  Scientific  Works  under  the  chairman- 
ship of  Dr.  David  Sabiston  did  an  outstanding  job 
in  arranging  the  programs  for  the  General  Ses- 
sions, to  be  held  May  2-4,  1966  in  Asheville. 

The  Committee  on  Scientific  Awards  under  the 
chairmanship  of  Dr.  Lester  Crowell,  Jr.  and  the 
Committee  on  Credentials  to  the  House  of  Dele- 
gates with  Dr.  Charles  B.  Wilkerson,  Jr.,  has  func- 
tioned and  ^\all  continue  to  function  as  in  previous 
years. 

The  final  committee  under  this  commission  is 
The  Committee  on  Arangements.  The  Secretary  of 
the  Medical  Society,  Dr.  Charles  W.  Styron,  served 
as  Chairman  with  Dr.  John  Hoskins  as  co-chair- 
man. There  were  also  two  consultants  appropriate 
for  the  Asheville  meeting  plus  ex  officio  consul- 
tants who  serve  as  chairmen  of  the  standing  com- 
mittees stated  above.  Your  Commissioner  of  the 
Annual  Convention  Commission  feels  that  this  is  a 
considerable  improvement  in  efforts  to  coordinate 
the  planning  of  the  Annual  Convention  and  rec- 
ommends that  it  be  continued. 

Paul  F.  Maness,  M.D.,  Chairman 


have  been  functioning  satisfactorily  during  the  past 
year.  All  committees  met  at  the  Committee  Con- 
clave in  Pinehurst  in  the  latter  part  of  September. 

The  Committee  on  Professional  Insurance  has  re- 
ported a  sixty-five  percent  participation  among  the 
doctors  in  the  Professional  Liability  Program  and 
that  no  rate  structure  change  had  been  instituted. 
Mr.  Ralph  Golden  was  made  agent  of  record  for  the 
Society. 

The  Necrology  Committee  has  made  plans  to 
honor  members  of  the  Medical  Society  who  have 
deceased  during  the  past  year. 

The  Committee  on  Disaster  Medical  Care  has  re- 
viewed the  capability  of  the  State  of  North  Caro- 
lina to  cope  with  health  care  during  various  types 
of  disaster  including  nuclear  disaster.  The  Medical 
Self-Help  Program  has  been  reviewed  and  the  com- 
mittee has  urged  its  institution  into  the  high  school 
program  throughout  the  State.  The  committee 
strongly  recommends  disaster  rehearsal  in  every 
community   throughout   the    State. 

The  Committee  on  Retirement  Savings  Plan  has 
executed  a  master  agreement  establishing  the 
North  Carolina  Medical  Retirement  Savings  Plan 
and  Trust  and  this  has  been  executed  by  the  Presi- 
dent of  the  State  Medical  Society.  Plans  have  been 
made  in  presenting  this  program  to  every  Medical 
Society  in   the  State. 

The  Committee  on  Eye  Care  &  Eye  Bank  after 
reviewing  a  questionnaire  sent  to  the  Cphthalmol- 
ogists  of  the  State  has  evaluated  the  existing  poli- 
cies of  eye  physicians  in  North  Carolina.  This  com- 
mittee has  submitted  a  resolution  maintaining  the 
right  of  every  physician  to  dispense  eye  glasses  or 
contact  lens  to  those  patients  who  desire  to  be  fit- 
ted by  him. 

A  very  active  Committee  on  Nursing  has  met  on 
several  occasions.  They  have  also  had  joint  meet- 
ings with  other  agencies  throughout  the  State  in- 
terested in  the  problems  of  the  nursing  shortage. 
The  physician  is  urged  to  give  careful  attention  to 
the  report  of  this  committee  and  should  be  mindful 
of  the  urgency  of  this  situation  as  it  affects  the 
Medical  Care  of  the  physicians  patients. 

In  summary,  all  committees  of  the  Professional 
Service  Commission  have  most  diligently  applied 
themselves  to  the  problems  confronting  them  and 
after  careful  deliberation  and  consideration,  have 
made  outstanding  contributions  to  bettering  pro- 
fessional  service. 

Mark  M.  Lindsey,  M.D.,  Chairman 
Professional    Service    Commission 


PROFESSIONAL    SERVICE    COMMISSION 
REPORT 

The   Professional   Service   Commissioner  is   happy 
to  report  that  all  committee's  under  this  commission 


PUBLIC    RELATIONS    COMMISSION 

Since  each  committee  chairman  will  submit  a 
detailed  report,  the  nature  of  my  report  wll  be 
that  of  a  summary  attempting  to  point  out  cer- 
tain  significant  and  important  activities. 

Hospital  and  Professional  Relations  &  Committee 
on  Liaison  to  N.  C.  Hospital  Assoc,  James  S. 
Paper,  M.D.,  Chairman, 
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This  committee  has  contimied  to  function  effec- 
tively in  the  area  of  specific  problems  arising  in 
various  parts  of  the  state. 

The  Council  authorized  members  of  this  com- 
mittee who  are  members  of  the  N.  C.  Radiolosrical 
Society  to  proceed  with  negotiations  with  the  N.  C. 
Hospital  Association  in  order  to  permit  radiologists 
working  full  time  in  hospitals  to  bill  all  patients 
individually  for  their  professional  services  of 
interpretation. 

Legislation:  E.  T.  Beddingfield,  Jr.,  M.D..  Chair- 
man. 

This  is  a  large  and  complex  subject  about  which 
Doctor  Beddingfield  has  compiled  a  detailed  and 
comin-ehensive    report. 

Medical  Legal:  Julius  A.  Howell,  M.  D.,  Chair- 
man. 

This  committee  rc-emphasized  the  importance  of 
dissemination  of  the  "Medical-Legal  Code  of  North 
Carolina"  developed  by  our  society  in  conjunction 
with  the  North  Carolina  Bar  Association.  It  has 
worked  on  specific  problems  such  as  handling  of 
emergency  room  patients,  use  of  registered  nurses 
in  regard  to  emergency  closed  chest  cardiopul- 
monary resuscitation;  and  a  joint  meeting  of  the 
medical-legal  committees  of  the  medical  society 
and   the  bar  association   was  held. 

Public  Relations:  Philip  Naumoff,  M.D.,  Chair- 
man. 

A  full  and  comprehensive  report  has  been  sub- 
mitted by  Doctor  Naumoff.  The  annual  officer's 
conference,  which  was  aranged  largely  under  his 
leadership,  included  such  outstanding  speakers  as 
Leo  Brown  from  the  A.M. A.  Staff,  the  regional 
direction  of  H.E.W.  from  Atlanta,  and  Paul 
McCleave  head  of  the  department  of  medicine  and 
religion  at  the  AM  A,  made  the  program  very 
worthwhile. 

Rural  Health:  Edward  L.  Boyette,  M.D.,  Chair- 
man. 

This  committee  is  working  hard  to  assist  in  the 
plans  for  the  AMA's  council  on  rural  health's  na- 
tional meeting  to  be  held  in  Charlotte  March  1967. 
They  will  welcome  suggestions  from  any  member 
of  the  society  to  help  make  this  an  outstanding 
event.  This  committee  sponsored  a  Rural  Health 
Conference  October  9,  19(i5,  in  Raleigh  v.'Mh  out- 
standing speakers  on  medical  care  for  the  aged, 
environmental  health  center,  and  community 
health    activities. 

Insurance   Industry:  Jack   Mohr,   M.D.   Chairman. 

This  committee  has  carried  on  its  functions  of 
meeting  at  least  every  three  months  and  part  of 
the  meeting  is  the  N.  C.  Insurance  Claims  Review 
service  in  conjunction  with  representatives  from 
the  comcrcial  insurance  carriers.  They  have  a  very 
full  agenda  each  time  and  carry  on  a  very  vital 
function.  Our  president-elect,  Frank  W.  Jones,  who 
has  served  as  chairman  of  this  committee  for 
some  years,  stepped  down  at  the  time  of  the  last 
meeting    with    the    acting    co-chairman    taking    his 


place.  Doctor  Jones  has  prepared  a  comprehensive 
and  detailed  review  of  the  year's  activities  which 
will  be  found  below. 

Pharmacy,  Liaison  to  N.  C.  Association:  John  T. 
Dees,   M.D.,  Chairman. 

This  committee  has  perfected  and  drawn  up  a 
proposed  "physicians-pharmacists  code  of  under- 
standing" between  the  Medical  Society  and  the 
N.  C.  Pharmaceutical  Association.  It  was  approved 
by  our  executive  council  and  is  awaiting  approval 
of  the  Pharmaceutical  Assn.  The  committee's  e?iief 
effort  during  the  year  has  been  that  of  working 
with  the  State  Departent  of  Public  Welfare  de- 
veloping the  program  of  the  Kerr  Mills  Act.  They 
have  also  been  active  in  disseminating  a  booklet 
on  drug  abuse,  a  manual  for  law  enforcement  offi- 
cers printed  by  Smith,  Kline  and  French. 

This  chairman  also  reported  that  "an  advisory 
committee  of  plan  of  assistance  for  the  develop- 
ment and  improvement  of  pharmacy  service  in 
N.  C.  hospitals"  by  the  N.  C.  Hospital  Education 
and  Research  Foundation  with  purpose  of  recruit- 
ing-, orienting  and  training  registered  pharmacists 
for  full  or  part  time  service  in  hospitals  through- 
out our  state. 

Advisory  to  Department  of  Motor  Vehicles:  Sim- 
mons I.  Patrick,  M.D.,  Chaimian. 

This  committee  has  continued  to  operate  very 
smoothly  and  efficiently  in  cooperation  with  the 
state  motor  vehicles  department.  The  system  of 
.30  anonymous  physician  consultants  who  do  special 
medical  examinations  upon  request  from  the  motor 
vehicle  department  is  a  valuable  public  service 
which  is  largely  unpublicized  and  so  far  the  physi- 
cians who  do  this  work  are  not  compensated  for  it 
financially. 

It  was  stated  that  the  Institute  of  Government 
was  planning  to  conduct  a  program  of  training  for 
driver  license  examiners. 

Between  May  1,  19G4  and  August  1,  1965,  over 
18,000  cases  were  referred  to  the  medical  consul- 
tants for  review  and  a  statistical  analysis  of  these 
is  being  carried  out  by  the  School  of  Public  Health 
at  UNC-CH. 

Association  of  Professions:  John  R.  Kernodle, 
M.D.,  Chairman. 

The  second  annual  meeting  of  this  association  was 
held  March  24,  196.5,  in  Raleigh,  with  John  R.  Ker- 
nodle, M.D.  presiding.  New  officers  of  the  associa- 
tion for  the  current  year  are  Dr.  Earl  L.  Knox, 
President,   (DVM). 

At  the  present  time  this  association  includes 
individual  memberships  for  architects,  pharmacists, 
physicians,  professional  engineers,  and  vetinarians. 

Utilization  Committee:  H.  Fleming  Fuller,  M.D., 
Chairman. 

This  is  a  new  committee  charged  with  the  re- 
sponsibility of  gathering  all  available  information 
on  hospital  utilization  committees  and  developing 
guidelines  after  several  special  meetings,  this  was 
accomplished  and  the  guidelines  are  in  the  process 
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of  being  sent  to  each  chief  of  staff  of  each  hospital 
in  the  state  and  to  each  county  society  president. 
This  was  a  new  and  difficult  undertaking  but  the 
many  persons  who  were  invited  to  cooperate  did  so 
and  it  is  believed  that  a  very  useful  guidelines  has 
been  developed. 

This  concludes  my  report. 

David  Goe  Welton,  M.D.,  Chairman 


PUBLIC  SERVICE  COMMISSION 
The  Public  Service  Commission  reports  that  each 
of  the   committees    of   this    Commission   have   been 
active  in  promoting  the  health  and  welfare   of  the 
people  of  North  Carolina. 

Your  Medical  Society  is  proud  of  the  good  work 
done  by  these  committees  and  you  are  referred  to 
the  reports  of  the  individual  chairmen  of  the  com- 
mittees: 

Anesthesia  Study 

Cancer 

Child   Health  &  Poliomyelitis 

Chronic  Illness 

Maternal  Health 

Mental  Health  Medicine  and  Religion 

Occupational  Health 

Physical  Rehabilitation 

Advisory  to   Department   of   Public   Welfare 

School  Health 

Venereal  Disease 

Thomas  G.  Thurston,  M.  D.,  Chairman 


COMMITTEE  ADVISORY   TO    THE   AUXILIARY 

I.  This  committee,  through  its  chairman,  has 
been  in  frequent  contact  with  the  president  and 
the  officers  of  the  Auxiliary  throughout  the  year. 
They  have  consulted  us  on  matters  of  policy  and 
new   programs. 

As  usual,  the  Auxiliary  has  had  many  worth- 
while projects.  I  can  only  mention  briefly  a  few 
of  the  most  important  ones.  They  are  as  follows: 

1.  MEDPAC 

2.  Community   Service 

3.  Disaster  Preparedness 

4.  Health   Careers 

5.  International  Health  Activities 

6.  Mental  Health 

7.  Rural  Health 

8.  Special  Projects:  Four  Tuberculosis  Sana- 
torium Beds,  Student  Loan  Fund,  and  Mental 
Health  Research   Endowment  Fund 

I  was  much  impressed  with  the  theme  of  the 
Auxiliary  President,  Mrs.  C.  Henry  Sikes  (Leila 
George)  of  Greensboro,  throughout  the  year:  "Keys 
to  Becoming  a  Successful  Doctor's  Wife."  The  four 
keys  are: 

1.  K  —  Knowledge 

2.  E  —  Energy 

3.  Y  — Yielding 

4.  S  —  Service 

The  workshop  and  fall  board  meeting  in  Greens- 
boro was   very   instructive   and,   I   am   sure,  was   a 


great  help  for  the  Auxiliary  throughout  the  year. 
Archives  and  Medical  Society  History 
11.  This  program  is  making  steady  progress.  I 
am  now  getting  to  the  point  where  I  am  consider- 
ing editing  the  report.  I  am  hoping  we  may  be  able 
to  hold  the  history  to  two  volumes.  After  all  sub- 
committee reports  are  in,  I  will  have  a  definite 
report  on  the  costs,  etc.  This  will  be  rendered 
sometime  during  the  year. 

Roscoe  D.   McMillan,  M.D.,  Chairman 


COMMITTEE  ON  AMERICAN  MEDICAL 

EDUCATION  AND  RESEARCH  FOUNDATION 

(AMAERF) 

The  following  is  the  annual  report  of  the  Ameri- 
can   Medical     Education    &     Research     Foundation. 
This  committee  met  on   September  24,  1965,  at  the 
Carolina  Hotel,  Pinehurst,  N.  C.  Those  present  were 
Harry   B.    Underwood,   M.D.,   chairman,  William  L. 
Fleming,  M.D.,  W.  Howard  Wilson,  M.D. 
I.     The    request  to    the  committee  on   Public    Rela- 
tions for  a  place  on  the  January  program  was 
again   thought    to    be    necessary   to    gain    more 
personal   contact   for   our   committee.     This   re- 
quest was  subsequently  approved.  Subsequently, 
the   chairman   of  the    committee  did   appear   on 
the  banquet  program  January  28,  and  presented 
the    program    of  the   AMA-ERF    committee    to 
the   delegates.  The   following   other   suggestions 
were  made  for  the  coming  year: 

A.  An  AMA-ERF  Exhibit  at  the  Annual  Meet- 
ing 

B.  Securing  a  film  from  the  AMA  on  AMA- 
ERF  to  show  at  the  Audio-Visual  section 
at  the  Annual  Meeting 

C.  Having  an  interim  committee  meeting  nvit- 
ing  representatives  from  each  of  the  Med- 
ical Schools  including  their  lay  alumni  rep- 
resentatives, preferably  in  Pinehurst  and  in 
conjunction  with  the  January  PR  confer- 
ence. 

The  Committee  went  on  record  as  favoring  dis- 
tribution of  the  AMA  folder  "A  Handbook  for 
Making  Bequests  to  Medical  Research"  to  the 
State  Banking  Association,  Bar  Association  and 
Certified  Public  Accountants. 
The  Committee  discussed  the  merits  of  enlarg- 
ing the  Committee  membership,  since  the  re- 
sults of  Committee  activities  depend  greatly  on 
personal  contact  and  there  is  need  for  represen- 
tation in  more  areas  of  the  state. 
The  total  donated  for  North  Carolina  during 
1965  was  between  five  and  six  thousand  dollars 
which  was  less  than  the  1964  contribution  of 
$9,597.  The  committee  hopes  that  with  more 
personal  attention  being  taken  between  officers 
of  the  county  societies  that  the  contributions 
for  1966  will  again  inci'ease. 

Harry   B.   Underwood,   M.D.,   Chairman 
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COMMITTEE  ON  ANESTHESIA  STUDY 
The  Committee  on  Anesthesia  Study  met  on 
Thursday,  September  23,  1965  at  The  Carolina  in 
Pinehurst,  North  Carolina.  Present  were  Ben  C. 
Ogle,  M.D.,  John  C.  Doerr,  M.D.,  John  R.  Hoskins, 
III,  M.D.,  Thomas  G.  Thurston,  M.D.,  Kay  K. 
Zeigler,  Deanna  Massey,  and  Luther  C.  Hollands- 
worth,  M.D.,  Chairman. 

Slides  were  presented  summarizing  this  commit- 
tee's finding.?  of  the  past  three  and  one-half  years, 
during  which  time  675  questionnaires  were  sent 
out.  This  detailed  report  was  concerned  with  the 
resuscitative  efforts  employed  in  102  deaths  con- 
sidered to  be  preventable  from  the  standpoint  of 
anesthesia.  This  report  appeared  in  the  North  Caro- 
lina Medical  Journal,  January,  1966. 

The  Committee  also  discussed  the  need  of  revita- 
lizing this  group  with  new  members,  interested  in 
the  problems  with  which  this  study  is  concerned. 

Luther  C.  Hollandsworth,  M.D.,  Chairman 

COMMITTEE  ON   ARRANGEMENTS 

The  Committee  on  Arrangements  met  with 
Charles  W.  Styron,  Chairman  presiding  at  8  p.m. 
on  September  23,  1965  at  the  Carolina  Hotel,  Pine- 
hurst, N.  C.  Plans  were  reviewed  for  the  Asheville 
meeting  in  May  1966. 

Space  assignments  for  technical  and  scientific 
exhibits  were  examined  and  proved  to  be  adequate. 
Meeting  rooms  for  the  House  of  Delegates,  General 
Session,  Memorial  Services,  luncheons,  etc.  have 
been  assigned. 

The  banquet  and  ball  will  be  held  in  the  audi- 
torium and  the  banquet  will  be  catered  by  the 
George  Vanderbilt  Hotel.  This  catering  service  has 
been  used  previously  and  has  proved  satisfactory. 

Arrangements  have  been  made  with  the  Bun- 
combe County  Medical  Society  to  accomodate  spe- 
cial guests  through  the  host  committee.  The  Medical 
Society  and  Auxiliary  also  have  arranged  for  en- 
tertainment and  accommodations  through  host 
committees. 

The  Committee  discussed  at  length  arrangements 
for  future  meetings.  The  Carolina  at  Pinehurst  was 
recommended  for  1967.  A  definite  date  of  May  14- 
17,  1967  is  being  held.  It  is  possible  that  this  date 
may  be  advanced  to  an  earlier  date  in  May.  The 
Carolina  has  offered  its  facilities  for  the  Annual 
Meetings  of  1968,  1969,  and  1970  with  correspond- 
ing May  dates. 

The  Headquarters  Office  is  to  explore  the  possi- 
bility of  using  blister  housing  for  exhibit  space. 
Tents  may  be  used  also  for  the  1967  meeting. 

There  is  to  be  an  addition  to  the  Carolina  Hotel 
consisting  of  a  ballroom  with  full  basement.  This 
addition  will  be  utilized  for  exhibit  space  in  future 
meetings.  The  ballroom  will  be  ready  by  1967  but  it 
is  unlikely  that  the  basement  will  be  ready  by  that 
time. 

The  meeting  adjourned  at  10:00  p.m. 

Charles   W.   Styron,   M.D.,    Chairman 


COMMITTEE  ON 
ASSOCIATION  OF  PROFESSIONS 

The  North  Carolina  Association  of  Professions 
has  enjoyed  a  good  year  with  increasing  iHterest 
and  participation  of  its  Board  of  Directors  and  its 
individual  membership.  The  number  of  state  pro- 
fessional organizations  holding  membership  has 
remained  the  same  as  last  year,  however,  there  is 
re-newed  interest  on  the  part  of  the  N.  C.  Dental 
Society  to  join  the  Association  at  its  May,  1966 
annual  meeting. 

The  Officers  for  the  year  have  been:  President, 
Earl  L.  Knox,  DVM  of  Raleigh;  Vice-Presidents: 
William  W.  Dodge  III,  A. I. A.,  first  vice-president 
and  John  S.  Rhodes,  M.D.  as  second  vice-president; 
Secretary,  W.  J.  Smith,  Ex.  Secretary  of  the  North 
Carolina  Pharmaceutical  Association;  and  Trea- 
surer, Robert  G.  Bourne,  P.E.  All  officers  have  been 
active  in  carrying  out  their  assigned  duties  during 
the  year. 

The  1965  Annual  Meeting  held  March  24,  1965  in 
Raleigh  was  an  important  step  forward  for  the 
Association.  The  General  Assembly  was  in  session 
and  members  invited  to  the  luncheon  session  as 
guests  of  the  Association.  Governor  Dan  K.  Moore 
was  the  luncheon  speaker  and  publicly  recognized 
the  Association  of  Professions  as  the  "voice"  of  the 
professional  leadership  of  the  state  and  encouraged 
its  growth  and  promotion. 

In  addition  to  the  Governor,  other  outstanding 
authorities  addressed  the  annual  meeting.  They 
were:  Dr.  Ralph  Fadum,  P.E.  Dean  of  Engineering, 
N.  C.  State  University  at  Raleigh;  Dr.  Austin 
Smith,  President,  Pharmaceutical  Manufacturers 
Association,  Washington,  D.C.;  Leslie  N.  Boney, 
A. I. A.,  president  of  the  North  Carolina  Chapter, 
American  Institute  of  Architects;  Dr.  Don  Spangler, 
DVM,  president-elect,  American  Veterinary  Medi- 
cal Association;  and  Aubrey  D.  Gates,  Director  of 
Field  Services,  American  Medical  Association, 
Chicago,  Illinois.  The  Theme  of  the  Second  Annual 
Meeting  was  "Inter-Relationships  Between  the  Pro- 
fessions". 

The  Board  of  Directors,  comprised  of  six  appoint- 
ed members  from  each  of  the  state  member  groups, 
held  four  meetings  during  1965.  One  at  the  March 
annual  meeting  in  Raleigh;  in  June  at  Sedgefield 
Inn,  Greensboro;  September  in  Pinehurst,  joint 
meeting  with  the  Medical  Society's  annual  Com- 
mittee Conclave;  and  in  December,  at  the  Research 
Triangle.  All  meetings  were  well  attended  and  had 
invited  guests  speakers. 

In  October,  the  Association  assisted  with  the  pro- 
motion of  the  state-wide  Road  Bond  Issue  by  mail- 
ing some  7,000  leaflets  to  professional  members  ask- 
ing them  to  encourage  citizen  vote  in  support  of  the 
3  million  dollar  program.  In  the  same  mailing,  the 
membership  campaign  for  1966  was  initiated. 

During  the  year,  a  quarterly  News  Bulletin  was 
started,  with  the  first  issue  distributed  in  October, 
1965    and    the   second    issue   in   January,    1966.    The 
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name  of  the  bulletin  is  "INTRA-COM"  —  Com- 
munications of  the  Professions.  Favorable  com- 
ments have  been  received  from  many  members  of 
this  direct  contact  with  individual  members  and  it 
is  used  as  a  public  relations  piece  of  information 
about  the  Association. 

The  Legislative  Committee  was  busy  during  the 
1965  session  of  the  General  Assembly  and  in  the 
first  issue  of  the  News  Bulletin,  the  chairman  brief- 
ed legislative  programs  enacted  that  applied  to  any 
member  professional  group.  This  summary  was 
most  helpful  and  can  still  be  used  as  a  quick  ref- 
erence for  members. 

Close  contact  is  maintained  with  Congressional 
members  in  Washington  and  with  State  government 
leaders  by  the  Association,  and  the  response  from 
these  leaders  has  been  most  complimentary  and  ap- 
preciated. 

The  Education  Committee  has  launched  a  pro- 
gram of  recruitment  in  the  professional  fields 
through  "Professional  Clinics"  scheduled  for  three 
Community  Colleges  in  the  spring  of  1966.  The 
purpose  of  these  "clinics"  is  to  interest  beginning 
college  students  in  further  training  for  selected 
professional  services.  A  second  purpose  is  to  give 
guidance  counselors  and  college  staff  specific  in- 
formation as  to  requirements  for  professional 
training,  the  length  of  time  required,  and  any  in- 
formation on  scholarship  that  will  be  helpful  to 
them  in  working  with  students.  The  three  "clinics" 
are  scheduled  for  1.  Central  Piedmont  College  in 
Charlotte  on  March  14th;  2.  Southern  Community 
College  in  Whiteville  on  March  17th;  and  3.  Sand- 
hills Community  College  on  April  19th.  Each  clinic 
will  have  one  representative  serve  on  a  panel  dis- 
cussing educational  requirements  and  training  and 
a  second  member  assisting  with  group  discussions 
as  to  practice  opportunities  and  the  need  for  addi- 
tional practitioners  in  North  Carolina.  This  effort 
on  the  part  of  the  Education  Committee  had  al- 
ready stimulated  a  great  deal  of  interest  among  our 
Junior  and  Community  Colleges. 

The  third  Annual  Meeting  of  the  Association  is 
scheduled  to  be  held  on  March  9th  at  the  Robert  E. 
Lee  Hotel  in  Winston-Salem,  N.  C.  Again,  outstand- 
ing speakers  have  accepted  invitations  to  appear  on 
the  program.  The  Theme  for  the  1966  meeting  is 
"Professional  Education"  and  the  afternoon  panel 
will  follow  the  same  pattern  of  educational  require- 
ments and  training  opportunities,  and  the  need  for 
professionals,  as  planned  for  the  Community  Col- 
lege "clinics".  Panel  members  will  be.  Henry  L. 
Kamphoefner,  F.A.I.A.,  Dean  of  the  School  of  De- 
sign at  the  N.  C.  State  University  at  Raleigh; 
Robert  L.  Tuttle,  M.D.,  Associate  Dean  from  the 
Bowman  Gray  School  of  Medicine,  Winston-Salem; 
Walter  J.  Seeley,  P.E.,  Dean  Emeritus  of  the  Col- 
lege of  Engineering  at  Duke  University;  Edward 
G.  Batte,  DVM,  Head  of  the  Animal  Disease  Section 
from  the  School  of  Agriculture  and  Life  Sciences 
at  the  N.  C.  State  University  at  Raleigh  and  G.  P. 
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Hager,  Dean  of  the  University  of  North  Carolina 
School  of  Pharmacy  at  Chapel  Hill.  Guidence  coun- 
selors from  all  colleges  in  the  Piedmont  section 
have  been  invited  to  attend. 

The  "key-note"  speaker  will  be  Mr.  John  S.  For- 
sythe,  Chief  Counsel  for  the  Senate  Committee  on 
Labor  and  Public  Welfare,  Washington,  D.  C.  Mr. 
Forsythe  will  discuss  current  federal  legislation 
pertaining  to  professional  training. 

The  Board  of  Directors  will  meet  during  the 
morning  for  Committee  Reports;  Election  of  Offi- 
cers; and  other  Association  Business. 

The  focus  of  attention  for  1966  will  be  on  educa- 
tion and  increased  membership.  The  Association  is 
now  operating  on  the  calendar  year  with  $5.00  in- 
dividual membership  dues  for  the  year.  Presently, 
renewals  of  1965  membership  and  new  member- 
ships totals  260.  Of  this  number,  we  have  60  physi- 
cians; 14  architects;  57  professional  engineers;  28 
veterinarians;  and  101  pharmacists.  We  had  a  total 
of  362  members  in  1965.  If  the  dentists  join  in  May, 
we  v*rill  reach  our  500  goal  easily. 

The  Association  of  Professions  is  still  a  new 
organization,  however,  its  past  activities  and  con- 
tacts have  been  most  meaningful  and  effective  so 
that  it  has  gained  the  recognition  it  set  out  to  ac- 
complish since  its  beginning,  four  years  ago. 

On  behalf  of  the  Association  of  Professions,  we 
wish  to  thank  our  physician  Board  members  and 
Consultants  for  their  continued  interest  and  par- 
ticipation  in   this   important   state   organization. 

John  R.  Kernodle,  M.D.,  Chairman 
Medical   Society  Committee 


COMMITTEE    ON    SCIENTIFIC    AUDIO-VISUAL 
POSTGRADUATE  INSTRUCTION 

A  meeting  of  the  Committee  on  Scientific  Audio- 
Visual  Postgraduate  Instruction  was  held  on  Fri- 
day, September  24,  1965,  The  Carolina,  Pinehurst, 
North  Carolina,  for  the  purpose  of  developing  the 
program  for  the  Annual  Meeting  in  Asheville, 
North   Carolina,   April  30-May  4,   1966. 

Plans  were  made  to  again  present  the  audio- 
visual program  on  Monday  and  Tuesday — morning 
and  afternoon  sessions. 

The  Postgraduate  and  Audio-Visual  Program 
was  distributed  in  loose  leaf  form  with  the  March 
Issue  of  the  PR  Bulletin  and  is  also  printed  in  the 
Program  of  the  One  Hundred  Twelfth  Annual 
Session  of  the  Medical  Society  of  the  State  of 
North   Carolina. 

John   C.   Grier,  Jr.,  M.D.,   Chairman 


COMMITTEE  ON   AWARDS 

Awards  Committee  choices  from  presentations  at 
the  May,  1965  session  of  the  State  Society: 

1.  Moore  County  Award  to  Dr.  Archibald  Lipe 
Barringer,  Mount  Pleasant  for  "Chronic  Urethritis 
in  the  Female."  Section  on  General  Practice,  May  4, 
1965,  Charlotte. 

2.  Gaston    County    Award    to    Dr.    Carl    Norris 
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Patterson,     Durham    for    "Physiologic     Septoplasty 
and    Rhinoplasty."    Section   on    Ophthalmology    and 
Otolaryngology,  May  4,  1965.  Charlottee. 
3.  Wake  County  Award:  None  chosen. 

L.  A.  Crowell,  Jr.,  M.D.,  Chairman 


COMMITTEE  ON  BLUE  SHIELD 
The  past  year  was  one   of  much   activity  for  the 
Blue    Shield   Committee   and    dominated    by    events 
beyond  our  control. 

The  prior  chairman,  Dr.  W.  Z.  Bradford,  found  it 
necessary  to  ask  to  be  relieved  of  responsibility  of 
the  chairmanship  due  to  illness.  This  experienced 
leadership  was  a  great  loss  to  the  Committee  and 
we  wish  to  take  this  opportunity  of  recording  our 
appreciation  and  respects  to  Dr.  Bradford  for  his 
fine  service  during  his  tenure  of  office.  It  is  a 
pleasure  to  note  that  Dr.  Bradford  has  made  a  fine 
recovery  and  regretfully  deferred  to  the  judgment 
of  his  physician  that  his  extra  curricular  activities 
be  limited  for  the  present. 

The  second  event,  one  of  a  cataclysmic  nature  as 
concerns  prepaid  medical  care,  was  passage  of 
Medicare,  Public  Law  89-97.  This  legislation  passed 
in  a  more  comprehensive  form  than  had  been 
imagined  and  engaged  the  Committee  in  a  great 
deal  of  activity.  The  Committee,  in  line  with  AMA 
policy,  believed  that  physicians  should  exercise  a 
maximum  role  in  so  far  as  possible  in  shaping 
policy  and  administrative  practice  of  the  Medicare 
Program  in  the  best  interest  of  their  patients  and 
hospitals.  The  Committee  believed  that  the  maxi- 
mum physician  role  could  be  achieved  best  through 
Blue  Cross  and  Blue  Shield,  whose  organizations 
have  physician  members  on  their  Boards  of  Trustees 
and  professional  matters  are  under  the  guidance 
of  the  Blue  Shield  Committee.  Therefore,  a  recom- 
mendation was  made  to  the  Executive  Council  that 
the  Medical  Society  endorse  the  joint  appointment 
of  the  Blue  Shield  Plans  in  North  Carolina  as  the 
administrative  agent  of  Title  XVIII,  Part  B  of 
Medicare.  This  recommendation  was  adopted  by  the 
Executive  Council.  On  behalf  of  the  State  Medical 
Society,  the  President,  Dr.  Paschal  wrote  to  Mr. 
John  W.  Gardner,  Secretary  of  Health,  Education, 
and  Welfare,  requesting  that  the  Blue  Shield  Plans 
be  named  the  intermediary  carrier  for  Part  B.  Thei'e 
was  some  prior  assurance  that  the  Secretary  would 
give  serious  consideration  to  an  informed  choice  by 
organized  medicine.  Although  the  Blue  Shield  Plans 
of  the  country  were  appointed  as  carrier  of  Part 
B  in  an  area  comprising  59  %  of  the  population, 
the  appointment  for  the  State  of  North  Carolina 
was  awarded  to  a  commercial  company.  No 
acknowledgement  from  HEW  to  the  Medical  Society 
has  been  received  as  of  this  writing  nor  has  HEW 
or  Society  Security  made  any  explanation.  Protests 
of  the  Medical  Society  and  of  the  Chairman  of  the 
Blue  Shield  Committee  have  been  unacknowledged 
as  of  this  writing.  In  retrospect,  it  appears  that 
Blue   Shield,  as   the   choice   of  the  carrier,  was  un- 


doubtedly the  official  position  of  the  State  Medical 
Society  and  the  desire  of  the  majority  of  its  mem- 
bers. However,  it  is  acknowledged  that  a  minority 
of  physicians  representing  one  or  two  Committees 
and  specialty  groups  may  have  favored  a  com- 
mercial carrier  and  made  this  known  in  Washing- 
ton, thus  weakening  the  force  of  the  State  Society's 
request. 

In  view  of  the  Society  recommendation  of  Blue 
Shield  as  Medicare  administrator,  the  Committee 
and  Plan  officials  did  much  work  in  preparation 
for  a  comprehensive  statewide  survey  of  current 
charging  practices.  It  was  anticipated  that  such  a 
survey  could  be  used  to  administer  Medicare  on  the 
basis  of  usual  and  customary  and  reasonable  pro- 
fessional charges.  This  survey  and  payment  method 
is  known  as  the  Blue  Shield  Prevailing  Fee  con- 
cept. It  is  anticipated  that  this  survey,  on  a  more 
limited  basis,  will  gradually  be  implemented  for 
Blue  Shield  member  accounts;  however,  in  view  of 
Medicare  developments,  the  full  scale  survey  of 
all  services  in  all  areas  has  been  deferred. 

The  Committee  has  met  at  regular  intervals 
and  considered  many  diverse  subjects  and  adjudi- 
cated numerous  individual  cases.  Presentations  were 
heard  from  physician  guests  relating  to  particular 
problems  in  anesthesia,  radiology,  and  other  sub- 
jects. The  Committee  anticipates  working  closely 
with  doctors  practicing  internal  medicine,  seeking 
to  find  the  cause  and  eliminate  some  administra- 
tive misunderstandings  that  have  developed. 

Your  Chairman  and  the  Committee  is  indeed 
grateful  for  the  close  interest  and  guidance  of 
President  George  W.  Paschal,  M.D.  Plan  officials 
have  been  exceedingly  cooperative  and  responsive 
to  the  Committees'  interest  and  wishes.  Mr.  James 
T.  Barnes,  Executive  Director  of  the  State  Medical 
Society,  and  Mr.  K.  G.  Beeston,  the  Committee 
Secretary,  have  been  tremendously  helpful. 
Max  P.  Rogers,  M.D.,  Chairman 


COMMITTEE  ON  CANCER 

The  Committee  on  Cancer  held  its  annual  meeting 
September  24,  1965  in  Pinehurst,  North  Carolina. 

A  report  was  read  from  Dr.  James  Donnelly, 
State  Board  of  Health,  concerning  the  expanding 
cytology  program  in  the  State  Lab.  This  service 
was  established  for  physicians  in  North  Carolina  to 
obtain  Pap  smears  for  indigent  patients,  but  grad- 
ually many  physicians  have  been  sending  private 
patients'  Pap  smears  to  the  State  Lab. 

This  problem  has  been  discussed  by  the  State 
Society  of  Pathologists  and  they  voted  to  do  Pap 
smears  for  indigent  patients  at  no  charge.  The 
eighty  pathologists  in  the  State  are  willing  to  co- 
operate in  this  manner  and  Dr.  Donald  S.  Morris, 
Dr.  Arthur  Davis,  Jr..  and  Dr.  Victor  Vickokiko 
were  present  representing  the  pathologists. 

Letters  have  been  sent  by  the  State  Lab  to  physic- 
ians appealing  to  them  to  stop  sending  private 
patients'    smears   and   State    Board    of   Health   per- 
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sonnel   have   visited    private    physicians    concerning 
this  matter. 

A  recommendation  was  passed  by  the  Cancer 
Committee  which  was  sent  to  the  Executive  Com- 
mittee that  there  should  be  a  gradual  phasing  out 
of  the  cytology  program  in  the  State  Lab  begin- 
ning on  a  county  level  and  to  be  extended  over  a 
period  of  years;  that  all  positive  smears  which  re- 
quire a  repeat  smear  requested  by  the  State  Lab 
will  immediately  be  sent  to  a  private  pathologist 
in  the  local  area;  that  the  State  Board  of  Health 
write  another  letter  to  every  doctor  sending  smears 
to  the  State  Lab  stating  that  only  indigent  patients' 
smears  should  be  sent  to  the  Lab. 

Dr.  D.  E.  Ward,  Jr.,  President  of  the  Board  of 
Trustees  of  the  North  Carolina  Cancer  Institute, 
Lumberton,  N.  C,  reported  that  during  1965  the 
Institute  admitted  and  treated  more  patients  than 
any  previous  year.  A  full  time  medical  director,  Dr. 
James  Martin,  is  doing  an  excellent  job  with  the 
patients.  Only  terminal  indigent  cancer  patients  are 
admitted  to  the  Cancer  Institute  through  arrange- 
ments in  the  local  county  welfare  departments. 

It  was  reported  that  Governor  Dan  Moore  stated 
that  the  Cancer  Commission  would  be  a  permanent 
commission  due  to  the  increase  in  cancer  death  rate 
in  North  Carolna. 

This  Committee  would  like  to  express  its  deep 
sympathy  in  the  passing  of  Dr.  D.  F.  Milam,  State 
Board  of  Health,  who  was  a  tireless  worker  and  an 
inspiration  to  his  fellow  physicians  in  his  efforts 
for  the  control  and  treatment  of  cancer  in  our  State. 

One  case  of  cancer  quackery  was  investigated 
during  the  year  and  appropriate  measures  were  in- 
stigated to  control  the  situation. 

D.   E.  Ward,  Jr.,  M.D.,  Chairman 


COMMITTEE  ON  CHILD  HEALTH 
AND    POLIOMYELITIS 

The  committee  met  in  Durham  in  January  and 
discussed  the  possibility  of  implementing  a  state- 
wide mass  measles  vaccine  program.  It  was  decided 
after  due  consideration  that  this  was  not  a  feasible 
project  at  this  time  and  that  a  publicity  program 
regarding  the  use  of  the  vaccine  and  impoi'tance  of 
the  disease  directed  both  towards  physicians  and 
the  public  should  be  undertaken. 

The  committee  has  served  in  an  advisory  capacity 
to  the  State  Board  of  Health  in  the  implementation 
of  their  PKU  testing  program  and  in  distribution 
of  the  measles  vaccine  to  be  received  under  the 
Federal  Immunization  Act. 

Richard  S.  Kelly,  Jr.,  M.D.,  Chairman 

COMMITTEE  ON  CHRONIC  ILLNESS, 
TUBERCULOSIS  AND  HEART  DISEASE 
The  Committee  on  Chronic  Illness  held  its  first 
meeting  of  the  year  at  the  Conclave  of  Committees 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina at  Pinehurst,  North  Carolina,  on  September 
23,  1965.  A  considerable  portion  of  this  meeting  was 


devoted  to  reports  and  discussion  that  the  impact  of 
PL  89-97,  particular  title  18,  would  have  on  North 
Carolina. 

Representatives  of  the  Nursing  Home  Associa- 
tion of  North  Carolina,  N.  C.  Hospital  Association, 
N.  C.  Department  of  Public  Welfare,  N.  C.  Medical 
Care  Commission,  N.  C.  State  Board  of  Health, 
and  the  Blues  Agencies  discussed  with  the  Com- 
mittee how  this  law,  when  implemented  in  North 
Carolina,  would  affect  their  agencies,  organizations, 
and  individual  members  in  the  continued  de- 
livery of  the  high  quality  patient  care  which  has 
been  characteristic  of  North  Carolina.  Although  the 
regulations  were  not  available  at  this  time.  Dr. 
Edgar  T.  Beddingfield  reported  what  impact  it 
would  probably  have  on  the  physician. 

Due  to  this  discussion  at  this  same  meeting  the 
Committee  passed  a  resolution  that  a  Conference 
on  Medicare  be  held  in  North  Carolina.  It  was 
passed  on  to  the  Executive  Council  and  approved. 
Further  elaboration  on  the  planning  and  the  meet- 
ing will  be  found  in  the  body  of  this  report. 

Other  topics  for  discussion  at  the  meeting  were 
"Functions  and  Approaches  of  the  Chronic  Illness 
Committee"  and  "A  National  Program  to  Conquer 
Heart  Disease,  Cancer  and  Stroke",  an  AMA  Staff 
Report.  Both  of  these  items  are  receiving  the  con- 
tinued interest  and  attention  of  this  Committee  and 
will  be  reported  on  from  time  to  time. 

The  Committee  continues  its  representation  in 
state,  regional,  and  national  meetings  which  per- 
tain to  its  activities  and  interest.  This  continued 
liaison  representation  and  reporting  is  maintained 
through  the  attendance  by  the  Chairman,  members 
of  the  Committee,  the  Executive  Director,  the 
Assistant  Executive  Director,  and  the  Education 
Consultant  through  their  singular  or  dual  repre- 
sentation at  such  meetings  which  is  reported  to  the 
Committee  by  them. 

Meetings  attended  this  year  include  the  Annual 
Meeting  of  the  National  Social  Welfare  Assembly, 
New  York  City;  the  National  Conference  on  Man- 
power Training  and  Older  Workers  sponsored  by 
the  National  Council  on  Aging,  Washington,  D.  C; 
2nd  National  Voluntary  Health  Conference,  AMA, 
Chicago;  The  Conference  on  Home  Care,  Ann 
Arbor,  Michigan,  and  the  Regional  Conference  on 
Community  Health  Services,  Atlanta,  Georgia. 
Numerous  meetings  have  been  held  with  the  N.  C. 
State  Board  of  Health,  N.  C.  Department  of  Public 
Welfare,  N.  C.  State  Nurses'  Association,  Nursing 
Home  Association  of  North  Carolina,  and  other 
organizations  and  agencies  in  the  State.  Members 
of  the  Committee  have  been  invited  to  speak  at 
lay  organizational  meetings. 

The  Committee  has  continued  its  support  and 
representation  on  the  Joint  Committee  for  the 
Health  Care  of  the  Chronically  111  and  Aging  which 
has  met  twice— May  12,  1965  at  the  Sir  Walter 
Hotel  and  December  19,  1965  at  the  College  Inn, 
Raleigh,  N.  C. 
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State  agencies  and  Health  professional  groups 
which  are  members  of  this  Committee  have  faith- 
fully attended  these  meetings  and  reported  on  their 
activities.  This  has  not  been  an  action  group,  rather 
a  device  for  continuous  liaison  and  revelation  of 
ongoing  activity  related  to  the  aged. 

At  the  December  19,  1965  meeting  considerable 
time  was  spent  on  reporting  from  each  group  of 
current  programs  and  activities  other  than  Medi- 
care. A  report  was  made  on  the  history  of  the 
Joint  Committee.  It  began  in  1957  and  was  forma- 
lized in  1959  at  which  time  it  broadened  its  repre- 
sentation. The  report  pointed  out  the  Joint  Com- 
mittee is  advisory  in  nature,  and  its  decisions  are 
recommendations  that  can  be  carried  back  to  the 
parent  organizations.  The  report  also  indicated  that 
since  the  Committee  is  made  up  of  individual  or- 
gainizations,  this  helps  to  clarify  needs  and  docu- 
ment reports  which  places  this  information  in  the 
picture  of  total  care.  The  objective  of  the  Joint 
Committee  is  to  improve  the  health  care  of  the 
people.  The  report  observed  that  the  Committee 
continues  to  demonstrate  the  3  c's — communication, 
coordination   and  cooperation. 

The  The  Joint  Committee  regretted  to  see  the 
retirement  of  Dr.  John  R.  Kernodle  from  its  Chair- 
manship which  he  has  so  ably  and  dutifully  filled 
over  the  past  years.  Dr.  Thomas  R.  Nichols,  past 
Chairman  of  the  Medical  Society  Committee  on 
Chronic  Illness  and  Aging  assumed  the  leadership 
as  Chairman  of  the  Joint  Committee.  Two  items, 
have  been  suggested  for  the  Joint  Committee  to 
focus  its  attention  on  in  the  coming  year.  It  will  be 
considering  ways  of  getting  people  out  of  long 
term  care  homes  and  back  into  the  community.  The 
matter  of  developing  a  report  of  the  activities  of 
each  member  group  which  can  be  kept  up  to  date 
and  placed  in  a  file  to  be  studied  from  time  to  time 
will  be  looked  into. 

The  Joint  Subcommittee  on  Chronically  111  and 
Aging  composed  of  the  N.  C.  State  Nurses'  Asso- 
ciation, the  Medical  Society  of  the  State  of  North 
Carolina  and  the  N.  C.  State  Board  of  Health  met 
in  September  1965.  This  liaison  activity  on  spot 
problems  of  inter-relationship  has  been  most  help- 
ful in  coordinating  the  activities  of  these  three 
groups. 

The  Committee  has  concentrated  most  of  its 
efforts  this  year  on  the  cooperative  planning  and 
conducting  the  Conference  on  Medicare.  Following 
the  approval  of  such  a  conference  by  the  Executive 
Council,  the  Committee  on  Chronic  Illness  sought 
the  support  and  planning  assistance  of  representa- 
tive leaders  evolved  so  as  to  hold  a  conference  in- 
volving other  organizations  and  agencies  in  the 
state  which  would  be  affected  by  P.L.  89-97. 

Three  planning  meetings  were  held  with  these 
groups.  A  selected  group  of  these  organizations 
and  agencies  met  on  October  25,  1965  at  the  Sir 
Walter  Hotel  in  Raleigh,  and  agreed  on  major  de- 
tails of  such  a  meeting  on  the  state  level  to  study 


"Medicare"  and  its  implications  as  this  would  be 
most  helpful.  At  this  meeting  those  present  decided 
the  meeting  would  be  called  the  N.  C.  Conference 
on  the  Implementation  of  Medicare  and  Related 
Services  and  would  be  held  Thursday  and  Friday, 
January  27  and  28,  1966  at  The  Carolina  Hotel  in 
Pinehurst,  N.  C.  The  general  objectives  of  the  con- 
ference were  outlined.  It  was  agreed  at  this  time 
that  a  Steering  Committee  be  appointed  to  plan 
the  details  of  the  conference  after  which  a  final 
planning  meeting  would  be  held  of  all  participating 
groups.  The  Steering  Committee  met  on  November 
8,  1965  at  the  Medical  Society  Headquarters  in 
Raleigh  to  discuss  the  format  of  the  Conference. 
General  sessions  were  planned  with  national  and 
regional  speakers  and  workshops  would  be  held 
following  the  general  sessions. 

It  was  agreed  at  this  meeting,  due  to  the  limita- 
tion of  the  meeting  facility,  that  the  conference 
should  be  invitational  \vith  around  245  participants 
with  an  assigned  specified  number  of  invitations 
to  each  organization. 

At  the  December  19,  1965  meeting  of  the  Joint 
Committee  for  the  Health  Ca'Ve  of  the  Chronically 
111  and  Aging  it  was  voted  to  co-sponsor  the  N.  C. 
Conference  on  the  Implementation  of  Medicare 
and  Related  Services  with  the  Medical  Society  of 
the  State  of  North  Carolina.  Afterwards  the  final 
planning  session  for  the  conference  was  held. 

The  number  of  invitations  to  the  twenty  groups 
presented  at  the  December  19,  1965  meeting  were 
assigned.  The  meeting  divided  into  seven  groups 
and  considerable  time  was  spent  on  developing 
basic  questions  on  the  topic  of  each  workshop.  To 
the  names  of  representatives  furnished  by  the  par- 
ticipating groups,  invitations  and  minutes  of  the 
planning  sessions  were  issued  from  the  Executive 
Director  of  the  Medical  Society's  Office,  203  Capi- 
tal Club  Building,  Raleigh,  N.  C. 

All  groups  involved  were  most  cooperative  in 
arranging  to  have  representatives  of  their  groups 
to  be  present  at  the  Conference.  Due  to  severe 
weather  the  meeting  was  cancelled  for  Pinehurst 
and  rescheduled  at  the  Sir  Walter  Hotel  in  Raleigh 
for  February  18  and   19,  1966. 

Representatives  of  the  Health  Education  and 
Welfare  Administration  both  regional  and  national 
addressed  the  Conference  in  Raleigh.  Seven  work- 
shops on  the  topics  of  Hospitalization,  Physician 
Services,  Services  Available  to  Eligible  Pi^blic 
Assistance  Recipients,  Nursing  Home  Services, 
Home  Care  Services,  Patient  Evaluation  and  Place- 
ment, and  Continuity  of  Care  were  the  highlights 
of  the  Conference.  Those  present  felt  the  objectives 
which  were  set  down  at  the  beginning  of  the 
planning  of  the  Conference  were  accomplished.  In- 
formation was  imparted,  coordinated  planning  and 
discussion  occurred,  and  the  impact  of  the  law  on 
the  pattern  of  medical  care,  facilities  and  person- 
nel was  discussed.  Much  complimentary  post- 
conference  evaluation  has  been  cited  to  the  Medical 
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Society  for  the  effective  content  and  management 
of  the  conference. 

At  the  closing  session  workshop  moderators  pre- 
sented summaries  and  recommendations.  The  Con- 
ference proceedings  will  be  compiled  and  made 
available  to  those  who  are  interested.  Pertinent 
recommendations  are  being  reported  to  the  Execu- 
tive Council  of  the  Medical  Society. 

D.  A.  McLaurin,  M.D.,  Chairman 

COMMITTEE  ON  CONSTITUTION  &  BY-LAWS 

The  report  of  the  Committee  on  Constitution  and 
By-Laws  will  be  given  to  the  House  of  Delegates  on 
May  1,  1966. 

Louis   deS.   Shaffner,  M.D.,   Chairman 


COMMITTEE    ON    CREDENTIALS 
OF   DELEGATES 

The  Committee  on  Credentials  of  Delegates  was 
present  and  performed  necessary  functions  in  cer- 
tifying delegates  for  seating  in  the  House  of  Dele- 
gates meeting  on  Sunday,  May  2,  1965,  in  the 
Merchandise  Mart,  Charlotte,  North  Carolina.  All 
delegates  were  checked  and  certified  to  the  Secre- 
tary for  declaration  of  a  quorum. 

No  particular  problems  arose  during  the  meet- 
ings of  the  House  of  Delegates  in  1965. 

Charles  B.  Wilkerson,  Jr.,  M.D.,  Chairman 


COMMITTEE    ON     DISASTER    MEDICAL    CARE 

The  Committee  on  Disaster  and  Medical  Care  met 
on  September  24,  1965,  in  the  cocktail  lounge  at  The 
Carolina  Hotel  in  Pinehurst,  North  Carolina.  Doctor 
William  Anlyan,  Chairman  of  the  Committee,  called 
the  meeting  together  at  9:00  a.m. 

The  first  item  discussed  was  the  capability  of 
North  Carolina  to  supply  adequate  health  care  dur- 
ing nuclear  disaster  or  during  any  type  of  disaster. 

During  the  discussion.  Doctor  Paschal  gave  a 
summary  of  the  past  activity  of  this  Committee.  It 
was  pointed  out  that  this  Committee  had  previously 
been  called  the  Emergency  Medical  Care  Committee. 
The  Committee  on  Disaster  Medical  Care  has 
established  a  liaison  with  the  Civil  Defense  Service 
in  the  State  of  North  Carolina  and  appears  to  work 
with  them  fairly  well,  although  to  a  limited  degree. 

Colonel  Dawson  pointed  out  that  96  of  the  100 
counties  in  North  Carolina  have  disaster  plans  on 
file  with  the  Civil  Defense  Office.  He  stated  that 
some  of  the  counties  in  the  State  had  made  consider- 
able progress  in  Civil  Defense  preparedness  while 
others  have  done  very  little.  Apparently,  Durham 
County  has  done  more  in  this  area  than  any  of  the 
others. 

Packaged  disaster  hospitals  are  stored  through- 
out the  State  and  their  locations  were  indicated 
upon  maps  distributed  by  Colonel  Dawson.  Initially 
these  hospitals  were  stored  to  be  used  only  for  dis- 
aster so  specified  by  the  Federal  Government.  How- 
ever, recently  the  rules  concerning  the  use  of  these 
hospitals  have  been  changed  so  that  now  they  can 


be  utilized  for  emergency  needs  during  medical  dis- 
asters without  requiring  an  act  of  Congress. 

It  was  pointed  out  that  disaster  preparedness, 
although  begun  on  a  state  level,  had  to  be  worked 
out  on  a  county,  city,  and  even  hospital  level  in 
order  to  be  effective.  The  State  is  divided  into  six 
emergency  care  areas,  and  there  is  a  coordinator 
for  each.  It  was  pointed  out  that  all  the  subdivisions 
in  these  areas  need  to  practice  preparedness  in  or- 
der to  be  ready  for  a  disaster. 

Colonel  Dawson  distributed  schedules  indicating 
the  amount  of  shelter  in  the  various  counties  and 
discussed  activities  to   increase  the   shelter. 

Mr.  Hawkins  then  discussed  the  packaged  dis- 
aster hospitals  and  their  distribution.  Originally 
these  hospitals  were  stored  in  any  space  available, 
occasionally  without  adequate  inspections.  Some  of 
the  materials  in  these  hospitals  have  become  dam- 
aged due  to  the  inadequate  storage.  Recently  the 
Public  Health  Service  has  begun  giving  qualifica- 
tion inspections  prior  and  during  the  storage  and 
replacing  all  outdated  materials.  Although  it  is  the 
responsibility  of  the  local  government  to  supply 
safe  and  adequate  space  for  these  hospitals,  the 
Public  Health  Service  is  required  to  inspect  the 
spaces  periodically.  These  packaged  hospitals  are 
scattered  throughout  the  State  and  are  not  neces- 
sarily nearby  or  adjacent  to  large  medical  com- 
plexes. The  problem  of  transporting  supplies  to  and 
from  these  packaged  hospitals  was  discussed.  It  was 
felt  that  in  the  future  packaged  hospitals  might  be 
more  numerous  and  might  be  stored  within  or 
adjacent   to   existing   medical   complexes. 

It  was  pointed  out  that  it  takes  12,000  square 
feet  to  store  one  of  these  packaged  mobile  hospital 
units.  Dr.  James  Davis  asked  that  after  these  "kits" 
were  exhausted  to  whom  could  one  turn  for  sup- 
plies. Colonel  Dawson  replied,  "To  the  Civil  De- 
fense Agency  from  the  county  who  would  in  turn 
apply  to  the  area  office."  He  indicated  that  medi- 
cal supplies  at  the  wholesale  houses,  pharmacies, 
etc.,  in  the  State  would  be  "frozen."  He  indicated 
that  a  recent  survey  to  determine  how  many  medi- 
cal supplies  were  available  revealed  that  there  was 
enough  to  last  for  at  least  five  days. 

The  Medical  Self-Help  Program  was  discussed. 
This  is  a  program  whereby  from  films  and  manuals 
a  minimal  number  of  instructors  can  train  large 
groups  of  individuals  in  how  to  give  first  aid,  how 
to  survive  certain  medical  emergencies,  and  how  to 
administer  to  others.  It  was  indicated  that  North 
Carolina  is  one  of  the  few  states  in  the  country 
that  has  done  very  little  in  this  type  of  prepared- 
ness. It  was  pointed  out  that  anyone  who  has  any 
ability  in  teaching  can  be  instructed  in  teaching 
this  course  and  can  give  the  course.  Attempts  have 
been  made  to  get  this  course  offered  in  the  high 
schools;  however,  this  has  been  unsatisfactory  (be- 
cause of  opposition  from  the  school  board)  al- 
though it  was  felt  by  the  entire  committee  that  this 
is   certainly  the   place   where   the   course  should   be 


28 


SUPPLEMENT  TO  THE  NORTH  CAROLINA  MEDICAL  JOURNAL 


taught.  It  was  indicated  that  less  than  13,000  people 
have   received   this   training   in   North   Carolina. 

Further  discussion  on  the  Medical  Self-Help 
Programs  indicated  that  Boy  Scouts,  Girl  Scouts, 
and  other  large  groups  were  to  be  taught  this 
material.  It  was  felt  that  not  only  the  high  schools 
but  colleges,  church  societies,  and  civic  groups 
should  encourage  and  support  this  training  pro- 
gram. 

It  was  recommended  that  this  Committee  send  a 
strong  endorsement  of  the  Medical  Self-Help  Pro- 
gram to  Doctor  Carroll  and  request  his  help  in  get- 
ting this  course  taught  in  the  high  schools.  It  was 
also  suggested  that  the  Parents-Teachers  Associa- 
tion might  be  contacted  and  list  their  aid  in  getting 
the  course   offered  in  the  high   schools. 

Another  point  discussed  was  the  manpower  re- 
quirements for  disasters  and  how  they  could  be 
fulfilled.  It  was  suggested  that  counties  that  do  not 
have  very  many  doctors,  nurses,  etc.,  should  go  out 
and  get  lists  of  retired  persons,  married  persons, 
or  other  individuals  who  are  no  longer  active  in  the 
medical  profession  and  put  them  on  a  temporary 
standby  basis  in  case  of  disaster.  Dr.  Warner  Wells 
stated  that  this  standby  basis  was  similar  to  what 
they  had  instituted  at  the  Memorial  Hospital  at  the 
University  of  North  Carolina.  He  also  stated  that 
they  had  a  ladder  of  succession  in  case  of  injuries 
to  top  personnel  so  that  there  would  always  be  a 
chain  of  command  in  their  disaster  unit. 

Doctor  Clippinger  commented  on  his  experiences 
as  MEND  Coordinator  at  Duke.  He  stated  for  the 
past  eight  or  nine  years  disaster  rehearsals  have 
been  run  and  then  proceeded  to  discuss  some  of  the 
findings  from  these  rehearsals.  One  of  the  most 
important  things  learned  from  the  Duke  disaster 
rehearsals  is  that  a  primary  treatment  area,  which 
is  large,  which  can  be  reached  without  the  use  of 
electrical  power  (a  place  on  the  main  floor  of  the 
hospital),  and  which  is  convenient  to  supplies,  is  a 
must  in  caring  for  mass  casualties.  These  conditions 
have  been  met  at  Duke  by  using  the  main  dining 
hall  which  can  be  rapidly  cleared  and  used  as  a 
disaster  treating  and  sorting  area.  The  patients  are 
triaged  on  entrance  to  the  hospital.  They  are  then 
taken  to  various  areas  within  the  large  dining 
hall  where  they  may  be  treated  for  24  hours  or 
more  with  adequate  care.  The  moi'ibund  are,  of 
course,  to  be  taken  to  the  morgue.  All  the  others 
are  sorted  and  taken  to  appropriate  areas  within 
the  dining  hall. 

The  shock  patients  are  taken  care  of  the  moment 
they  are  brought  in  and  fluid  started.  If  people  need 
to  go  to  the  operating  room,  they  are  sorted  either 
before  they  enter  the  large  waiting  area  or  maybe 
directed  from  the  dining  area  to  the  operating 
rooms. 

Doctor  Clippinger  pointed  out  that  problems  have 
occurred  each  time  that  have  not  been  considered 
previously  and  that  the  disaster  plan  does  not  al- 
ways go   according  to  plan.   However,   some  things 


that  have  been  learned  are  that  (1)  the  patient 
does  not  have  to  be  rushed  through  the  various 
areas,  and  (2)  there  is  no  substitute  for  rehearsals 
e.xcept  a  real  disaster.  Doctor  Clippinger  concluded 
that  rehearsals  are  not  only  worthwhile  but  that 
they  are  mandatory. 

At  the  end  of  the  meeting  it  was  suggested  that 
letters  be  written  to  Doctor  Carroll  requesting  that 
Medical  Self-Help  be  incorporated  into  the  high 
school  curriculum.  Also,  it  was  suggested  that  a 
letter  be  written  to  Mr.  Schiedt  about  ambulances 
observing  traffic  laws,  and  a  letter  be  written  to  the 
County  Medical  Society  Presidents  about  the  Dis- 
aster Medical  Care  film  which  is  available  to  county 
societies.  The  President  of  the  North  Carolina  Medi- 
cal Society  will  attempt  to  have  this  film  placed  on 
the  program  of  the  State  Medical  Society  meeting. 


COMMITTEE  ON    SCIENTIFIC   EXHIBITS 

The  Committee  on  Scientific  Exhibits  for  1966 
had  its  first  meeting  at  The  Carolina,  Pinehurst, 
N.  C,  on  Friday,  September  24,  1965,  during  the 
Committee  Conclave. 

Each  member  of  the  Committee  was  asked  to 
solicit  exhibits  for  display  at  the  1966  Annual 
Meeting.  Application  forms  were  distributed  and 
exhibits  were  obtained  from  the  various  national 
meetings  throughout  the  country  as  a  result  of  ap- 
plications being  furnished  exhibitors  on  the  spot 
at   these   various  meetings. 

Letters  were  wi'itten  to  approximately  100  ex- 
hibitors asking  that  they  consider  exhibiting  at  the 
Annual  Meeting  of  the  Medical  Society  in  May  1966 
with  very  good  response. 

On  February  4,  1966,  the  Committee  met  in 
Charlotte  to  review  the  applications  for  exhibit 
space  and  at  that  time  thirty  exhibits  were  selected 
and  letters  of  acceptance  were  written  immediately 
thereafter.  Since  that  time  the  Committee  has  ac- 
cepted  exhibits  reaching   a   total   of  thirty-eight. 

The  final  action  of  the  Committee  will  be  in 
working  with  the  headquarters  staff,  the  exhibitors 
and  the  display  company  in  setting  up  the  exhibits 
in  the  Exhibit  Hall  of  the  Asheville  City  Audi- 
torium, Asheville,  North  Carolina,  on  Saturday, 
April  .30,   1966. 

Robert   E.   Miller,   M.D.,  Chairman 


COMMITTEE  ON 
EYE  CARE  AND  EYE-BANK 

The  Eye-Bank  Association  of  America  moved  its 
national  headquarters  to  Winston-Salem,  N.  C.  The 
EBAA  and  the  N.  C.  Eye-Bank  Inc.  ^\dll  share  the 
new  building  in  the  Medical  Complex  on  Maplewood 
Avenue,  Winston-Salem,  N.  C.  27103.  Over  thirteen 
hundred  eyes  have  been  handled  for  eye  tissue  use 
by  the  N.  C.  Eye-Bank  Inc. 

On  May  2,  1965  the  House  of  Delegates  of  the 
Medical  Society  approved  the  following  Relative 
Value  Unit  Schedule  after  ten  years  of  evaluation 
and  discussion    by  about    185    physicians    rendering 
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eye  care  in  North  Carolina,  and  the  Committee  on 
Relative  Value  Fee  Schedules: 

#5405     Refraction  with  cycloplegic  4.0  units 

#5400     Refraction  without  cycloplegic     3.0  units 
#5448     Removal  of  foreign  body 

under  slit  lamp  3.0  units 

#5415     Fitting  prosthetis  8.0  units 

The  Eye  Care  Committee  has  cooperated  with  all 
the  bills  of  the  Legislative  Committee  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina.  They 
have  endorsed  the  following: 

1.  The  "Battered  Child"  Law. 

2.  The  "Good  Samaritan"  Law. 

3.  The  Nursing  Education  Bills. 

4.  The  amended  Gun  and  BB  Law. 

5.  Opposition  to   the  Chiropractor   Bills. 

After  tabulating  the  votes  of  eye  physicians  in 
North  Carolina,  the  Committee  cooperated  with  the 
Traffic  Advisory  Committee  of  the  N.  C.  Depart- 
ment of  Motor  Vehicles  and  recommended  the  fol- 
lowing: that  Form  DI^78  #2,  N.  C.  Department  of 
Motor  Vehicles,  Drivers  License  Medical  Report,  be 
amended  to  read: 
"1.    Do  you  see  two?     Yes    ,  No 

2.  Are  you  receiving  blind  aid?     Yes  ,,   No   ^ 

3.  Do    you    receive   double    deduction   for  loss   of 
vision  ?     Yes   .    No 

"VISUAL:  Visual  acuity: 

1.  Without  glasses: 

RE  20/       LE  20/ BE  20/ 

2.  With  glasses: 

RE  20/       LE  20/       BE  20/  " 

The  information  was  mailed  to  all  eye  physicians 
about  fees  for  refractions,  lenses,  etc.,  about  the 
Teamsters  Union  Vision  Care,  1221  North  LaSalle 
Street,  Chicago,  Illinois  60610. 

It  has  been  inferred  that  although  National  Re- 
public Insurance  Company  handles  this,  it  is  not 
subject  to  North  Carolina  insurances  because  it  is 
a  welfare  plan. 

Information  was  mailed  to  all  eye  physicians  in 
North  Carolina  about  e.rchisio»s  affecting  eye  care 
under  Public  Law  89-97,  Title  18  A  &  B:  "Section 
1862 :  where  such  expenses  are  for  'eye  glasses  or 
EYE  EXAMINATIONS  for  the  purpose  of  pre- 
scribing, fitting,  or  changing  eye  glasses,  hearing 
aids,  etc.'";  and  OASI-1965-2-GPO:  1965-0-781-220, 
page  eight:  "some  items  and  services  are  not  cover- 
ed under  either  plan:  e.g.  eye  glasses,  hearing  aids, 
private  duty  nurses,  and  telephone  or  television  in 
your  hospital  room". 

The  eye  physicians  were  sent  three  questionnaires 
during  the  year  to  vote  about  eye  care  problems  to 
assist  the  Eye  Care  Committee  in  formulating  its 
policies.  Ninety-seven  per  cent  of  eye  physicians  in 
North  Carolina  who  voted  that  the  medical  doctor 
should  control  the  fitting  of  contact  lenses,  frames 
and  lenses,  and  that  the  eye  physician  should  sell 
frames,  contact  lenses  and  glasses  (lenses)  if  he 
desired,  or  recommend  one  who  sells  contact  lenses. 
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frames,  or  glasses  lenses.  However  the  patient 
would  have  freedom  to  purchase  these  where  he 
desires. 

L.  B.  Holt,  M.  D.,  Chairman 


COMMITTEE  ON  FINANCE 
The  finances  of  the  Society  are  in  good  shape 
relative  to  the  1965  operation  of  the  Society.  The 
Auditor's  Report  elsewhere  in  the  compilation  will 
substantiate  this  finding  of  the  Committee  on 
Finance. 

On  the  advice  of  the  Society's  Legal  Counsel, 
fully  reviewed  by  the  Executive  Council,  the  Com- 
mittee on  Finance  is  recommending  the  formation 
of  a  non-stock  corporation  to  be  known  as  the 
"North  Carolina  Medical  Foundation,  Incor- 
porated." 

It  is  common  information  that  like  and  similar 
organizations  may  become  involved  in  matters  of 
related  sources  of  income  in  support  of  its  edu- 
cational and  scientific  pursuits  due,  in  measure, 
to  court  rulings  and  opinions  held  in  recent  years. 
This  may  particularly  affect  supportive  incomes 
which  make  the  educational  and  scientific  aspects 
of  the  Society's  Journal  and  Scientific  and  Techni- 
cal exhibits  programs  possible  and  effective.  The 
same  may  ultimately  affect  the  cushioning  reserves 
for  the  continuous  operation  of  the  Society  and  its 
future  progresses  in  behalf  of  the  public  health  and 
the  public  good.  Though  there  are  no  apparent 
wrongs  in  the  operation  and  functions  at  present 
carried  on  in  the  activities  of  the  Society  the 
alternate  establishment  of  the  aforementioned  North 
Carolina  Medical  Foundation,  Inc.,  appears  to  be 
a  sound  undertaking. 

This  proposal  of  a  foundation  is  a  proper  means, 
provided  by  law,  to  undertake  to  comply  with  the 
spirit  and  letter  of  the  law  as  may  be  interpreted 
by  agencies  of  government  at  this  time;  so  the 
Committee  on  Finance  recommends  that  the  Society 
proceed  with  the  authorization  and  implementation 
of  such  a  foundation. 

A  further  matter  of  interest  to  this  Committee 
is  the  progress  of  action  of  the  Committee  on 
Headquarters  Facility  relative  to  optioned  property 
in  Raleigh  upon  which  there  are  prospects  of  con- 
structing a  headquarters  building  for  the  Society. 
The  Committee  on  Finance  recommended  a  fund  for 
the  purchase  of  such  an  option  in  1965  and  we 
anticipate  a  progress  report  on  this  during  the 
Annual  Meeting. 

The  Committee  on  Finance  was  not  satisfied  at 
returns  on  the  Society's  invested  surplus  in  the 
"mutual  fund"  which  yielded  6.7%  for  the  year- 
1965  and  hope  to  make  some  change  for  improve- 
ment in  the  future. 

The  Administrative  Commission  will  have  no 
further  report  to  make  in  this  Compilation  of 
Reports. 

Wayne  J.  Benton,  M.  D.,  Chairman 
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COMMITTEE   ON   GRIEVANCES 
Several   complaints    have    been   submitted    to   the 
Committee  on  Grievances  during  the  past  year  most 
of  which  have  been  amicably  settled  by  correspond- 
ance.  The  Committee  has  held  one  meeting  at  which 
time     most     of     these     complaints     were    amicably 
settled.  There  are  two  matters  still  under  considera- 
tion  which   will    probably   require    another   meeting 
of  the  Committee  before  the  annual  meeting  in  May. 
It   has    not    been    found    necessary    to    take    any 
disciplinary    action     toward     any    member     of     the 
Society  in  adjudicating  these  matters  and  it  is  felt 
by   the   Committee  that  most  of  these   have   arisen 
from  misunderstanding  and  lack  of  communications. 
Amos  Johnson.  M.  D.,  Chairman 

HEADQUARTERS  FACILITIES  COMMITTEE 

History   of   the   Committee 

The  Headquarters  Facilities  Committee  first  met 
in  1955  and  recommended  that  the  Society  acquire 
a  building  site  on  Raleigh-Durham  Highway  No.  70. 
A  52-acre  tract,  at  a  cost  of  $26,104,  was  purchased 
in  1956.  A  brochure  with  an  outline  of  a  building 
costing  $350,000  was  prepared  for  the  Executive 
Council  and  House  of  Delegates  at  the  1957  meet- 
ing. The  Executive  Council  received  the  Committee 
report  without  recommending  action.  In  1958  the 
Committee  recommended  that  the  Society  consider 
a  proposal  to  locate  headquarters  facilities  in  the 
Research  Triangle.  This  was  decided  against,  in 
favor  of  seeking  residential  property  in  the  city  of 
Raleigh  for  temporary  use,  with  the  ultimate  build- 
ing to  be  on  the  Highway  No.  70  tract.  No  such 
property  was  found  to  be  available.  An  inquiry  was 
made  into  the  possibility  of  building  with,  or  leas- 
ing to,  other  health  organizations  with  negative  re- 
sults. The  1959  Committee  recommended  building 
on  the  Highway  No.  70  tract  and  exploring  the  con- 
struction of  a  modern,  efficiency-type  building, 
rather  than  the  more  artful  structure.  Additional 
space  was  obtained  in  the  overcrowded  facilities  in 
the  Capital  Club  Building.  It  was  the  accepted 
recommendation  of  the  Administrative  Committee 
Chairman  that  the  Committee  on  Medical  Society 
Headquarters  Facilities  be  dissolved,  since  the 
question  of  building  would  be  dormant  for  the  time 
being.  Dr.  Paschal  has  reactivated  the  Committee 
for  consideration  of  building  our  own  Medical  So- 
ciety  Headquarters  Facilities. 

The  latter  of  these  locations  seemed  so  much 
more  desirable  that  I  had  an  architect,  Mr.  Charles 
Davis,  of  Raleigh,  draw  up  feasibility  plans  for 
building  on  this  property  which  is  presented.  You 
will  see  from  the  study  that  the  two  story  building 
of  10,000  sq.  ft.  leaves  very  adequate  parking  as 
well  as  additional  space  for  attractive  landscaping. 
The  one  block  distance  from  the  State  House  shown 
on  the  street  map  is  noteworthy.  This  property  is 
being  held  by  the  owners  for  sale  to  the  Medical 
Society  until  Monday  morning,  at  $2.50  a  sq.  ft.,  or 


$90,000.  Adjacent  to  the  property  there  is  a  smaller 
lot,  not  a  corner  lot  which  recently  sold  for  $4.00 
a  square  foot. 

5)  Financing  a  building  within  walking  distance 
of  the  legislature  with  plenty  of  parking  is  feasible. 
The  cost  of  land  would  be  $90,000;  of  building  a 
10,000  sq.  ft.  building  ($20  sq.  ft.,)  $200,000;  total: 
$290,000.  The  tract  on  the  Raleigh-Durham  High- 
way has  recently  been  evaluated  at  $163,500.  The 
Society  has  in  reserve  $156,045,  in  Mutual  Inves- 
tors, St.  Paul,  Minn.,  which  gives  it  a  total  of 
$319,545. 
Considerations   of    Building   Headquarters    Facilities 

1.  The  Society  should  consider  adequate  space  for 
facilities,  offices  and  meeting  rooms  furnished  in 
a  manner  in  keeping  with  the  dignity  of  the 
profession. 

2.  Building  on  the  Highway  No.  70  tract  would 
be  undesirable  because  it  does  not  have  city  bus 
service  for  Headquarters  Facilities  employees.  The 
Executive  Secretary  and  his  aides  need  easy  dis- 
tance, preferably  walking  distance,  to  the  state 
legislature  buildings. 

3.  The  present  facilities  occupy  3,600  sq.  ft.  at  the 
Capital  Club  Building  at  a  rent  cost  of  $2.26  per 
sq.  ft.,  per  year.  The  one  meeting  room  is  small 
and  will  only  accomodate  a  dozen  people  at  most. 
For  many  of  our  committee  meetings  this  one  room 
is  inadequate.  The  absence  of  parking  facilities 
makes  it  poorly  accessible. 

4.  Areas  Investigated  for  building: 

1)   1006,000   sq.  ft.  Wade  Ave.,  West  of  Ober- 

lin  —  $100,000  at  90c  per  ft. 
2)    165  ft.  X  230  ft.  Oberlin  Road  —  $75,000  at 
$2.00   per  ft. 

3)  441/2   ft.  X  148  ft.  next  to  Andrew  Johnson 
Hotel,   $90,000. 

4)  Redevelopment      Commission      property 
$1.25/$1.50  sq.  ft. 

(Peace-Salisbury  St.  area,  2%  blocks  from 
option  purchased  October  1965,  at  cost  of 
$5,000  to  be  applied  to  purchase  price  not 
later  than  June  1,  1966. 

5)  Glenwood   Ave. 

f)   E.    North    St.— Wilmington    St.— $90,000   at 
$2.50  sq.  ft.  240  ft.  x  150  ft.,  36,000  sq.  ft. 


COMMITTEE    ON    HOSPITAL   AND 
PROFESSIONAL  RELATIONS 

During  the  year,  your  committee  has  met,  con- 
sidered problems  as  they  have  arisen  and  has  de- 
termined appropriate  action.  It  is  worthy  of  note 
to  the  Society  membership  that  we  have  been  asked 
by  "hospital  based  physicians"  to  take  action  to  aid 
in  the  promotion  of  ethical  principles  of  medical 
practice  of  this  group.  Yet,  there  is  a  trend 
among  some  members  of  our  society  to  recommend 
at  a  local  level  the  employment  by  hospitals  of  phy- 
sicians for  out  patient  and  emergency  departments. 

We  earnestly  recommend  that  the  membership 
continue  to  be  concerned  with  our  proper  legal  and 
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ethical  relationships  with   hospitals   in   the  practice 
of  our  profession. 

J.  S.  Raper,  M.D.,  Chairman 


COMMITTEE   TO   WORK    WITH   NORTH 
CAROLINA   INDUSTRIAL  COMMISSION 

This  committee  and  its  sub-committees  have 
met  several  times  during  the  year.  Two  formal 
meeting's  were  held  with  the  full  Industrial  Com- 
mission at  the  hearing  rooms  in  Raleigh.  The  work 
of  the  committee  has  been  concerned  chiefly  with 
two  broad  areas. 

The  first  area  has  been  that  of  assisting  Dr. 
John  W.  Morris,  Medical  Director,  in  arbitrating 
fee  disputes  within  the  bounds  of  the  North  Caro- 
lina law.  Because  of  the  fine  work  of  Dr.  Morris 
this  has  been  a  relatively  minor  problem. 

The  second  broad  area  of  concern  has  been  in 
seeing  that  our  physicians  are  paid  fairly  for 
their  sei'vices  in  industrial  cases.  This  committee 
does  not  feel  that  present  fees  are  what  they 
should  be.  The  adoption  of  a  new  fee  schedule  is 
an  extremely  difficult  and  time-consuming  prob- 
lem. It  is  hoped  that  the  relative  value  principle 
will  be  adopted  by  the  Industrial  Commission  and 
that  once  this  is  done  a  new  fee  schedule  with 
indicated  increases  will  soon  be  forthcoming.  Rep- 
resentatives from  the  committee  are  to  meet  with 
representatives  from  the  employers'  and  insurance 
carriers'  groups  before  the  State  Society  meets  in 
May,  1966. 

J.  S.  Mitchener,  Jr.,  M.D,,  Chairman 


COMMITTEE  ON  PROFESSIONAL  INSURANCE 
The  committee  on  Professional  Insurance  has 
continued  an  active,  working  relationship  between 
its  members  and  the  executive  administration  of 
the  Society  and  representative  insurors  of  programs 
of  insurance  endorsed  by  the  Society.  Periodic  com- 
mittee meetings  with  excellent  membership  atten- 
dance have  been  held  during  the  past  year  with 
representatives  from  the  claims  investigation  divi- 
sion of  the  St.  Paul  Insurance  Company,  the  Pro- 
fessional Liability  Plan  insurer  endorsed  by  the 
State  Society.  A  continued  review  is  had  and  medi- 
cal advice  is  rendered  to  the  claims  investigators 
concerning  individual  physician  negligence  and  mal- 
practice claims  that  have  been  initiated  against 
Society  members.  This  procedure  enhances  for  the 
Society  membership  the  benefits  of  the  endorsed 
Professional  Liability  program.  In  addition,  a  re- 
port was  prepared  and  presented  by  the  St.  Paul 
Insurance  agents  to  the  committee  at  its  Conclave 
Meeting  at  Pinehurst  which  reflects  the  loss-ratio 
experience  of  the  Professional  Liability  Program 
since  its  inception.  The  change  made  in  the  program 
in  1964  whereby  the  premium  rates  were  step- 
rated  to  reflect  vulnerability  of  classes  of  physicians 
to  malpractice  claims,  has  had  a  favorable  result 
on  the  loss-ratio.  This  will  in  all  probability  be 
reflected  in  a  decrease  in  premium  rates  next  year. 


In  any  event,  the  Committee  continues  to  examine 
the  program  to  the  end  that  the  broadest  adequate 
coverage  can  be  obtained  for  Society  members  for 
the  least  amount  of  premium. 

With  particular  reference  to  the  Group  Major 
Medical  Hospital  Plan,  written  by  the  Continental 
National  American  Group  Company,  the  Committee 
has  been  unofficially  advised  that  a  notice  of  can- 
cellation of  the  plan  with  a  proposed  increase  in 
premium  rates  and  structural  policy  provision 
changes  will  be  made  by  the  insurer  this  year  be- 
cause of  an  extremely  poor  loss-ratio  since  the 
inception  of  the  program.  Should  this  occur,  the 
Committee  will  be  active  in  receiving  and  consider- 
ing proposals  for  a  Major  Hospital  Expense  Plan 
to  replace  the  existing  program.  Here,  again,  the 
goal  of  the  Committee  will  be  to  seek  the  broadest 
coverage  for  the  least  amount  of  premium  for  the 
Society  membership. 

During  the  past  year,  the  Committee  has  dis- 
cussed at  length  the  advisability  of  a  Society  en- 
dorsed life  insurance  program  that  can  be  sub- 
mitted for  individual  selection.  The  Committee 
members  feel  that  a  Group  Life  Insurance  program 
would  be  greatly  beneficial  to  the  younger  members 
of  the  State  Society,  and  would  complement  the 
existing  endorsed  insurance  programs.  To  this  end, 
a  Committee  resolution  was  proposed  for  action  by 
the  Executive  Council  of  the  State  Society  request- 
ing permission  for  the  Committee  to  examine  and 
recommend  endorsement  of  a  suitable  group  life 
insurance  program. 

James  F.  Martin,  M.  D.,  Chairman 

COMMITTEE    ON    INSURANCE    INDUSTRY 

On  behalf  of  the  Committee,  the  chairman  reports 
to  you  on  the  activities  of  the  1965-66  administra- 
tive year.  This  report  encompasses  the  activity  of 
the  Liaison  Committee  and  the  Medical  Section  of 
the  North  Carolina  Insurance  Claims  Review 
Service  (C.R.S.). 

Regular  quarterly  meetings  were  held  jointly  but 
separately  with  the  North  Carolina  State  Committee 
of  the  Health  Insurance  Council.  Since  the  last 
formal  report,  meetings  were  held  on  April  7,  June 
30,  September  22,  and  January  19.  A  further  meet- 
ing is  scheduled  for  April  30,  1966.  A  called  meeting 
at  the  direction  of  the  Executive  Council  was  held 
jointly  by  this  Committee  and  the  Blue  Shield  Com- 
mittee in  connection  with  a  study  of  prevailing  fees 
in  North  Carolina,  on  November  4,  1965. 

The  Insurance  Industry  Committee,  by  a  margin 
of  one  vote,  went  along  with  an  amended  version  of 
the  original  Blue  Shield  Resolution  pertaining  to 
the  prevailing  fee  study. 

The  Committee  was  successful  in  securing  the 
approval  by  Insurance  Commissioner  Lanier  of 
COMB-1  in  North  Carolina  as  an  approved  form 
for  the  physician  reporting  of  health  insurance 
claims.  This  form  is  a  combination  of  the  individual 
and   group   forms   and   was  prepared  and   approved 
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on  a  national  level  by  the  A.M. A.  and  the  H.I.C.  In 
this  effort,  we  had  the  wholehearted  support  of  the 
N.    C.   Committee   of  the   Health   Insurance   Council. 

Several  geographic  area  surveys  were  done  by 
Committee  members  at  the  direction  of  the  Com- 
mittee in  the  field  of  "going  rates"  as  such  applies 
to  physician  charges  for  selected  items.  Arising 
out  of  this,  the  Committee  recommended  that  the 
Society  conduct  a  survey  of  usual  and  customary 
fees  and  that  the  results  of  such  would  be  the  sole 
property  of  the  Society.  This  proposal  was  not 
deemed  wise  by  the  Council  because  of  a  possible 
expense  item  of  $10,000. 

The  Committee  endorsed,  at  its  June  30,  1965, 
meeting,  the  stand  of  the  A.M. A.  earlier  that  month 
which  stated,  in  general,  that  when  government 
assumed  any  part  of  the  financial  responsibility  for 
the  health  care  of  an  individual  that  physicians 
should  be  also  paid  on  the  basis  of  usual  and  custo- 
mary charges. 

The  Claim  Review  Service  handled  a  number  of 
submitted  cases  for  review.  The  Service  repeatedly 
pointed  out  that  only  physicians  voted  in  these 
decisions  and  that  the  charge  made  to  a  patient  by 
a  physician  was  no  concern  of  theirs  and  that  their 
function  was  only  to  determine  the  obligation  of 
the  insurer  to  his  insured  based  upon  the  insurer's 
own  contractual  (policy)  language.  Only  one  case 
was  non-industry-submitted,  and  this  case  was  de- 
cided by  the  Insurance  Section  in  a  situation  wherein 
a  carrier  should  pay  based  upon  his  policy  language. 
The  claim  was  paid  within  five  days  of  company 
notification. 

The  Committee  proposed  and  submitted  to  the 
Executive  Council  a  recommendation  that  a  reput- 
able insurance  company  be  endorsed  as  also  being 
acceptable  to  the  Society  as  a  carrier  for  Part  B 
of  Title  XVIII  of  PL  89-97.  The  Council  rejected 
the  proposal  by  a  split  vote. 

Many,  many  other  areas  of  discussion  and  action 
leading  to  the  common  good  in  the  area  of  voluntary 
insurance  were  handled,  and  a  reviewer  is  referred 
to  the  recorded  minutes  of  this  Committee  for  de- 
tails. At  the  last  meeting  of  the  Committee  prior  to 
the  preparation  of  this  report,  the  current  chairman 
stepped  down  and  the  group  selected  Dr.  Jack  Mohr 
to  be  acting  chairman  subject  to  the  approval  of 
President  Paschal  for  the  remainder  of  the  admini- 
strative year. 

Inasmuch  as  this  report  is  the  swan  song  of  this 
particular  chairman  as  far  as  this  Committee  is 
concerned,  he  wishes  to  insert,  based  upon  a  per- 
sonal privilege,  into  the  record  a  laudatory  and 
heartfelt  thanks  to  those  many  physicians  who  have 
served  ably  and  well  on  this  Committee  from  time 
to  time  since  its  organization  in  January  1959.  He 
wishes  that  space  would  permit  him  to  list  all  their 
names.  He  would  be  remiss  if  he  did  not  also  give 
special  thanks  to  Mr.  William  N.  Hilliard,  Assistant 
Executive  Director,  assigned  by  Mr.  James  T. 
Barnes,  Executive  Director,  to  staff  this  Committee 


for  these  years. 


Frank  W.  Jones,  M.  D.,  Chairman 


COMMITTEE    ON    LEGISLATION 

Since  submission  of  the  last  annual  report,  the 
Committee  on  legislation  has  been  kept  extremely 
busy  by  continuing  developments  on  both  the  Na- 
tional   and    State   legislative   levels. 

A.  State  Legislation 

1.  "Good  Samaritan  Act" — This  legislation;  al- 
though not  sponsored  by  the  Society,  did  involve 
the  Committee  upon  invitation  of  the  Senator  intro- 
ducing tho  measure.  This  bill,  which  was  enacted 
into  law,  provided  certain  immunity  to  civil  action 
when  any  citizen  (including  physicians),  acting  in 
good  faith,  provided  emergency  road  side  assist- 
ance to  accident  victims. 

2.  Sterilization — The  statutes  relating  to  Volun- 
tary Sterilization  to  provide  for  the  legal  volun- 
tary sterilization  of  males  (by  ligation  of  the  vasi 
delexens)  outside  licensed  hospitals.  The  require- 
ment for  hospitalization  in  a  licensed  hospital  for 
sterilization  of  females  was  not  changed.  An  addi- 
tional amendment  to  the  voluntary  sterilization  act 
of  interest  to  physicians,  was  enacted.  This  permits 
the  voluntary  sterilization  of  married  females 
without  the  consent  of  their  husbands  in  the  event 
the  husband  has  abandoned  the  wife  for  a  period 
of  at  least  six  months. 

3.  Certain  budgetary  requests  of  the  State  Board 
of  Health,  State  Department  of  Mental  Health,  and 
State  Board  of  Public  Welfare,  were  supported  by 
testimony  before   Legislative   Committees. 

4.  The  State  Board  of  Health  PKU  mass  screen- 
ing project  was   supported  by   the  Society. 

5.  The  Society  through  its  Committees  on  Nurs- 
ing and  Legislation;  participated  extensively  in 
several  draft  revisions  of  a  bill  re-writing  the 
Nurse  Practice  Act.  Many  suggestions  of  the  So- 
ciety were  incorporated  into  the  final  draft  of  the 
bill,  which  was  then  enacted  with  Society  endorse- 
ment. 

6.  As  reported  in  the  19(i5  Annual  Report,  the 
Society  sponsored  legislation  designed  to  provide 
some  measure  of  state  subsidy  to  the  hospital- 
based,  3-year,  Diploma  Schools  of  Nursing.  This 
bill  was  not  enacted,  failing  by  the  narrowest  of 
margins,  but  considerable  public  and  legislative 
pttent.ion  was  directed  to  the  plight  of  their  3-year 
Schools  of  Nursing,  which  now  supply  90  per  cent 
of  the  practicing  R.N.'s  for  this  state.  The  Assem- 
bly did  enact  a  resolution  directing  the  Legislative 
Research  Study  Comission  to  study  the  entire 
problem  of  para-medical  manpower  needs  and 
training,  including  nurse  education,  and  to  prepare 
suggested  legislation  for  the  1967  General  Assem- 
bly. The  Society  will  present  testimony  at  the  hear- 
ings before  the  Legislative  Research  Study  Com- 
mission. 

7.  The  Committee  was  consulted  by  several  legis- 
lators  in  regard  to   proposed  legislation   sought  by 
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the  N.  C.  Psychological  Association;  which  would 
have  provided  for  the  certification  and  licensure  of 
psychologists.  Feeling  that  certain  sections  of  the 
proposal  would  lead  to  the  practice  of  medicine  by 
psychologists,  the  Committee  suggested  certain 
amendments  and  deletions,  which  were  considered 
reasonable  and  proper  by  the  Legislators  involved. 
However,  the  psychologists  refused  to  accept  these 
changes,  whereupon  their  legislative  support  was 
withdrawn,  and  the  bill  was  never  introduced. 

8.  A  bill  designed  to  re-define  Chiropractic  and  to 
broaden  the  practice  of  Chiropractic  was  intro- 
duced and  the  defeat  of  this  measure  by  very  nar- 
row margin  required  a  considerable  effort.  It  is 
learned  that  the  Chiropractic  group  is  already  busy 
preparing  a  similar  proposal  for  the  1967  General 
Assembly. 

9.  The  Optometrists  were  successful  in  securing 
enactment  of  a  bill,  opposed  by  the  Society,  to  pro- 
vide for  payment  of  optometric  services  under  vari- 
ous insurance  programs  and  governmental  health 
care  programs,  where  such  programs  provided 
benefits  for  services  which  could  be  rendered  by 
optometrists.  The  Society  was  successful  in  having 
the  original  bill  substantially  amended  in  Commit- 
tee prior  to  enactment. 

10.  The  Society  took  no  official  stand  on  a  bill 
sponsored  by  the  N.  C.  Dental  Society,  which  re- 
quires voluntary  and  commercial  health  insurance 
carriers  to  make  payment  to  dentists  for  profes- 
sional services  rendered  by  them,  and  for  which 
payment  would  have  been  made  had  the  services 
been  rendered  by  a  physician.  This  bill  was  enacted. 

11.  The  Society  supported  a  bill,  subsequently  en- 
acted, which  was  sponsored  by  the  State  Bureau  of 
Investigation  and  which  was  designed  to  curb  the 
illicit  traffic  in  certain  potent  drugs  within  the 
State. 

12.  The  Committee  participated  in  the  drafting 
of  a  bill,  subsequently  enacted,  providing  for  the 
establishment  of  a  Governor's  Coordinating  Council 
on  Aging  within  the  Department  of  Administration. 
This  agency  will  administer  grant  funds  made 
available  under  Title  III  of  the  federal  law  "The 
Older  Americans  Act  of  1965". 

Many  other  items  of  lesser  importance,  too  num- 
erous to  recount  here,  were  considered  and  acted 
upon  by  the  Committee. 

B.  National  Legislation 

1.  Medicare  (PL  89-97).  As  was  predicted  in  the 
previous  report,  medicine  was  finally  defeated  in 
its  long  and  arduous  fight  which  we  have  waged 
for  two  decades  to  prevent  the  enactment  of  com- 
pulsory health  insurance  in  the  United  States.  It  is 
with  pride  that  we  record  the  fact  that  the  entire 
North  Carolina  Congressional  Delegation;  Con- 
gressmen and  Senators  alike,  supported  the  policies 
of  medicine  in  the  key  votes  on  the  issue.  The  bill 
as  enacted,  provides  benefits  for  hospitalization 
and  for  physicians'  services  to  the  over  65  age 
group,     including     self-employed    physicians    under 


Social  Security,  creates  a  new  tax  rate  schedule  for 
Social  Security,  and  also  greatly  extends  welfare 
health  care  programs  to  the  indigent  and  medically 
indigent  of  all  age  groups.  Because  of  the  mo- 
mentous impact  of  this  legislation,  its  implication 
and  its  effect  on  future  legislative  policies  of  our 
profession  have  been  subjected  to  detailed  analysis 
and  re-evaluation  in  countless  conferences,  articles 
in  medical  journals,  addresses  at  medical  meetings, 
etc.  Because  this  analysis  and  evaluation  is  being 
continued,  a  more  detailed  analysis  of  medicare 
will  not  be  attempted  in  this  report. 

2.  Animal  Research — many  bills  have  been  intro- 
duced into  the  Congress  for  the  purpose  of  regu- 
lating the  acquisition,  transportation,  sale,  and 
handling  of  animals  to  be  used  for  teaching  or  re- 
search. Many  of  these  bills  contained  provision 
which  would,  in  effect,  subject  medical  research  to 
complete  Federal  domination.  The  Committee  has 
maintained  close  liaison  with  the  3  medical  schools 
within  the  State  in  their  Study  of  this  bill,  and  the 
Society  presented  documentary  testimony  to  the 
Congressional  Committee,  outlining  the  position  of 
the  Society  and  the  three  medical  schools. 

3.  Heart,  Cancer,  Stroke — Congress  enacted  a 
greatly  modified  version  of  this  proposal,  which 
would  establish  regional  centers  for  post-graduate 
and  continuation  education,  research,  and  demon- 
stration projects  in  the  area  of  these  disease  cate- 
gories. The  Society  opposed  the  bill  in  its  original 
form  and  our  objections  were  transmitted  to  our 
Congressional  Delegation  The  Society  is  playing  an 
important  role  in  the  orientation  and  implementa- 
tion of  the  program,  as  enacted,  in  North  Carolina. 

Many  other  items  of  national  legislative  impor- 
tance were  considered  and  our  efforts  were  coordi- 
nated with  those  of  the  AMA. 

C.  Other  Committee  Activities 

The  Committee  has  participated  extensively  with 
other  Society  Committees  in  consideration  of  items 
with  implication  for  legislation.  Committee  mem- 
bers have  participated  in  over  150  programs  before 
county  socities,  other  medical  groups,  civic  organi- 
zations, etc.  Several  TV  and  radio  programs  have 
involved  the  Committee  in  discussions  involving 
legislation.  Research  has  been  done  as  requested  to 
provide  for  legislation.  A  pleasant  and  profitable 
relationship  has  been  developed  with  the  Institute 
of  Government.  Several  issues  of  a  new  publication, 
"Legislative  News",  have  gone  out  to  Society  mem- 
bers to  bring  news  of  current  deevlopments.  The 
Committee  has  been  represented  at  several  AMA 
conferences  on  legislation. 

The  Chairman  again  expresses  his  deep  and  sin- 
cere gratitude  to  the  entire  headquarters  staff,  to 
John  Anderson,  Jim  Barnes,  Bill  Hilliard,  the  other 
members  of  the  Committee,  and  to  physicians  all 
across  the  state  all  of  whom  have  contributed  so 
much  to  these  efforts  in  the  cause  of  medicine. 

Edgar  T.   Beddingfield,   M.D.,   Chairman 
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Charles    Flowers 

the   meeting.    Dr. 

Durham,    North 

Duke     Hospital, 


DIVISION   OF   NATIONAL    LEGISLATION 
The   Division   of  National    Legislation   has  no  re- 
port that  is  not  encompassed   in  the   report  on  the 
Committee  on  Legislation  by  Dr.  Beddingfield. 

Donald  B.  Koonce,  M.  D.,  Chairman 

DIVISION   ON 
DOCUMENTARY    PRESENTATIONS 
There  is  no  report  in  that  this  Committee  did  not 
function  in  196.5. 

Hubert  McN.  Poteat,  Jr.,  M.  D.,  Chairman 

COMMITTEE  ADVISORY 
TO  MARRIAGE  COUNSELLING 
I  hereby  submit  the  report  of  the  Committee 
Advisory  to  Marriage  Counselling.  In  August  the 
members  of  the  Committee  on  Marriage  Counselling 
met  in  Morehead  and  made  tentative  plans  for  the 
Professional  Education  meeting  to  be  held  in  Chapel 
Hill  on  May  the  21  and  22. 

Dr.  Marianna  Breslin  and  Dr. 
were  appointed  Co-Chairmen  for 
Eleanor  Easley,  Watts  Hospital, 
Carolina;  Dr.  Hans  Lowenbach, 
Durham,  North  Carolina;  and  Dr.  Eugene  Linton, 
Bowman  Gray  School  of  Medicine,  Winston-Salem, 
North  Carolina;  composed  the  Committee  with  my- 
self as  ex-officio  member.  This  Committee  has 
planned  an  excellent  Professional  Education  meet- 
ing to  be  held  at  Chapel  Hill  on  the  above  dates, 
with  outstanding  speakers  on  early  marriage  and 
the  advent  of  the  first  pregnancy  to  the  birth  of  the 
first  child. 

The  Committee  on  Marriage  Counselling  invited 
Dr.  George  Paschal  and  Dr.  J.  W.  Norton  to  join 
them  in  a  meeting  and  discussed  with  them  the 
possibility  of  organizing  a  new  department  in  the 
State  Department  of  Public  Health  to  be  known  as 
the  "Department  of  Family  Living." 

The  idea  was  presented  to  the  September  meeting 
of  the  Executive  Council  of  the  State  Medical 
Society.  It  was  approved  and  referred  back  for 
suggested  implementation. 

Another  Committee  meeting  was  called  in  Chapel 
Hill  Dec.  1966  and  a  detailed  outline  for  imple- 
menting the  suggested  new  department  of  our 
Public  Health  was  made.  After  the  plans  were 
approved  by  the  Committee,  the  plans  were  accepted 
by  Dr.  J.  W.  Norton,  the  State  Health  Officer, 
and  he  assured  as  Dr.  Jacok  Koonien,  his  successor, 
would  also  be  in  sympathy  with  this  plan. 

The  plans  for  implementing  the  Family  Living 
Division  of  the  State  Department  of  Public  Health 
was  presented  to  the  Mid-winter  meeting  at  Pine- 
hurst  and  accepted. 

This  has  been  a  very  active  Committee.  We  feel 
that  the  Professional  Education  meetings  that  were 
held  last  year  in  Winston-Salem  and  this  one  to  be 
held  in  Chapel  Hill  have  been  of  great  value  to  the 
General  Practitioners,  the  Obstetricians,  Gynecolog- 
ists and  to   our   allied   Professions,  particularly  the 


ministers  and  Social  Workers  of  the  State  who  are 
interested  in  the  field  of  Marriage  Counselling  and 
Pre-marital  Education.  These  Professional  Education 
meetings  are  easy  to  program.  Guest  speakers  are 
anxious  to  come,  guest  speakers  of  excellent  caliber. 
We  do  not  feel  that  we  can  invite  these  speakers 
without  offering  financial  remuneration  for  their 
time  given  and  their  expenses  incurred,  hence,  we 
would  like  to  suggest  to  the  Medical  Society  that 
if  possible  they  allocate  at  least  $500.00  a  year  to 
this  meeting;  or  would  it  be  possible  to  organize 
this  as  part  of  the  Extension  Division  for  Continu- 
ing Adult  Education  under  the  University  of  North 
Carolina;  or  should  this  become  the  responsibility 
of  the  State  Department  of  Public  Health?  These 
are  questions  which  we  think  should  be  answered. 
Rachel  Davis,  M.  D.,  Chairman 

COMMITTEE  ON  MATERNAL  HEALTH 
The  Committee  through  the  year  196.5  has  dili- 
gently pursued  its  original  objectives  to  improve  the 
total  care  for  all  women  of  the  child-bearing  age 
and  particularly  to  urge  the  promotion  of  adequate 
prenatal  care  and  a  safe  labor  and  delivery  for  all 
pregnant  women  in  North  Carolina.  During  this  past 
year  there  has  been  considerable  cooperative  effort 
between  the  Maternal  Health  Committee  and  the 
Committee  on  Marriage  Counseling  with  Dr.  Rachel 
Davis,  Chairman,  as  well  as  the  School  Health 
Committee.  Through  the  cooperative  efforts  of  those 
Committees  the  State  Board  of  Health  has  agreed  to 
consider  the  development  of  a  "Division  of  Family 
Living".  Through  the  instruction  of  the  Maternal 
Health  Committee  members,  the  Chairman  of  the 
Committee  on  Maternal  Health  met  with  the  Com- 
mittees on  Mental  Health,  Medicine  and  Religion, 
School  Health,  Child  Health,  and  Marriage  Counsel- 
ing to  have  included  in  the  report  of  the  North 
Carolina  Mental  Health  Association's  publication, 
MENTAL  HEALTH  SERVICES  FOR  CHILDREN, 
a  section  concerning  the  urgency  of  introducing 
family  life  education  in  the  public  school  curriculum 
as  a  matter  of  preventive  mental  health  for  young 
children  who  may  never  receive  any  objective 
family  life  orientation  other  than  that  which  they 
would  get  in  the  public  schools.  This  resolution  was 
presented  at  the  meeting  of  the  above  joint  Com- 
mittees and  was  included  r.s  a  section  in  the  Report 
on   Mental  Health  Services  for  Children. 

A  total  of  eighty-one  (81)  maternal  deaths  was 
recorded  in  the  records  of  the  Maternal  Health 
Committee  during  the  year  1965.  These  appear 
tabulated  in  Table  I.  Hemorrhage  and  toxemia  lead 
the  list  of  maternal  deaths  with  twelve  (12)  each. 
Embolism  was  thought  to  be  the  cause  of  death  in 
nine  (9)  cases  and  infection  and  cardiac  conditions 
were  responsible  for  six  (6)  each.  Other  inter- 
current obstetrical  conditions  were  recorded  in 
seven  (7)  cases  and  twenty-six  (26)  were  non- 
obstetrical  deaths  due  to  accidental  causes  and 
other   intercurrent   medical   conditions. 
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Forty-three  (43)  counties  reported  maternal 
deaths  in  1965.  Most  of  these  reported  only  one  or 
two  deaths  each.  It  is  notable  that  the  larger  popu- 
lation centers  have  the  larger  number  of  maternal 
deaths.  This  is  tabulated  in  Table  II  showing 
Mecklenberg  having  eight  (8),  Forsyth  seven  (7), 
Orange  six  (6)  and  Durham  County  four  (4) 
maternal  deaths.  One  might  note  that  the  usual  two- 
to-one  colored-to-white  maternal  deaths  does  not 
prevail  in  the  1965  data.  The  eighty-one  (81)  deaths 
for  1965  represent  a  decrease  from  one  hundred 
six  (106)  in  1964.  However,  the  thirty-two  (32) 
white  deaths  represent  a  decrease  of  three  (3) 
while  the  forty-nine  (49)  colored  represent  a  de- 
crease of  twenty  (20)  for  the  year  1965  over  the 
year  1964.  Statistical  data  for  deliveries  in  1965  are 
not  available.  However,  for  1964  there  was  a  total 
of  99,774  live  births,  representing  a  decrease  of 
1,474  over  the  total  100,248  live  births  for  1963. 

The  Chairman  of  the  Maternal  Health  Committee 
has  participated  in  at  least  four  significant  pro- 
grams during  the  year.  In  April  1965  the  Chairman 
conducted  a  round  table  discussion  at  the  Annual 
Clinical  Meeting  of  the  American  College  of  Obste- 
tricians and  Gynecologists  in  San  Francisco,  Cali- 
fornia, entitled  "The  Leadership  Role  of  the  Ma- 
ternal Health  Committee  in  the  Practice  of  Obste- 
trics". This  consisted  chiefly  of  a  presentation  of 
the  activity  of  the  Committee  on  Maternal  Health 
of  the  Medical  Society  of  the  State  of  North 
Carolina  through  the  past  fifteen  years.  The  Chair- 
man, along  with  member  Dr.  James  F.  Donnelly, 
served  on  the  faculty  of  the  Southern  Obstetrical 
Seminar  in  Asheville  for  a  week  in  July  1965.  In 
September  the  Chairman  delivered  a  paper  on 
"Septic  Abortion  and  Endotoxin  Shock"  at  the 
Seaboard  Obstetrical  Society  in  Wilson,  N.  C,  and 
in  October  conducted  a  symposium  on  "Family  Life 
Education"  at  the  Annual  Convention  of  the  North 
Carolina  Family  Life  Council. 

The  Chairman  of  the  Maternal  Health  Committee 
wishes  to  thank  the  members  of  the  Committee  for 
their  fine  cooperation  in  assisting  him  in  carrying 
on  the  work  of  the  Committee  and  also  wishes  to 
express  appreciation  to  the  President,  the  Executive 
Council  and  staff  of  the  Medical  Society  of  the 
State  of  North  Carolina  for  their  continued  interest 
and  strong  support  of  the  Committee  on  Maternal 
Health. 

TABLE  I 

White  Colored 

Hemorrhage  12  4  8 

Infection  6  0  6 

Toxemia  12  3  9 

Cardiac  6  4  2 

Embolism  9  4  5 

Anesthesia  2  11 

OOB  7  4  3 

NOB  26  11  15 

Not  Classified  110 

81  32  49 


County 

Mecklenberg 

Forsyth 

Orange 

Durham 


TABLE  II 
Total 


OB  Non-OB  White         Col. 

6  2  5             3 

5  2  16 

3  3  2             4 

2  2  2             2 

16  9  10           15 


7 

6 

4 

25 

Financial  Report 
Balance   7-1-65  $1,382.61 

Receipts  7-1-65  /  1-31-66  0 

Expenditures   7-1-65  /  1-31-66 

Personnel  $1,251.29 

Supplies  442.39         1,693.68 

Balance   1-31-66    (overdraft)  (311.07) 

Personnel — July  and  August  325.00 

September  185.00 

October-January  700.00 

1,210.00 
W.   Joseph   May,   M.D.,  Chairman 

MEDICAL-LEGAL   COMMITTEE 
1.     Review  of  work  done  to  date: 

The  Medical-Legal  Committee  met  in  Pinehurst 
on  September  24th,  1965,  with  five  committee 
members  present.  Matters  considered  at  that 
time  included  five  committee  members  present. 
Matters  considered  at  that  time  included  a  re- 
quest from  the  North  Carolina  State  Nurses  As- 
sociation in  regard  to  the  application  of  emer- 
gency closed  chest  cardio  pulmonary  resustita- 
tion  by  a  nurse;  the  matter  of  a  physician  se- 
lecting patients  whom  he  wishes  to  treat  while 
he  is  on  duty  in  the  emergency  rooms;  and  the 
problem  of  having  to  fill  out  an  increasing  num- 
ber of  insurance  forms.  It  was  the  feeling  of 
the  committee  that  the  practice  of  having  one 
joint  meeting  of  the  Medical-Legal  Committees 
of  the  Medical  Society  and  the  North  Carolina 
Bar  Association  per  year  be  continued.  Problems 
which  had  arisen  in  the  discussions  at  joint 
meetings  at  the  county  level  were  described. 
A  joint  meeting  of  the  Medical-Legal  Committee 
of  the  Medical  Society  and  North  Carolina  Bar 
Association  is  planned  for  May.  The  chairman 
has  participated  in  discussions  with  Mr.  R.  L. 
Brown,  Jr.,  Attorney  at  Law,  Albemarle,  Chair- 
man of  the  Medical-Legal  Committee  of  the 
North  Carolina  Bar  Association,  in  regard  to  a 
joint  meeting  and  such  a  meeting  is  scheduled 
for  May. 

The  Committee  will  participate  in  the  "Medical 
Legal  Day"  to  be  sponsored  by  the  Student 
Medical  Association  of  Bowman  Gray  School  of 
Medicine  and  the  Student  Bar  Association  of 
the  Wake  Forest  Law  School  on  March  22nd. 
Mr.  Edwin  Holman  of  the  Legal  Department  of 
the  American  Medical  Association  is  to  appear 
on  the  program. 

Joint  meetings  were  held  in  twenty  counties 
during  the  past  year.  Meetings  were  conducted 
by  the  Chairman  in  Hickory,  Morganton,  Char- 
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lotte  and  Wadesboro.  In  addition,  medical-legal 
subjects  were  discussed  before  paramedical 
groups  in  Charlotte  and  Winston-Saleni. 

2.  Unethical  Actions: 

No  instance  of  alleged  unethical  conduct  on  the 
part  of  the  physicians  has  been  reported  to  the 
committee. 

3.  Recommendations   for  the  future: 

Closer  cooperation  between  the  Medical-Legal 
Committees  of  the  Medical  Society  and  the 
North  Carolina  Bar  Association.  This  would  in- 
clude the  sponsoring  of  more  joint  meetings  at 
the  county  level. 

Standardized  physical  form  for  high  school  stu- 
dents who  participate  on  athletic  teams.  This 
project  is  now  being  undertaken. 

Julius  A.   Howell.  M.D.,  Chairman 


COMMITTEE    ON    MILITARY    DEPENDENTS 
MEDICAL  CARE 

The  Military  Dependents'  Program  operated  on  a 
fairly  stable  basis  throughout  the  year  1965  as 
evidenced  by  a  comparison  of  the  number  of  phys- 
icians' claims  and  the  amounts  paid  during  the 
years  1964  and  1965,  respectively.  For  the  first 
time  in  several  years,  there  was  a  small  decrease 
in  the  number  of  claims  paid;  which  is  probably 
due  to  the  transfer  of  active-duty  troops  from 
North  Carolina  to  foreign  duty— dispersing  their 
families  to  other  states.  The  benefit  provisions  of 
the  Program  remain  unchanged  with  only  minor 
adjustment  being  made  in  the  contracted  Schedule 
of  Maximum  Allowances.  During  the  year  a  con- 
tract amendment  was  negotiated  with  the  Director 
of  the  Office  for  Dependents'  Medical  Care,  a  di- 
vision of  the  Office  of  the  Surgeon  General,  per- 
mitting distribution  of  the  Fee  Schedule.  Our  Fis- 
cal Agent  will  print  these  Schedules  and  distribu- 
tion will  be  to  new  physicians  and  others  upon 
request. 

The  Committee  is  very  much  aware  that  the 
Schedule  of  Maximum  Allowances  has  been  in 
effect  for  nine  years  without  change.  I  was  in- 
structed to  begin  negotiation  for  a  modernization 
of  the  Schedule.  With  the  cooperation  of  Hospital 
Saving  Association,  considerable  data  has  been 
compiled  as  to  the  average  amount  paid  for  serv- 
ices and  the  conversion  factor  necessary  to  achieve 
various  levels  of  upgrading  under  the  North  Caro- 
lina Relative  Value  Schedule.  The  Committee  will 
pursue  this  as  a  priority  objective  during  1966  with 
the  guidance  of  the  Executive  Council  and  officers 
of  the   Medical  Society. 

The  annual  report  for  1965  from  our  Fiscal  Ad- 
ministrator, Hospital  Saving  Association  which  is 
attached,  is  incorporated  as  a  part  of  the  Com- 
mittee report  and  gives  comparative  statistics  for 
the  past  two  years.  The  report  indicates  that  over 
the  past  nine  years  a  total  of  $18,033,464  has  been 
paid  to   North   Carolina  physicians   and   hospitals — 


a   significant  factor  in  support  of  community  hos- 
pitals and  free  choice  of  private  physicians. 

Our  relationship  with  the  Office  for  Dependents' 
Medical  Care  has  been  satisfactory  and  the  Com-  i 
mittee  expresses  its  appreciation  to  Brigadier  Gen- 
eral Norman  E.  Peatfield  for  the  cooperation  given 
in  the  administration  of  the  Program.  • 

The  Committee  has  held  meetings  as  needed  and 
the  chairman  and  members  have  consulted  with 
each  other  by  telephone  and  letter  frequently;  thus, 
cases  of  unusual  and  complex  nature  were  consid- 
ered individually  and  settled  to  the  mutual  satis- 
faction  of   those   involved. 

Hospital  Saving  Assocation  has  continued  to  give 
excellent  cooperation  and  administration.  The 
counsel  and  aid  of  Mr.  James  T.  Barnes  and  his 
staff  at  the  Headquarters  Office  of  the  Medical 
Society  have   been  invaluable. 

The  Committee  recommends  to  the  House  of  Del- 
egates that  the  Medical  Society  continue  to  con- 
tract with  the  Government  in  the  operation  of  the 
Military  Dependents'  Program  subject  to  revision, 
modification,  or  discontinuance  by  the  Executive 
Council   as  events  might  indicate. 

D.  M.  Cogdell,  M.D.,  Chairman 

ANNUAL  REPORT— 1965 

To  the  Committee  on  Military  Dependents'  Medical 

Care  of  the  Medical  Society  of  the  State  of  North 

Carolina 

From 

Hospital     Saving     Association 
Chapel    Hill,     North     Carolina 

Hospital  Saving  Association  has  completed  its 
ninth  year  as  Fiscal  Agent  for  the  Medical  Society 
of  the  State  of  North  Carolina  under  a  Contract 
to  reimburse  physicians  for  civilian  medical  care 
provided  the  wives  and  children  of  active-duty 
servicemen.  During  the  period  1957  through  1965, 
$9,316,618  was  paid  to  North  Carolina  physicians 
for  113,563  case  reports.  Under  separate  Contract, 
the  Association  reimburses  hospitals  for  care  pro- 
vided military  dependents  who  are  eligible  to  re- 
ceive benefits.  From  1957  through  1965,  $8,716,846 
was  paid  to  North  Carolina  hospitals  for  84,549 
claims.  The  total  amount  paid  for  all  care  since  the 
beginning  of  the  Program  is  $18,033,464  for  198,112 
case  reports.  Comparative  statistics  for  physician 
payments  for  the  years  1964  and  1965  are  as 
follows: 

1964  1965 

Amount  Paid  to    Physicians        $1,042,554     $936,463 
Number    of    Cases  12,677         11,575 

We  take  this  opportunity  to  express  our  sincere 
appreciation  and  gratitude  to  the  Committee  on 
Military  Dependents'  Care,  its  chairman — D.  M. 
Cogdell,  M.D.,  and  to  Mr.  James  T.  Barnes,  Exe- 
cutive Director  of  the  Medical  Society  of  the  State 
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of  North  Carolina,  for  the  cooperation  and  guid- 
ance in  the  administration  of  the  Military  De- 
pendents'  Program. 

Respectfully  submitted, 

K.  G.  Beeston,  Director 

Professional    and    Government    Relations 

E.  B.  Crawford,  President 
Date:   February   18,  1966 


COMMITTEE    ON    MENTAL    HEALTH    AND 
MEDICINE  AND   RELIGION 

This  has  been  a  very  active  year  for  the  Com- 
mittee on  Mental  Health  and  Medicine  and  Religion. 
The  activities  have  been  carried  out  through  the 
very  active  programs  of  the  subcommittees  with 
Dr.  Charles  Vernon,  Chairman  of  Mental  Health 
Education;  Dr.  Lloyd  J.  Thompson,  Chairman  of 
Mental  Retardation  and  Children's  Services;  Dr. 
Hamilton  Stevens,  Chairman  of  Alcoholism ;  and 
Dr.  Jack  Wilkerson,  Chairman  of  Medicine  and 
Religion. 

To  update  the  committee  structure,  several  slight 
changes  in  the  subcommittees  were  made  this  year. 
Since  mental  retardation  is  receiving  so  much  em- 
phasis now  and  the  aegis  of  mental  retardation  is 
by  a  subcommittee  of  the  AMA  Committee  on  Men- 
tal Health,  and  there  is  a  need  for  increased  physi- 
cian participation  in  mental  retai'dation,  the  name 
of  the  Subcommittee  on  Children's  Services  be 
changed  to  the  Subcommittee  on  Mental  Retardation 
and  Children's  Services.  To  improve  coordination 
and  communication,  representatives  on  the  follow- 
ing related  committees,  respectively,  were  appointed 
to  be  shared  with  each  of  the  Child  Health  Com- 
mittee, School  Health  Committee,  Maternal  Health 
Committee,  and  Marriage  Counseling.  The  previous 
sut>committees  on  Physician  Education  and  Public 
Education  were  combined  to  form  the  Subcommittee 
on  Mental  Health  Education  to  eliminate  overlap- 
ping areas  of  concern. 

Each  of  the  subcommittees  have  held  a  meeting 
this  year,  and  most  of  them  have  had  two  meetings. 
In  an  effort  to  improve  communications  and  broad- 
en representation,  Dr.  John  Reece  was  appointed  to 
the  committee  as  a  representative  from  the  Mental 
Health  Advisory  Council  to  the  State  Board  of  Men- 
tal Health.  Dr.  Leon  Robertson  (Chairman  of  the 
Committee  on  Mental  Health  of  the  North  Carolina 
Academy  of  General  Practice)  was  appointed  as  a 
representative  from  the  Academy  of  General  Prac- 
tice and  Dr.  Phillip  Nelson,  already  a  member  of 
this  committee,  was  designated  to  represent  the 
North  Carolina  Neuropsychiatric  Association. 
General 

I  represented  the  Committee  on  Mental  Health  of 
the  Medical  Society  of  the  State  of  North  Carolina 
at  the  National  Conference  on  Community  Mental 
Health  Programs  co-sponsored  by  the  National  In- 
stitute of  Mental  Health  and  the  Council  of  State 
Governments  which  was  held  at  the  Sheraton- 
Chicago  Hotel  in  Chicago,  December  13  through  15, 


1965.  Our  committee  supported  the  resolution  from 
the  Committee  on  Marriage  Counseling  that  a 
Family  Life  Division  in  the  North  Carolina  Depart- 
ment of  Health  be  created.  This  division  would  as- 
sure close  cooperation  of  all  health  agencies  con- 
cerned in  the  provision  of  service  for  family  life. 
Our  committee  stressed  that  a  representative  from 
the  Mental  Health  Department  be  included  in  some 
type  of  advisory  capacity  in  the  development  pro- 
gram for  the  Family  Life  Division. 

Our  committee  recommended  that  one  issue  of 
the  North  Carolina  Medical  Journal  in  1967  be  de- 
voted to  the  topic  of  psychiatry.  Tentative  approval 
has  been  granted  this  request,  but  no  definite  date 
has  been  assigned  our  committee  for  this  issue. 

The  Mental  Health  and  Law  brochure  has  been 
prepared  and  approved  by  the  Attorney  General  of 
the  State  of  North  Carolina,  the  Medical  Society  of 
the  State  of  North  Carolina  Executive  Committee, 
the  Board  of  Directors  of  the  North  Carolina  Men- 
tal Health  Association  and  the  North  Carolina  De- 
partment of  Mental  Health.  Final  approval  for  this 
brochure  is  anticipated  at  the  meeting  of  the  Board 
of  Governors  of  the  North  Carolina  Bar  Association 
at  its  meeting  on  4-15-66. 
Mental  Health  Education  Subcommittee — 
Dr.  Charles  R.  Vernon,  Chairman 

A  shop-talk  on  suicide  was  prepared  last  year  and 
is  now  ready  as  a  program. 

The  Telephonorama  Project  or  Project  to  pro- 
mote Programs  on  Mental  Health  and  Medicine  and 
Religion  for  county  medical  societies  has  been  very 
well  received.  Funds  to  promote  this  project  for 
county  medical  societies  have  been  obtained  from 
the  American  Medical  Association  and  three  phar- 
maceutical houses.  Our  goal  for  this  year  is  two 
programs  on  mental  health  and  medicine  and  re- 
ligion in  each  county  medical  society  this  year. 

The  Medical  Society  was  co-sponsor  for  the  Third 
Annual  John  W.  Umstead  Series  of  Distinguished 
Lectures  which  was  held  in  February  in  Raleigh. 

On  February  19  through  21,  a  training  session 
for  the  practitioner  and  non-psychiatrist  was  held, 
in  cooperation  with  the  North  Carolina  Academy 
of  General  Practice  and  the  North  Carolina  Neuro- 
psychiatric Association  with  assist  of  a  grant  from 
the  National  Institute  of  Health  as  obtained  by  Dr. 
D.  A.  McLaurin. 
Mental  Retardation  and  Children's  Services 

Subcommittee — Dr.    L.  J.   Thompson,   Chairman 

This  committee  was  very  active  in  that  the  final 
report  on  the  Mental  Health  Services  for  Children 
in  North  Carolina  was  finally  approved  by  the 
Executive  Council  of  the  Medical  Society.  Three 
thousand  copies  already  have  been  distributed  and 
two  thousand  extra  copies  from  a  second  printing 
are  now  ready.  This  subcommittee  is  actively  striv- 
ing to  launch  a  program  to  interest  and  involve 
physicians  in  the  problem  of  mental  retardation  in 
North  Carolina, 
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Alcoholism    Subcommittee — Dr.    Hamilton    Stevens, 
Chairman 

A  proposed  policy  statement  on  alcoholism  was 
drawn  up  by  this  subcommittee  and  is  beinsj  passed 
around  now  for  review  by  the  various  committees 
of  the  Medical  Society  with  a  concern  in  the  area 
of  alcoholism.  It  is  to  he  submitted  to  the  Executive 
Council  for  approval  at  its  next  meeting. 

A  memorandum  is  being  sent  to  the  representative 
physicians  in  county  medical  societies  which  are 
"wet  counties"  to  inform  them  of  the  availability  of 
5^;  of  the  gross  sales  of  alcoholic  beverages  for  im- 
plementation of  a  local  program  on  alcoholic  edu- 
cation. 

Religion  Subcommittee — Dr.  Jack  Wilkerson, 
Chairman 

A  seminar  on  Medicine  and  Religion  is  being 
planned  for  the  spring  of  1967  with  Dr.  Jack  Wil- 
kerson and  Rev.  Fred  Reid  serving  as  co-chairmen. 

Dr.  Paul  McCleave  addressed  the  Annual  Officer's 
Conference  at  a  luncheon  meeting  during  its  recent 
meeting  in  January  in  Pinehurst.  His  talk  was  most 
well  received. 

An  exhibit  on  Medicine  and  Religion  has  been  ar- 
ranged to  be  shown  at  the  Scientific  Exhibit  at  the 
Annual  Meeting  of  the  Medical  Society  of  the  State 
of  North  Carolina  in  Asheville  this  year.  Members 
of  the  committee,  as  well  as  others,  are  assisting 
with  the  servicing  of  this  booth  at  the  Annual 
Meeting. 

A  newsletter  is  being  prepared  on  medicine  and 
religion  for  distribution  to  the  various  county  med- 
ical societies. 

Because  of  the  magnitude  of  the  program  on 
medicine  and  religion  and  its  tenuous  relationship 
to  mental  health,  Dr.  Frank  Jones,  President- 
elect of  the  Medical  Society  of  the  State  of 
North  Carolina,  was  contacted  with  the  request 
that  next  year  the  concern  of  Medicine  and  Religion 
receive  a  committee  status  and  that  it  be  removed 
from  the  present  Committee  on  Mental  Health  and 
Medicine  and  Religion.  The  reaction  to  this  request 
has  not  been  received  at  this  time. 

John  L.  McCain,  M.  D.,  Chairman 


SUBCOMMITTEE  ON 
MENTAL  HEALTH  EDUCATION 

The  Subcommittee  has  continued  its  efforts  to 
coordinate  physician  mental  health  education 
throughout  the  state.  Cooperation  with  the  North 
Carolina  Mental  Health  Association,  North  Caro- 
lina Neuropsychiatric  Association,  the  Academy  of 
General  Practice,  and  the  U.N.C.  Continuation  Edu- 
cation  have   made  this  possible. 

The  "shoptalk"  on  suicide  which  was  developed 
by  the  Academy  of  General  Practice  in  cooperation 
with  the  Medical  Society  has  been  completed  and  is 
being  utilized  in  the  Medical  Society's  efforts  to 
develop  a  speakers  bureau  program  for  North 
Carolina. 


Seminars  for  nonpsychiatrist  physicians  continue 
to  be  held  at  Chapel  Hill  through  the  Continuation 
Education  Division  of  the  School  of  Medicine.  An 
every-other-week,  10-week  seminar  series  makes  up 
this  program.  Seven  physicians  are  presently  en- 
rolled, and  five  physicians  were  enrolled  last  year 
in  this  series. 

Telephonerama:  A  speakers  bureau  has  been  de- 
veloped by  this  subcommittee  through  the  Medical 
Society's  executive  offices.  A  section  of  the  state 
has  been  assigned  each  subcommittee  member  for 
him  to  make  personal  contact  with  the  program 
chairmen  of  local  medical  societies  for  mental 
health  speakers  throughout  the  year.  Financial  sup- 
port is  forthcoming  for  this  and,  hopefully,  this 
will  be  continued  if  it  proves  to  be  a  satisfactory 
mechanism  for  such  an  endeavor  over  the  next  two 
years. 

The  Medical  Society  cooperated  -with  the  State 
Department  of  Mental  Health  and  the  Mental 
Health  Association  to  sponsor  the  Third  Annual 
John  W.  Umstead  Series  of  Distinguished  Lectures, 
February  3-4,  1966. 

Charles  R.  Vernon,  M.D.,  Chairman 


SUBCOMMITTEE  ON  MENTAL  RETARDATION 
AND   CHILDREN'S   SERVICES 

The  report  of  this  subcommittee  entitled  Mental 
Health  Services  for  Children  was  published  in 
pamphlet  form  in  December  1965.  This  was  a  joint 
report  of  committees  from  the  North  Carolina 
Mental  Health  Association  and  the  Medical  Society 
of  the  State  of  North  Carolina.  An  introductory 
statement  said,  "To  our  knowledge,  this  is  the  first 
cooperative  and  comprehensive  report  by  a  state 
medical  society  and  a  state  mental  health  associa- 
tion concerned  solely  with  the  improvement  of 
mental  health  of  children  in  its  boundaries." 

The  report  was  distributed  widely  within  the 
state  and  nationally  to  key  people  in  the  various 
disciplines  that  are  concerned  wnth  the  mental 
health  of  children.  Particularly,  a  copy  was  sent  to 
the  president  of  each  county  medical  society  and 
to  the  chairman  of  his  committee  on  mental  health. 
An  accompanying  letter  urged  use  of  the  report  in 
educational  activities  and  the  planning  for  action 
in  local  medical  societies.  A  return  postal  card  made 
it  possible  for  the  county  medical  society  to  express 
inteerst  in  various  aspects  of  the  field  and  to  ask 
for  assistance   in   educational  programs. 

The  original  printing  of  3,000  copies  of  this  re- 
port has  been  exhausted  and  2,000  more  are  being 
produced.  Copies  are  available  on  request  through 
the  offices  of  the  Medical  Society  of  the  State  of 
North  Carolina  or  the  North  Carolina  Mental 
Health  Association. 

When  the  term  "mental  retardation"  was  added 
to  the  name  of  this  subcommittee  last  year  it  was 
proposed  that  we  formulate  a  report  on  mental 
retardation  patterned  after  the  one  on  children's 
services.  However,  it  was  found  that  the  report  of 
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the  A.M.A.  Conference  on  Mental  Retardation  pub- 
lished in  the  JAMA,  1/18/65,  contained  practically 
all  the  medical  information  available.  This  material 
was  issued  later  by  the  A.M.A.  in  a  booklet  en- 
titled Mental  Retardation:  A  Handbook  for  the 
Primary  Physician.  Also,  the  North  Carolina  Coun- 
cil on  Mental  Retardation  will  publish  their  report 
on  comprehensive  planning  for  the  mentally  retard- 
ed in  the  near  future.  Therefore,  another  publica- 
tion in  this  field  for  the  medical  profession  appears 
to  be  unnecessary  at  this  time. 

Your  chairman  has  contacted  Mr.  Robert  L. 
Denny,  Executive  Director  of  the  Council  on  Mental 
Retardation  concerning  the  distribution  of  the  above 
mentioned  publications  and  other  material  to  the 
key  people  in  the  county  medical  societies.  It  is 
recognized  that  the  State  Board  of  Health  and  other 
agencies  are  concerned  with  enlisting  the  interest 
and  leadership  of  practicing  physicians  in  better 
community  services  for  the  mentally  retarded.  How- 
ever, this  subcommittee  will  continue  its  efforts 
to  interest  physicians  in  becoming  more  concerned 
about  this  problem  in  their  daily  practice. 

Lloyd  J.  Thompson,  M.  D.,  Chairman 


SUBCOMMITTEE  ON   MEDICINE  &   RELIGION 

The  Medical  and  Religion  subcommittee  of  the 
Committee  on  Mental  Health  has  held  three  meet- 
ings in  1965-66.  These  meetings  were  well  attended 
and  definite  action  plans  have  been  formulated.  The 
committee  members  met  in  Raleigh,  N.  C.  on  Sep- 
tember 2,  1965,  Nov.  18,  1965  and  Feb.  24,  1966. 
Representatives  from  the  AMA  Department  of 
Medicine  and  Religion  met  with  the  committee  in 
September  and  November. 

The  objective  of  the  M  &  R  committee  has  been 
to  interest,  inform  and  help  create  a  climate  by  the 
members  of  the  Medical  Society  of  the  State  of 
North  Carolina  to  bring  about  a  closer  understand- 
ing with  the  members  of  the  clergy  in  their  respec- 
tive local  areas. 

There  have  been  at  least  four  joint  meetings  be- 
tween county  medical  societies  and  clergymen  to 
date.  Other  meetings  are  being  planned.  This  com- 
mittee has  worked  with  the  Mental  Health  com- 
mittee to  provide  a  speakers  bureau  and  subjects 
for  county  medical  society  programs  under  the  co- 
operative "TELEPHONERAMA"  project  of  the 
above  committee. 

Dr.  Paul  B.  McCleave,  Director  of  the  AMA  De- 
partment of  Medicine  and  Religion  was  obtained  to 
speak  at  the  Annual  State  Officers  Conference  in 
Pinehurst,  N.  C.  January  29,  1966. 

The  Medicine  and  Religion  Committee  has  felt 
that  it  should  be  a  separate  committee  of  the  Medi- 
cal Society.  Efforts  have  been  made  to  bring  about 
this  separation  in  a  brief  sent  to  President-elect 
Frank  Jones.  Dr.  John  McCain  was  responsible  for 
doing  considerable  backgi'ound  research  and  docu- 
mentation in  the  preparation  of  the  brief. 

The   M   &   R   Committee  has  made   arrangements 


to  have  an  exhibit  at  the  Annual  meeting  of  the 
Medical  Society  of  North  Carolina  in  Asheville 
May  1-4,  1966.  The  exhibit  is  to  be  manned  by 
members  of  the  committee  and  local  clergymen. 

During  the  year  plans  have  been  discussed  and 
formulated  to  sponsor  a  statewide  Symposium  on 
Medicine  and  Religion  in  early  1967.  This  is  to  be 
a  two  and  one-half  day  meeting  at  Chapel  Hill  with 
nationally  known  participants.  This  will  be  the  first 
such  symposium  to  be  held  in  the  Southeastern  sec- 
tion of  the  United  States. 

A  proposed  Medicine  and  Religion  Newsletter  for 
county  society  presidents,  program  chairmen  and 
mental  health  chairmen  is  about  ready  for  its  initial 
distribution.  It  is  hoped  this  can  be  a  semi-annual 
publication  to  inform  and  publicize  the  work  of  this 
committee  and  the  activities  of  local  county  medical 
societies  in  the  field  of  Medicine  and  Religion. 

Jack  W.  Wilkerson,  M.D.,  Chairman 


ADVISORY    COMMITTEE   TO    THE    N.    C. 
DEPARTMENT     OF    MOTOR    VEHICLES 

Since  the  inception  of  the  medical  examination 
in  May  1964  through  March  3,  1966,  this  committee 
through  its  thirty  unidentified  physicians  has  re- 
viewed 2,504  cases.  Of  this  group,  the  committee 
has  recommended  that  twelve  and  a  half  per  cent 
not  be  approved  for  an  operator's  license  in  North 
Carolina  for  medical  reasons.  Only  three  and  a 
half  per  cent  of  the  people  referred  have  been 
found  to  have  no  medical  disease.  Some  thirty  per 
cent  of  the  people,  who  have  been  referred  for 
examination,  have  been  referred  for  mental  prob- 
lems. The  next  two  largest  groups  in  order  ai-e 
neurological  disorders  and  alcoholism.  We  are 
presently  in  the  process  of  analyzing  the  data 
which  has  been  obtained  in  more  detail  through 
the  co-operation  of  Dr.  Charles  M.  Cameron,  Jr., 
U.  S.  P.  H.  We  hope  to  be  able  to  present  an  adden- 
dum to  this  report  by  the  time  the  House  of  Dele- 
gates meets  which  will  spell  out  our  results  in 
more  detail. 

We  are  in  the  process  of  revising  the  medical 
examination  form  so  that  the  information  obtained 
can  be  more  easily  transferred  to  a  computer. 

We  are  most  appreciative  of  the  information 
provided  to  us  by  the  family  physicians  and  we 
urge  each  physician,  who  has  an  examination  of 
this  type  to  perform,  to  give  us  all  the  information 
which  is  required  on  the  examination.  In  North 
Carolina,  we  are  in  a  unique  position  of  having  a 
computer  system  available  to  us  which  will  allow 
us  to  study  in  detail  the  results  which  we  obtain. 
No  other  state  in  the  union,  even  though  they  may 
have  a  medical  review  board,  is  in  this  position. 

Our  committee  is  most  appreciative  of  the  time 
and  the  interest  which  the  thirty  unidentified  con- 
sulting physicians  have  given  to  this  program  and 
we  sincerely  hope  that  their  interest  and  help  will 
continue.  As  this  program  grows,  we  will  seek 
additional  physicians  to  help  us  in  this   evaluation. 


40 


SUPPLEMENT  TO  THE  NORTH  CAROLINA  MEDICAL  JOURNAL 


North  Carolina  is  third  from  the  bottom  in 
traffic  safety  and  in  traffic  deaths.  We  feel  that 
this  proRram  has  a  tremendous  potential  in  helping 
the  Department  of  Motor  Vehicles  remove  from 
the  driving  population  those  people  who  for  medi- 
cal reasons  should  not  be  driving.  We  urge  your 
continued   support  and  co-operation. 

Simmons  I.  Patrick,  M.  D.,  Chairman 


COMMITTEE  ON  NECROLOGY 

The  Committee  on  Necrology  will  report  at  the 
First  Meeting  of  the  House  of  Delegates,  Sunday, 
May   1,  1966. 


COMMITTEE  ON  NEGOTIATIONS 

The  Committee  on  Negotiations  held  no  meetings 
this  year,  had  no  problems  referred  to  it,  and  has  no 
report  to  make. 

William  F.  HoUister,  M.D.,  Chairman 


COMMITTEE   OF   PHYSICIANS  ON   NURSING 

The  Committee  of  Physicians  on  Nursing  has 
continued  very  active  during  the  past  year.  There 
have  been  many  meetings  which  were  called  by 
your  Committee  Chairman  from  health  groups 
concerned  with  nursing  in  the  State  of  North  Caro- 
lina. The  groups  most  actively  interested  are  the 
State  Nurses  Association,  the  State  Hospital  Asso- 
ciation, the  Council  on  Diploma  Schools  in  North 
Carolina,  the  Public  Health  and  Educational  De- 
partments. 

These  meetings  have  had  for  consideration  main- 
ly nursing  education  in  North  Carolina.  This  matter 
has  had  foremost  attention  for  the  past  two  years. 
The  matter  of  nursing  education  was  neglected  for 
several  years  previous  to  this,  during  the  period 
since  1947  in  which  the  chief  matter  of  interest  in 
the  minds  of  the  profession  was  the  building  of 
new  hospitals  and  increasing  the  hospital  beds  in 
the  hospitals  in  North  Carolina.  This  came,  of 
course,  as  a  result  of  the  Hill  IBurton  Act  and 
State  Legislation  providing  funds  for  this  program. 
As  a  result  the  number  of  beds  far  outgrew  the 
development  of  nursing  programs  to  take  care  of 
them. 

The  Committee  has  been  most  interested  in  get- 
ting all  health  groups  together  in  thinking  and 
working  in  unison  towards  the  development  of 
more  Hospital  Schools  of  Nursing. 

The  project  in  which  the  Medical  Society  through 
its  Committee  is  most  interested  is  the  fate  of  the 
Diploma  Schools  of  Nursing  which  produce  over 
90  per  cent  of  the  nurses  which  we  have  in  North 
Carolina. 

Since  the  Ray  Brown  report  on  nursing  educa- 
tion about  two  years  ago  in  which  he  recommended 
Schools  of  Nursing  functioning  under  direction  of 
the  State  Board  of  Higher  Education  and  sup- 
ported by  tax  money,  we  have  been  very  much 
concerned  on  account  of  the  fact  that  no  tax  money 
was    suggested    for   Diploma    Schools    of    Nursing. 


Only  the  Associate  and  Baccalaureate  Degrees  were 
recommended. 

In  the  GUIDLINES  for  educational  facilities  for 
nursing  which  was  worked  out  by  the  State  Nurses 
Association  in  1965  nothing  was  said  concerning 
State  support  for  the  Diploma  Schools  of  Nursing. 
In  fact,  it  was  intimated  that  by  1970  most,  if  not 
all,  of  them  would  be  eliminated  and  we  would 
have  Associate  and  Baccalaureate  Degrees,  or  cam- 
pus nursing  under  supervision  of  the  State  Board 
of  Higher  Education. 

The  Medical  Society  and  its  Committee  are  in- 
terested particularly  in  the  Diploma  or  Hospital 
Schools  not  only  on  account  of  the  great  shortage 
of  nurses  which  would  probably  be  accentuated 
in  the  change  over  to  the  Associate  and  Bacca- 
laureate Degrees,  but  probably  would  decrease  the 
practical  efficiency  of  nurses. 

As  a  matter  of  fact,  the  Medical  Society  is  in 
favor  of  Associate  and  Baccalaureate  Degrees  pro- 
grams and  are  willing  to  cooperate  in  every  way 
that  we  can  with  the  nursing  profession  to  promote 
nursing  education,  and  any  condition  which  might 
better  the  preparation,  the  renumeration,  and  the 
personal  satisfaction  of  nurses.  We  feel,  however, 
that  this  could  all  be  accomplished  as  well  in  the 
Diploma  Schools  of  Nursing.  In  order  to  do  so  it 
would  be  necessary  for  these  Schools  to  have 
financial  aid  from  the  State  in  order  to  have  better 
equipment  and  well  trained  and  well  recognized 
teachers.  Under  the  present  conditions  it  is  im- 
possible for  the  Schools  to  do  this  on  their  own.  We 
feel  they  need  and  should  have  State  aid  along 
with  the  Associate  and  Baccalaureate  Schools  of 
Nursing. 

There  are  many  other  factors  which  come  to 
bear  and  make  for  an  unfair  competition  for  the 
Diploma  Schools,  such  as  the  attraction  of  the 
campus  for  most  young  people  who  are  in  whatever 
course  of  training,  and  the  prestige  which  college 
affiliation  gives  them.  In  many  of  the  Diploma 
Schools,  however,  more  academic  work  can  be 
done  in  connection  with  colleges  which  are  sit- 
uated close  by,  and  especially  in  the  new  com- 
munity colleges  which  are  being  built  so  that  the 
student  would  have  ample  time  for  her  social  and 
general  education  and  not  be  taken  away  so  much 
from  the  bedside  or  practical  training.  Another 
very  important  point  is  the  matter  accreditation 
which  at  present  seems  to  be  in  the  hands  of 
League  for  Nursing  as  the  National  Accreditation 
Board.  Their  requirements  have  risen  to  the  point 
where  it  is  almost  impossible  for  the  nurse  in  the 
average  Diploma  Schools  to  qualify  and  pass  the 
examination.  In  this  connection  serious  considera- 
tion has  been  given  by  the  Medical  Society  for  a 
State  Accreditation  Agency  for  Hospital  Schools 
of  Nursing  rather  than  a  National  Accreditation 
Agency.  However,  if  the  Diploma  Schools  of  Nurs- 
ing are  to  be  accredited  financial  aid  will  be 
necessary. 
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During  the  past  two  years  the  meetings  be- 
tween the  Committee  of  Physicians  on  Nursing,  the 
Hospital  Association,  the  Nurses  Association,  the 
Hospital  Administrators,  the  Public  Health  People 
in  North  Carolina  have  been  productive  of  better 
understanding  and  more  unison  in  action.  Last  year 
a  bill  asking  for  a  million  dollar  appropriation  was 
worked  out  by  the  Committee  of  Physicians  and 
introduced  in  the  General  Assembly  and  presented 
to  the  Health  Committee  of  the  Legislature  by  the 
State  Society  and  passed  the  Committee  with  fav- 
or. However,  when  it  was  brought  before  the  Ap- 
propriation Committee  they  passed  it  to  a  sub-com- 
mittee which  failed  to  pass  it.  Exact  causes  are 
unknown.  It  was  charged  that  it  was  brought  in 
too  late  in  the  press  for  funds  in  the  late  days  of 
the  session. 

At  the  present  time  another  Ad  Hoc  Committee 
has  been  appointed  from  the  groups  mentioned 
above  to  draw  up  another  bill  and  to  find  the  prop- 
er appearance  before  the  Legislative  Study  Com- 
mission to  present  it.  This  Ad  Hoc  Committee  is 
headed  by  Dr.  Ed  Beddingfield,  Chairman  of  the 
Legislative  Committee  of  the  North  Carolina  State 
Medical  Society,  our  legal  counsel  and  others.  So 
far,  no  bill  has  been  drawn  up,  but  will  no  doubt 
be  reported  a  little  later  and  presented  to  the 
Legislature  again  in  1967.  Representatives  from  all 
the  different  health  agencies  have  been  appointed 
and  have  promised  to  appear  at  the  Legislative 
Study  Commission   hearing  when   this   comes   up. 

Finally,  I  would  like  to  say  that  the  Chairman 
of  the  Committe  of  Physicians  on  Nursing  at- 
tended the  national  meeting  of  representatives 
from  the  medical  and  nursing  professions  in  the 
United  States  which  was  held  in  Denver  September 
1965.  This  meeting  concerned  itself  with  the  close 
collaboration  between  physicians  and  nurses,  and 
other  groups  in  planning  of  activities  which  were 
of  common  interest  to  both  groups.  The  idea  was 
to  develop  ways  and  means  to  communicate  with 
representatives  of  nursing  on  a  continuing  basis,  to 
create  a  deeper  understanding  of  mutual  interests 
and  problems,  and  undertake  all  projects  with 
nursing  on  a  colleague  to  colleague  basis.  Much 
valuable  information  was  gained  through  the  dis- 
cussion groups  on  matters  of  interest  to  both  or- 
ganizations as  far  as  better  patient  care  is  con- 
cerned. Much  was  said  also  about  developing  or-t 
ganizations  on  this  basis  in  each  state,  although 
this  has  not  been  done  in  North  Carolina  so  far. 
The  State  Committee  on  Patient  Care  appears  to 
function  in  this  area. 

Another  point  of  interest  to  the  members  of  the 
Committee  and  to  the  State  Society  I  am  sure  is 
the  fact  that  Dr.  Thomas  Hale,  an  uncompromising 
and  ardent  defender  of  the  Diploma  Schools,  will  be 
on  the  program  of  the  State  Medical  Society  in 
Asheville  this  year.  I  might  mention  finally  that 
the  Schools  on  Licensed  Practical  Nurses  in  North 
Carolina  are  doing   a  good   job    and    growing   rap- 


idly, and  are  doing  much  to  fill  the  gap  due  to  the 
shortage  of  nurses.  Furthermore,  they  are  doing  a 
grand  job  of  effectiveness. 

I  wish  to  thank  the  members  of  the  Committee 
of  Physicians  on  Nursing  for  their  very  close  co- 
operation in  the  work  of  the  Committee  during  the 
past  year.  Also,  Dr.  Ed  Beddingfield,  Chairman  of 
the  Legislative  Committee,  who  has  cooperated 
with  all  our  deliberations  and  proposals.  We  have 
had  unusual  support  also  from  the  Headquarters 
office  by  Mr.  James  T.  Barnes  and  Miss  Kay 
Zeigler. 

Fred   C.  Hubbard,   M.D.,   Chairman 


SUBCOMMITTEE    ON 
NURSING    AND   PATIENT    CARE 

This   has  been   a  very  active  year  for  the  N.   C. 
Nursing  and   Patient  Care   Committee  with  follow- 
through  being  made  on  many  existing  projects  and 
several   new  projects  undertaken. 
Hospital  Visitation  Study 

Concerned  with  the  misuse  of  hospital  visiting, 
the  committee  initiated  a  joint  statement  of  pur- 
pose regarding  visitating  which  was  formally  ap- 
proved by  the  major  health  disciplines.  The  agree- 
ment provided  for  individual  and  joint  sponsorship 
of  a  program  to  provide  an  understanding  of  the 
need  of  acceptance  of  proper  visiting  controls.  Using 
a  study  performed  by  the  Department  of  Hospital 
Administration  at  the  University  of  N.  C.  as  a 
guideline,  the  visitation  problem  in  the  state  was 
reviewed  and  an  application  was  made  for  the  sup- 
port of  "Two  Test  Projects  to  Improve  Visiting 
Practice  in  N.  C.  Hospials",  to  be  carried  out  by 
this  committee  in  cooperation  with  the  Department 
of  Hospital  Administration  of  the  U.  N.  C.  School 
of  Medicine.  These  needed  funds  have  been  request- 
ed from  the  United  Medical  Research  Foundation, 
but  final  action  on  this  request  is  not  available  at 
this  time. 
"I  Am  Your  Patient"  Brochure 

From  the  viewpoint  of  the  patient,  this  brochure 
has  been  offered  at  cost  to  hospitals  throughout  the 
state  as  a  continuing  service  since  last  year.  More 
than  35,000  copies  have  been  purchased  by  hospitals 
for  dissemination  to  nurses  and  other  employees. 
"Mrs.  Reynolds  Needs  a  Nurse" — Film 

The  Committee  obtained  this  film  from  Smith, 
Kline  and  French  Laboratories  for  showings  to  per- 
sonnel in  patient  care  over  the  state.  Arrangements 
were  made  for  the  film  to  be  distributed  by  the 
State  Board  of  Health.  Special  promotion  for  the 
film  was  carried  out  through  related  health  organiza- 
tions across  the  state.  The  response  to  this  film  has 
been  overwhelming,  and  two  more  additional  prints 
of  the  film  have  been  requested  by  the  State  Health 
Department  to  shorten  the  waiting  time  of  two 
months  to  receive  a  copy  of  the  film  for  showing. 
Brochure  About  The  Committee 

A  descriptive  brochure  about  this  committee  was 
prepared,  and  seven  hundred  copies  of  this  brochure 
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have  been  distributed  across  the  state.  This  book- 
let describes  the  history,  objectives,  membership, 
officers,  committees,  meetings,  program  topics,  and 
projects  of  this  committee,  as  well  as  a  list  of  the 
membership. 
Emergency  Health  Identification 

A  program  to  promote  persons  carrying  health 
identification  information  is  underway  which  in- 
cludes the  following:  A)  Notes  were  sent  to  the 
N.  C.  Highway  Department,  and  the  N.  C.  Division 
of  the  American  College  of  Surgeons  commending 
them  for  including  a  health  questionnaire  on  the 
back  of  driver  licenses.  B)  Recommendations  were 
also  made  to  the  appropriate  agencies  that  such  in- 
formation also  be  requested  on  the  back  of  Medi- 
care recipients'  cards  and  Blue  Shield-Blue  Cross 
identification  cards. 

Formation  of  Patient  Care  Committee  Function 
Encouraged 

A  brochure  is  being  prepared  describing  the  func- 
tions of  nursing  and  patient  care  committee,  stress- 
ing the  importance  of  cooperative  attitude  between 
the  major  health  discipline  at  the  local  level  in  pro- 
viding health  services. 
Community  Health  Services 

Projects  to  promote  improved  community  health 
resources  including  the  following: 

A) A  memorandum  was  sent  to  the  hospital  ad- 
ministrators across  the  state  encouraging  them  to 
have  compiled  community  health  resource  direc- 
tories in  which  all  the  health  resources  at  the  local 
level  for  each  county  is  listed  in  an  easily  readable 
and  accessible  fashion. 

B)  The  State  Board  of  Health  and  the  other 
agencies  concerned  with  the  Medicare  sei-vices  were 
writen  stressing  the  importance  of  the  need  of  a 
local  health  resource  person  to  ^e  available  to  in- 
struct Medicare  applicants  and  recipients,  as  well 
as  others  in  need  of  health  services,  as  to  what  ser- 
vices are  available,  where  they  are  available,  and 
how  they  can  be  obtained. 
Financial  Report 

The  work  of  this  committee  is  financed  by  volun- 
tary contributions  from  the  parent  agencies  of  the 
committee  members.  Twenty-five  dollars  was  re- 
ceived last  year  from  the  Medical  Society  of  the 
State  of  N.  C,  toward  the  work  of  this  committee. 

John  L.  McCain,  M.  D. 


COMMITTEE   ON    OCCUPATIONAL    HEALTH 

The  Committee  on  Occupational  Health  met  at 
Southern  Pines,  September,  1965.  All  committee 
members  had  been  amply  notified  of  the  meeting 
but  attendance  was  poor. 

The  discussion  centered  around  a  project  of  long 
standing;  namely,  an  occupational  health  program 
for  State  employees.  Such  a  program  has  been 
worked  out  by  members  of  this  committee  but  im- 
plementation continues  to  be  the  problem.  The  com- 
mittee agrees  that  such  a  program  should  be  under 


the  direction  of  the  Occupational  Health  Section  of 
the  State  Board  of  Health.  The  committee  also 
agrees  that  the  Occupational  Health  Section  should 
not  be  a  part  of  the  Epidemiology  Division  which  is 
directed  by  a  doctor  of  Veterinary  medicine. 
Therefore,  it  is  the  concensus  of  this  committee  that 
such  a  proposal  for  State  employees  be  withheld 
until  such  time  as  this  organizational  setup  can 
be   modified. 

It  wa;  determined  that  the  battery  of  screening 
examinations  for  physicians  attending  the  State 
Society  meeting  were  too  expensive  to  be  practical 
or  well  accepted.  This  project  was,  therefore, 
dropped. 

B.  W.  Goodman,  M.D.,  Chairman 


COMMITTEE  LIAISON 

TO    THE    NORTH    CAROLINA 

PHARMACEUTICAL    ASSOCIATION 

The  Committee  Liaison  to  the  North  Carolina 
Pharmaceutical  Association  has  met  several  times 
during  the  year.  We  have  been  concerned  primarily 
with  the  implementation  with  the  Kerr-Mills  Drug 
Program  and  its  relationship  to  the  practice  of 
medicine.  This  Committee  has  served  in  an  advisory 
capacity  to  the  State  Board  of  Public  Welfare.  We 
are  gratified  at  the  success  of  the  Program  thus 
far  and  are  continuing  to  recommend  improvements 
as  we  gain  more  experience  with  the  Program. 

The  Committee  has  adopted  a  statement  on 
interprofessional  relationships  which  the  Executive 
Council  approved  at  their  January  meeting.  This 
has  been  submitted  to  the  North  Carolina  Phar- 
maceutical Association  for  their  approval,  in  which 
case  it  will  be  w-idely  distributed  to  members  of 
both  professions.  It  is  sincerely  hoped  that  mem- 
bers of  the  Medical  Society  will  agree  with  and 
support  the  ideals   of  this   Code. 

The  Committee  has  attempted  to  stay  abreast 
of  the  many  changes  affecting  prescription  drugs 
and  the  affect  on  prescribing  physicians.  Through 
the  public  relations  staff,  members  of  the  society 
have  been  made  aware  of  the  changes  brought 
about  by  Federal  Legislation  known  as  HR  2, 
which  deals  with  amphetamines  and  barbiturates 
and  other  depressant  or  stimulant  drugs.  We  feel 
that  all  members  of  the  society  should  by  now  be 
fully  alert  to  their  responsibilities  under  this  new 
law. 

We  have  met  with  the  Committee  on  Chronic  Ill- 
ness and  with  representatives  of  the  North  Carolina 
State  Nurses'  Association,  The  North  Carolina 
Board  of  Pharmacy,  The  North  Carolina  Phar- 
maceutical Association,  and  The  North  Carolina 
State  Board  of  Health  to  study  the  problem  of 
emergency  drugs  for  use  in  nursing  homes.  Since 
there  are  certain  laws  controlling  usage  of  all 
drugs  this  particular  situation  must  be  handled  in 
a  legally  approved  manner.  Final  rules  and  regula- 
tions will  be  under  the  jurisdiction  of  the  Licensing 
Agency  for  nursing  homes. 


1966  COMPILATION  OF  ANNUAL  REPORTS 

With  more  and  more  Federal  Legislation  in  the 
area  of  medicine  and  pharmacy,  it  seems  that  the 
work  load  for  this  Committee  becomes  greater  and 
we  need  the  help  and  cooperation  of  all  members 
of  the  Society. 

John  T.  Dees,  M.D.,  Chairman 

COMMITTEE  ON  PHYSICAL  REHABILITATION 
The  Committee  recommended  to  the  Executive 
Council  the  establishment  of  strategically  placed 
centers  for  the  care  of  amputees  where  none  now 
exist.  Their  establishment  on  a  fee-for-service  basis 
with  qualified  medical  and  para-medical  staffing 
was  advised  after  evaluating  the  results  of  a  state- 
wide sampling  of  orthopaedic  and  general  surgical 
opinions  carried  out  by  an  amputee  sub-committee. 
The  first  such  clinic  has  since  been  established  in 
Asheville.  Others  are  in  the  planning  stage. 

Opposition  was  made  to  HR  8310  (The  Vocational 
Rehabilitation  Amendments  Act  of  1965),  particu- 
larly the  elimination  of  the  financial  needs  require- 
ment for  the  acceptance  of  Vocational  Rehabilita- 
tion clients.  This  opposition  was  carried  all  the  way 
to  the  American  Medical  Association  and  to  Wash- 
ington, but  the  Act  passed  with  only  token  opposi- 
tion and  was  signed  by  the  President.  North  Caro- 
lina's Division  of  Vocational  Rehabilitation  of  the 
Department  of  Public  Instruction  has  retained  its 
"means  clause"  to  date. 

Opposition  was  also  expressed  by  the  Committee 
to  the  use  of  different  monetary  coefficients  for 
services  of  different  specialties  in  the  Fee  Schedule, 
adopted  by  the  Department  of  Vocational  Rehabili- 
tation. A  uniform  coefficient  for  all  the  specialties 
with  adjustment  of  the  number  of  units  for  a 
specific  service  was  thought  preferable  by  the  Com- 
mittee. 

Walter  S.  Hunt,  M.  D.,  Chairman 

PUBLIC    RELATIONS    COMMITTEE 
The   Committee   on   Public  Relations  held   its   an- 
nual  meeting  at  Pinehurst  on    September   23,   1965 
and  voted  to  continue  the  following  projects: 

1.  Support  the  High  School  Science  Fair  and  in- 
vite an  exhibitor  from  the  Biological  Division 
to  show  his  exhibit  at  the  annual  State  Meet- 
ing. 

2.  Continue  the  distribution  of  "Today's  Health" 
magazine  to  members  of  the  General  Assemb- 
ly, other  state  officers,  and  all  North  Carolina 
Colleges.  A  survey  of  the  colleges  showed  ex- 
tended usuage  by  the  students. 

3.  Authorize  re-editing  of  "Information  Booklet 
For  Physicians"  and  printing  of  1,000  copies  to 
be  distributed  to  all  new  physicians  in  the 
state. 

4.  Commended  the  speech  training  session  held  in 
Durham  last  year  and  recommended  that  an- 
other session  be   scheduled  during  1966. 

5.  Continue  the  Information  Booth  at  North  Caro- 

lina State  Fair  for  1966. 
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6.  Encourage  County  participation  in  Community 
Health  Week  during  November. 

7.  Co-operate  with  the  North  Carolina  Associa- 
tion of  Rescue  Squads  by  providing  trophies 
for  their  annual  convention. 

The  committee  is  presently  reviewing  a  guide  line 
and  check  list  for  procedures  of  grievance  commit- 
tees of  County  Societies.  This  will  be  presented 
after  approval  by  the  whole  committee  to  the  Ex- 
ecutive Council. 

The  Annual  Conference  of  County  Medical  Society 
Officers  and  Committeemen  was  held  January  28 
and  29  at  Pinehurst.  Although  Saturday,  the  29th, 
was  the  coldest  and  snowiest  day  of  the  winter,  I 
am  happy  to  report  that  we  had  a  total  registration 
of  142,  including  82  physician  members  represent- 
ing 41  County  Societies.  A  guide  for  secretaries  was 
distributed  and  the  Friday  evening  session  was  de- 
voted to  the  indoctrination  of  newly  elected  presi- 
dents and  secretaries.  The  Saturday  sessions  were 
extremely  well  attended  and  presented  new  insights 
into  the  problems  of  communications,  ethics,  and 
the  threat  of  Chiropractic  legislation,  and  the  after- 
noon session  was  devoted  to  a  most  instructive  and 
enlightening  discussion  of  public  law  89-97  (Medi- 
care). 

Your  chairman  attended  the  AMA  Institute  of 
Public  Relations  in  August  which  continues  to  be 
outstanding  in  its  presentation  of  all  the  non-scien- 
tific problems  facing  medicine. 

Again  our  thanks  to  Bill  Hilliard,  assistant  ex- 
ecutive director,  and  his  staff  in  Raleigh  for  their 
excellent  work  in  preparing  the  Public  Relations 
Bulletin  and  their  most  valuable  assistance  to  the 
Committee  in   the   performance  of  its  functions. 

Philip  Naumoff,  M.  D.,  Chairman 


Committee  Advisory  to  the 
N.  C.  Department  of  Public  Welfare 

The  Committee  Advisory  to  the  N.  C.  Depart- 
ment of  Public  Welfare  met  twice  officially  this 
year.  The  first  meeting  was  held  at  the  Com- 
mittee Conclave  in  Pinehurst  on  September  23, 
1965.  The  second  meeting  was  at  the  Sir  Walter 
Hotel  on  March  8,  1966  with  representatives  of  the 
Department  of  Public  Welfare. 

Interim  activities  and  business  of  the  Committee 
is  conducted  by  the  Chairman  and  through  the 
offices  of  the  Executive  Director,  203  Capital  Club 
Building,  Raleigh,  N.  C. 

From  time  to  time,  questions  regarding  welfare 
eligibility  for  medical  services  are  received  from 
the  public  and  these  are  answered  and  referred 
to  the   Department  of  Public  Welfare. 

The  Committee  continues  to  serve  as  a  sounding 
board  for  county  medical  societies  and  individual 
medical  society  membership  regarding  questions 
of  welfare  programs  and  particular  incidents. 
Where  the  Committee  has  felt  it  necessary,  this  is 
brought  to  the  attention  of  the  proper  source  in 
order  that  some  workable  solutions  can  be  found. 
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On  several  occasion  this  year,  the  Committee 
has  informed  the  Medical  Society  membership 
through  the  monthly  Public  Relations  Bulletin  on 
Welfare  Department  policy.  This  was  in  regard  to 
the  availability  of  the  payment  from  the  Depart- 
ment of  Public  Welfare  not  to  exceed  $5  to  physi- 
cians for  filling  out  examination  reports  on  per- 
sons applying  for  APTD  or  AFDC.  It  was 
pointed  out  the  county  must  have  funds  available 
to  cover  the   counties  part  of  the  $5. 

It  was  also  brought  to  the  attention  of  the 
membership  that  physicians  have  not  been  re- 
quested to  sign  non-discrimination  pledges  in 
order  to  receive  payment  for  treatment  of  pa- 
tients under  state   and  federaly  assisted  programs. 

The  Committee  continues  to  keep  aware  of  the 
trends  around  the  state  and  country  through  its 
liaison  with  the  American  Medical  Association, 
other  State  Medical  Societies,  and  the  N.  C.  De- 
partment of  Public  Welfare.  The  Chairman,  Com- 
mittee members,  other  officers  and  the  staff  of  the 
Medical  Society  have  attended  many  meetings 
throughout  the  year.  The  Chairman,  has  reported 
from  time  to  time  to  the  Executive  Council  of  the 
Committee's  activities. 

The  46th  Annual  Public  Welfare  Institute  was 
attended  at  the  Sir  Walter  Hotel  in  Raleigh  on 
November  3,  19(35.  The  Chairman  attended  the 
Annual  Meeting  of  the  N.  C.  Health  Council  in 
Durham  on  December  7,  1965. 

With  the  passage  of  Public  Law  89-97,  the  Com- 
mittee has  given  considerable  attention  to  this  law 
particularly  Title  XIX  the  expanded  (Kerr-Mills) 
welfare  medical  services  program.  Due  to  the 
inter-relatedness  of  Title  XVIII  (Medicare)  and 
Title  XIX,  meetings  have  been  held  with  both  the 
N.  C.  State  Board  of  Health  and  the  N.  C.  Depart- 
ment  of   Public  Welfare. 

The  N.  C.  Conference  on  the  Implementation  of 
Medicare  and  Related  Services  sponsored  by  the 
Medical  Society  of  the  State  of  N.  C,  and  the 
Joint  Committee  on  the  Health  Care  of  the  Chrnoi- 
cally  111  and  Aging  on  February  18  and  19,  1966  at 
the  Sir  Walter  Hotel  in  Raleigh  was  participated 
in  by  the  Chairman  and  Committee. 

At  the  request  of  the  Commissioner  of  Welfare, 
Mr.  R.  Eugene  Brown,  this  Committee  Advisory  to 
the  N.  C.  Department  of  Public  Welfare  met  with 
representatives  of  the  Department  of  Public  Wel- 
fare to  discuss  the  implementation  of  Title  XIX  in 
N.  C.  It  was  the  general  feeling  of  those  present 
at  this  meeting  that  N.  C.  would  not  be  ready  to  go 
into  Title  XIX  until  1967.  Mr.  Brown  said  he 
would  be  asking  to  meet  with  this  Committee  from 
time  to  time  to  get  their  advice  regarding  the  im- 
plementation  of  this  law  in   North   Carolina. 

Bruce  B.  Blackmon,  M.D.,  Chairman 


THE    COMMITTEE 
ON    RETIREMENT   SAVINGS    PLAN 
In     1965     the    NORTH     CAROLINA     MEDICAL 


RETIREMENT  SAVINGS  PLAN  was  inaugurated 
for  the  benefit  of  the  members  of  the  Society 
and  their  employees. 

A  summary  of  the  chronology  of  events  leading 
up  to  this  accomplishment  is  attached  to  this  report. 
At  the  meeting  of  the  Committee  at  Pinehurst  in 
September  1965  reports  were  heard  and  plans  were 
made  to  inform  the  membership  of  the  Society  about 
the  RETIREMENT  SAVINGS  PLAN.  During  the 
last  few  months  of  1965  a  number  of  illustrated 
presentations  were  made  to  county  medical  societies 
over  the  state  about  the  PLAN.  A  number  of 
physicians  and  their  employees  have  begun  parti- 
cipation in  the  PLAN.  As  of  February  1,  1966,  41 
physicians  and  15  employees  have  been  enrolled  in 
the   PLAN  and  deposits  totaled  $89,129.77. 

During  1966  the  Committee  and  the  Society  will 
continue  to  make  available  presentations  on  the 
PLAN  to  county  medical  societies  when  invited. 
Also,  long-range  plans  are  being  made  to  keep  the 
advantages  of  the  PLAN  before  the  membership 
and  to  inform  new  members  joining  the  Society 
about  the  PLAN.  Reports  will  be  made  annually 
and  from  time  to  time. 

NORTH   CAROLINA 
MEDICAL  RETIREMENT  SAVINGS   PLAN 
Chronology  of  Events 
Inception  —  Realization 
1957— Dr.  William  A.  Sams  and  Dr.  J.  P.  Rousseau 
presented  a   resolution  which  was  passed  by 
the  House  of  Delegates  indorsing  the  Jenkins 
— Keogh  Bill. 
1958 — Dr.  Lenox  D.  Baker  arranged  for  the  Execu- 
tive Council  to  consider  matters  pertaining  to 
a   Retirement   Plan. 
1959 — A    special    committee    known    as    the    Trust 
Study  Committee  was  appointed  by  President 
Lenox    Baker    to   follow    the    Keogh-Simpson 
Bill  and  to   advise   on   the  feasibility   of  the 
Society's  sponsoring   a   Retirement   Plan. 
1959 — House     of    Delegates     authorized    the    Trust 
Study    Committee    to    act   on    behalf    of    the 
Society    to    implement   the   provisions   of   the 
Keogh-Simpson  Bill  if  and  when  passed. 
1961 — Wachovia    Bank    and     Trust     Company     was 
selected    as   Trustee   of    the    PLAN    and    the 
Minnesota    Mutual    Life    Isnurance   Company 
was   selected    to    handle    the    annuity  portion 
of  the  PLAN. 
1962 — Keogh    Bill    passed    by   Congress   and    signed 

into  law  on  October  12. 
1963— Plans  to  implement  the  NORTH  CAROLINA 
MEDICAL  RETIREMENT  SAVINGS   PLAN 
were    delayed   because    of    lack    of    guide    lines 
and  also  a  jurisdictional  matter  between  the 
Securities  and  Exchange  Commission  and  the 
Comptroller  of  Currency. 
1964 — Uncertainties  were  cleared  away  and  Wacho- 
via    began     preparation     of     instruments     to 
create   the  PLAN.   Instruments   were   studied 
by  lawyers  representing  all   parties. 
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1965 — June  28 — Master  agreement  establishing  the 
NORTH  CAROLINA  MEDICAL  RETIRE- 
MENT SAVINGS  PLAN  AND  TRUST  exe- 
cuted by  President  George  W.  Paschal  for 
the  Society. 

1965— September  15— NORTH  CAROLINA  MED- 
ICAL RETIREMENT  SAVINGS  PLAN  ap- 
proved by  the  Internal  Revenue  Service. 

1965 — October  and  November — Material  dstributed 
and  many  personal  presentations  were  made 
to  inform  the  membership  on  the  NORTH 
CAROLINA  MEDICAL  RETIREMENT  SAV- 
INGS  PLAN. 

1965 — December — First  deposits  received  by  Wa- 
chovia for  participation  in  the  PLAN. 

1966 — Participating  members  now  obtaining  tax  de- 
ferment   on    one    half  of   funds    deposited  in 
the    PLAN    by    filing    Form    2950    SE    with 
their  U.   S.  Individual  Income  Tax  Returns. 
Jesse  Caldwell,  M.  D.,  Chairman 

COMMITTEE  ON  RURAL  HEALTH 
The  Committee  met  in  Pinehurst  on  September 
24,  1965  and  held  two  meetings  with  its  advisory 
committee,  one  in  the  spring  and  one  in  the  fall. 
The  following  activities  have  been  carried  on  by 
the  committee. 

1)  A  State  Rural  Health  Conference,  planned  and 
sponsored  by  the  committee  was  held  in  Raleigh 
in  October,  1965.  Many  facets  related  to  rural 
health  were  discussed  at  this  meeting. 

2)  The  committee  has  continued  to  encourage  4-H 
Club  Health  Improvement  Programs  by  spon- 
soring one  trip  to  the  National  4-H  Club  Con- 
gree  for  the  State  Health  winner,  these  cer- 
tificates to  be  presented  by  a  member  of  the 
county  medical  societies. 

3)  The  committee  recommended  that  TODAY'S 
HEALTH  magazine  continue  to  be  furnished  to 
school  libraries  of  the  county  health  king  and 
queen  winners. 

4)  Continued  emphasis  was  put  on  tetanus  im- 
munizations. Tetanus  immunizations  were  given 
in  conjunction  with  the  State  Health  Depart- 
ment in  a  booth  set  up  at  the  State  Fair  during 
fair  week  and  several  hundred  people  received 
these  immunizations. 

5)  The  committee  furnished  speakers  at  the  Red 
Cross  Aquatic  Schools  held  at  Camp  Blue  Star, 
Hendersonville,  N.  C.  during  the  summer. 

6)  A  memorandum  on  pond  safety  with  sugges- 
tions for  safety  devices  was  sent  to  all  county 
medical  societies. 

7)  The  committee  has  taken  cognizance  of  the 
fact  that  the  A.M. A.  Council  on  Rural  Health's 
National  Rural  Health  Conference  will  meet  in 
North  Carolina,  in  Charlotte,  in  1967  and  has 
offered  all  assistance  that  the  committee  may 
give. 

Edward  L.  Boyette,  M.  D.,  Chairman 


COMMITTEE  ON  SCHOOL  HEALTH 
The  Committee  on  School  Health  of  the  Medical 
Society  of  the  State  of  North  Carolina  has  worked 
closely  with  the  corresponding  committee  of  the 
Dental  Society  of  the  State  of  North  Carolina 
throughout  the  past  year  on  problems  relating  to 
the  medical  and  dental  health  of  school  children.  It 
has  come  to  our  attention  that,  in  addition  to  the 
health  programs  which  are  carried  out  by  various 
departments  and  commissions  in  the  North  Carolina 
State  government,  there  are  Federal  funds  coming 
from  the  Federal  government  to  different  state 
organizations  for  school  health  purposes.  In  some 
cases  these  funds  are  directly  concerned  with  school 
health,  whereas  in  other  cases  the  funds  for  school 
health  related  projects  are  more  or  less  hidden 
within  the  substance  of  the  general  grant.  Because 
of  the  complications  of  administration  of  these  var- 
ious sums  of  money  (which  amount  to  several 
million  dollars  a  year  or  more),  and  because  of  the 
possibility  of  overlapping  and  duplicating  programs 
which  proceed  independently,  the  School  Health 
Committee  has  been  most  anxious  for  the  past 
several  years  in  developing  (or  recommending  that 
there  be  appointed)  a  School  Health  Advisory 
Committee  to  the  State  government.  This  idea  was 
first  proposed  in  1962  and  was  presented  to  Gover- 
nor Terry  Sanford  in  June  of  1964.  Since  Governor 
Sanford  was  going-  out  of  office  it  was  suggested 
by  him  and  his  advisors  that  the  program  be  pre- 
sented to  the  incoming  governor.  The  combined 
School  Health  Committees  of  the  State  and  Medical 
Society  met  with  Governor  Moore  in  his  office  in 
the  Spring  of  1965  to  request  that  such  a  committee 
be  formed.  This  had  been  cleared  with  the  Gover- 
nor's legal  advisor.  After  discussiong  this  in  general 
terms  with  Governor  Moore  the  names  of  some 
seventeen  persons  across  the  state  (representing 
doctors,  dentists,  PTA,  educators,  public  health 
people,  and  other  interested  citizens)  were  sug- 
gested to  the  Governor  as  persons  who  would 
form  an  active,  interested  and  forceful  advisory 
committee.  To  date  we  have  had  no  favorable 
reply  on  our  request;  in  fact  we  feel  that  the  sug- 
gestion of  an  advisory  committee  to  the  Governor 
on  School  Health  has  probably  been  blocked  by 
influential  persons  at  high  State  level.  We  are  in 
the  process  of  planning  how  to  proceed  to  convince 
the  Governor  that  such  an  advisory  committee  is  an 
excellent  suggestion,  and,  in  fact,  in  our  opinion, 
the  only  sensible  way  out  of  a  rather  difficult 
situation  in  which  a  great  deal  of  money  is  involved 
which  can  be  inefficiently  spent  if  the  programs 
are  not  coordinated. 

The  most  recent  case  of  Federal  money  for  public 
health  is  to  be  found  in  Public  Law  89-10,  the 
Primary  and  Secondary  School  Act.  Title  I  of  this 
Act  includes  provision  for  health  services  to  the 
schools.  The  Department  of  Public  Instruction  has 
proceeded  independently  to  utilize  this  money  with- 
out   seeking    advice    or    counsel    from    the    Medical 
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or  Dental  Society  in  the  best  use  of  these  monies 
and  the  best  use  of  medical,  dental  and  nursing 
personnel  involved.  It  was  the  opinion  of  our  Com- 
mittee that  we  were  not  concerned  with  the  law 
itself  but  rather  how  best  it  can  be  implemented  in 
North  Carolina.  It  was  felt  that  it  is  the  Medical 
Society's  responsibility  (and,  therefore,  the  respons- 
ibility of  the  Committee  on  School  Health)  to  see 
that  professional  people  are  not  wasted  and  that 
all  of  the  School  Health  programs  are  coordinated 
and  working  together.  It  is  not  our  function,  on  the 
other  hand  to  interfere  and  intervene  in  any  way  in 
the  portion  of  PL  89-10  which  are  not  concerned 
with  school  health. 

The  Committee  on  School  Health  has  also  been 
concerned  in  the  past  and  has  discussed  during  the 
past  year  the  following  subjects: 

(a)  Medical  aspects   of  sports. 

(b)  A  unified  personal  health  and  medical  record. 

(c)  Codes  of  ethics  and  code  of  conduct  in  ath- 
letic relationships. 

(<1)  School  health  jirograms  as  concerned  in  other 
fields  such  as  "Head  Start",  Cancer,  Stroke 
and  Heart  Progi-ams,  etc. 

(e)  Assistance  and  advice  to  organizations  in- 
terested in  health  careers. 

(f)  Sex  education  in  the  schools. 

(g)  Alcohol  education  in  schools. 

(h)  Opposing  the  sale  of  soft  drinks  and  sweets 
in  school  except  as  a  part  of  the  school  lunch 
program, 
(i)  The  support  of  expanded  school  health  pro- 
grams which  incorporate  proper  safe  guards 
and  guide  lines  for  the  private  physician. 

Michael   P.   Keleher,  M.   D..  Chairman 
Committee   on    School   Health 
Medical  Society  of  the  State  of  N.  C. 


COMMITTEE  ON  SCIENTIFIC  WORKS 
The  Committee  on  Scientific  Works  met  on 
September  23,  1965  in  Pinehurst  for  consideration 
of  the  Program  for  the  1966  Annual  Meeting.  After 
thorough  discussion,  the  Program  was  arranged 
and  fully  agreed  by  the  members  of  the  Committee. 
As  a  result  of  the  inability  of  Drs.  Wilson  and 
Mayes  to  participate  in  the  session  originally  de- 
voted to  a  discussion  of  the  effect  of  environmental 
health  centers  on  medicine  in  North  Carolina,  a 
proposal  has  been  made  that  this  time  be  given'  to 
a  discussion   of  current  nursing  problems. 

David  C.  Sabiston,  Jr.,  M.  D.,  Chairman 


COMMITTEE  ADVISORY  TO 
STUDENT  AMA  CHAPTERS  IN  N.  C.  (SAMA) 
On  May  3,  1965  the  Student  AMA  Chapters  of 
Bowman  Gray,  University  of  North  Carolina  and 
Duke  met  with  the  North  Carolina  Medical  Society. 
From  3  to  4  P.M.  there  was  a  symposium  on  the 
medical  and  surgical  therapy  of  hypertension  pre- 
sented by  Drs.  Henry  Miller,  Jim  Glenn  and  T. 
Fi-anklin   Williams.    From   4  to   5    P.M.   there  were 


scientific  papers  presented  by  students  from  the 
University  of  North  Carolina,  Duke  and  Bowman 
Gray  Medical  Schools.  There  was  a  7  P.M.  dinner 
meeting  at  which  Dr.  George  Paschal,  President 
of  the  State  Medical  Society  was  guest  speaker 
and  for  which  Dr.  E.  J.  Hocutt,  to  be  served  as 
chairman. 

There  have  been  several  meetings  since  this 
meeting  to  plan  for  the  section  of  the  Student  AMA 
Chapters  of  the  North  Carolina  Medical  Society 
meeting-  this  fall  and  a  good  program  has  been 
achieved.  Students  will  be  the  major  participants 
in  a  panel  as  well  as  in  the  presentation  of  papers. 
The  evening  meeting  will  include  Dr.  Ralph  Dunn 
recently  returned  from  voluntary  work  in  Saigon 
as   guest  speaker. 

Effoits  have  been  continuously  made  through 
meetings  at  all  schools  and  in  the  committee  meet- 
ings concerning  the  planning  for  the  spring  pro- 
gram to  bring  attention  of  the  students  to  social, 
legislative  and  administrative  problems  of  medi- 
cine as   well  as   to  scientific   excellence. 

There  has  been  enthusiastic  support  of  the  SAMA 
chapters  by  the  students  themselves,  by  the  mem- 
bers of  your  committee  and  all  other  members  of 
the   state  medical  society. 

William  P.  J.  Peete,  M.  D.,  Chairman 


REPORT  OF 
THE  COMMITTEE  ON  UTILIZATION 
This  report  involves  the  first  consideration  and 
action  of  the  organized  authorized  Committee  on 
Utilization  by  the  Medical  Society  during  the  early 
part  of  1965.  Formerly  this  function  had  been  the 
concern  of  the  Committee  on  Hospital  and  Pro- 
fessional Relations.  However,  during  the  regime  of 
President  Theodore  S.  Raiford  the  Medical  Society 
gave  new  and  pointed  concern  to  need  for  this  type 
of  special  function  for  the  Society  and  the  Medical 
profession  in  the  State.  President  George  W. 
Paschal  cited  renewed  emphasis  to  the  importance 
of  this  function  when  he  appointed  the  Committee 
in  the  spring  of  1965.  Due  to  this  emphasis  the 
Chairman,  with  the  cooperation  of  the  headquarter's 
staff  collected  and  had  referred  to  it  a  great  amount 
of  material  which  was  studied  in  depth  by  the  Com- 
mittee during  the  summer  of  1965. 

The  Utilization  Committee  held  its  first  meeting 
in  Pinehurst  in  September  1965  and  explored  a 
great  amount  of  material  and  some  tentative  out- 
line of  directions  in  developing  a  set  of  guidelines 
to  direct  the  profession  in  respect  to  developing  a 
mechanism  related  to  utilization  review.  The  Chair- 
man, along  with  others  of  the  Committee,  attended 
a  special  conference  conducted  by  the  AMA  in 
Philadelphia  in  late  November,  1965  and  there 
gained  other  experiences  and  suggestions  from  many 
medical  leaders  who  had  given  much  study  to  the 
problem  of  utilization. 

The  Committee  met  again  in  January  1966  and 
debated  for  several  hours  the  most  useful  material 
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and  ideas  which  it  had  gathered  and  at  said  meet- 
ing developed  a  set  of  guidelines  which  it  concluded 
to  recommend  to  the  Executive  Council  for  con- 
sideration and  adoption  as  recommended  guidelines 
for  stimulating  local  medical  staff  and  county 
society  action  in  the  promotion  of  local  utilization 
mechanisms.  Therefore,  the  Committee  presented 
this  material  to  the  Executive  Council  on  January 
30,  1966  and  the  report  and  recommendations  of 
the  Committee  were  approved  by  the  Executive 
Council  with  the  direction  that  the  guidelines  be 
reproduced  by  the  N.  C.  State  Board  of  Health  for 
dissemination  to  all  general  hospital  medical  staffs 
and  to  all  hospital  administrators.  The  adopted 
report  and  recommendations  with  three  related  ap- 
pendices here  follow: 

UTILIZATION   REVIEW 

With  the  passage  of  the  Medicare  Act — Public 
Law  89-97 — the  activation  and  implementation  of 
the  Utilization  Review  Program  became  the  law  of 
the  land.  In  order  to  qualify  each  hospital  or  facility 
must  apply  to  the  North  Carolina  State  Board  of 
Health  for  certification  as  a  Provider  of  Service 
under  P.  L.  89-97.  In  order  to  be  certified  each 
facility  must  submit  in  writing  a  plan  for  Utiliza- 
tion Review  of  medical  services  rendered. 

P.  L.  89-97  (Medicare)  indicates  that  the  Utiliza- 
tion Review  Plan  must  have  two  mechanisms: 

Medical   Necessity   Determination 

1.  Review  of  the  medical  necessity  for  inpatient 
services  during  a  continuous  period  of  extend- 
ed duration.  This  review  must  be  done  as  of 
such  days  as  specified  by  regulations.  This 
could  be  called  Medical  Necessity  Determina- 
tion. All  patients  hospitalized  continuously  for 
30  days  or  longer  will  automatically  be  re- 
viewed at  the  end  of  the  30  day  period,  and 
thereafter  at  15  day  intervals,  by  the  Utiliza- 
tion Review  Committee. 

Utilization  Evaluation 

2.  The  second  mechanism  serves  for  retrospective 
review  of  admissions,  duration  of  stay,  and 
professional  services  furnished  (including 
drugs  and  biologicals)  with  regard  to  their 
medical  necessity  and  the  efficient  use  of 
facilites  and  services — Utilization  Ei'aluation. 

Exhibit  I  (attached)  is  submitted  as  a  possible 
guide  in  developing  Utilization  Review  Forms.  Each 
individual  hospital  or  facility  will  devise  its  ovm 
mechanism  for  review  on  a  sampling  basis  or  in 
depth  as  indicated  by  the  requirements  of  that 
institution.  All  cases  admitted  to  a  facility  are 
subject  to  review  by  the  Utilization  Review  Com- 
mittee. Each  facility  shall  determine  its  own  samp- 
ling procedures.  These  plans  must  meet  the  ap- 
proval of  the  North  Carolina  State  Board  of  Health 
as  the  officially  designated  agency  for  certification 


of  Providers  of  Service  under  P.  L.  89-97. 

Under  Utilization 

The  Utilization  Review  Committee  should  be 
alerted  to  look  for  under  utilization  as  well  as 
over  utilization. 

Local   Utilization   Review   Committees 

The  Local  Utilization  Review  Committees  shall 
consist  of  2  or  more  members  as  required  by  the 
law.  Membership  should  include  the  chiefs  of  each 
major  department  or  a  representative  designated 
by  the  chief. 

Full  time  staff  physicians  from  the  department 
of  radiology,  pathology,  and  anesthesiology  should 
be  represented. 

A  member  of  the  hospital  administration  should 
attend  the  meetings  without  voting  privileges.  He 
should  be  responsible  for  the  minutes  of  the  meet- 
ing and  for  furnishing  information  on  administra- 
tive procedures  and  policies  which  the  committee 
may  request. 

The  medical  records  librarian,  the  operating  room 
supervisor,  or  any  hospital  department  head  may  be 
asked  to  sit  in  on  the  meetings. 

It  is  recommended  that  members  of  the  committee 
serve  two  or  more  years  and  new  appointments  be 
staggered  so  that  experienced  members  at  all  times 
be  on  the  committee. 

The  committee  should  meet  one  or  more  times 
each  month.  Review  of  cases  and  records  may  be 
done  by  the  committee  members  prior  to  the  meet- 
ing. 

The  committee  has  no  disciplinary  powers.  The 
committee  reports  its  findings  and  recommendations 
to  the  medical  staff  for  its  action. 

H.   Fleming   Fuller,  M.D.,    Chairman 

(See  Exhibit  I,  a  possible  utilization  Review 
form,  on  page  57,  at  end  of  reports.) 


REPORT  OF  THE  DELEGATES  TO  THE  AMA 

During  the  past  year,  there  has  been  much 
activity  on  the  national  scene  of  medicine  which 
has  resulted  in  very  active  meetings  of  the  House 
of  Delegates.  There  were  three  such  meetings — one 
called  in  October  in  addition  to  the  regular  meet- 
ings in  June  and  November. 

The  following  gives  the  activities  of  the  June, 
October,  and  November  meetings: 

The  American  Medical  Association's  114th  An- 
nual Convention  was  held  in  New  York,  June  20-24, 
1965.  Dr.  James  Z.  Appel,  Lancaster,  Pennsylvania, 
was  installed  as  President  for  the  coming  year. 
Dr.  Charles  L.  Hudson  of  Cleveland,  Ohio,  a  mem- 
ber of  the  AMA  Board  of  Trustees  since  1961,  was 
named   President-Elect. 

The  1965  AMA  Distinguished  Service  Award 
was  won  by   Dr.   Tinsley   R.   Harrison   of  Birming- 
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ham,  Alabama,  for  his  outstanding  work  in  the 
field  of  cardiovascular  diseases.  In  general,  this  was 
a  most  successful  convention.  Out  of  a  total  of 
64,517  registrants  attending  this  convention,  24,268 
were  physicians. 

During  the  four  day  session,  there  were  many 
controversial  issues  discussed,  the  most  important 
one  being  health  care  Isgislation  and  the  suggested 
activities    and    actions    of  the    House  of   Delegates. 

There  wei-e  10  resolutions  and  portions  of  the 
inaugural  address  directed  to  this  area.  After  much 
discussion,    the    following    resolution    was    adopted: 

"The  phy.^icians  of  the  United  States  of  America 
pledge  themselves  to  continue  their  search  and 
activity,  in  whatever  social  environment  may  de- 
velop, to  secure  or  to  restore  the  freedom,  high 
quality  and  availability  of  medical  care  which  has 
been    traditional    in    our   country. 

"When  the  fate  of  the  pending  medicare  legisla- 
tion is  determined,  this  House  will  review,  in 
special  session  if  necessary,  the  effect  of  the  law 
and  take   whatever   action    is  deemed   necessary.. 

"In  keeping  with  the  testimony  before  your 
Committee,  and  the  e.xpressed  policies  of  this 
House,  this  action  should  in  no  way  be  interpi'eted 
as  a  change  in  Section  6  of  the  'Principles  of 
Ethics'  of  the  American  Medical  Association  which 
plsinly  states:  'A  physician  should  not  dispose  of 
his  services  under  terms  or  conditions  which  tend 
to  interfere  with  or  impair  the  free  and  complete 
exercise  of  his  medical  judgment  and  skill  or  tend 
to  cause  a  deterioration  of  the  quality  of  medical 
care';  and  that  this  House  of  Delegates  reaffirm 
the  principles  of  the  Bauer  amendment  adopted 
in  1961. 

"The  House  of  Delegates  reaffirm  the  nine 
princip'es  for  standards  of  health  care  programs 
as  adopted  by  the  House  of  Delegates  in  its  special 
meeting  February  7,  1965,  and  amended  to  read 
as  follows: 

'(1)  No  person  needing  health  care  shall  be  de- 
nied such  care  because  of  the  inability  to  pay 
for  it. 

'(2)  It  is  appropriate  that  government  revenues 
be  used  to  finance  health  care  when  other 
resources  have  been    found    to   be   inadequate. 

'(3)  Every  level  of  government,  municipal,  county, 
state  and  federal,  should  assume  a  responsible 
share   in  the  financing   of  such  programs. 

'(4)  The  health  care  provided  by  such  programs 
should  be  adequate  and  should  be  equal  to 
that  available  to  those  who  can  afford  to  pay. 

'(5)  Maximum  use  should  be  made  of  voluntary 
prepayment    and   insurance    mechanisms. 

'(6)  Administration  of  such  program  should  be  the 
responsibility  of  the  state  government.  Par- 
ticipating states  should  be  required  to  meet 
adequate  standards  of  administration  in  order 
to  qualify  for  federal  funds. 

'(7)  Eligibility  requirements  for  benefits  should 
be  fair,  realistic,  uncomplicated  and  practical. 


'(8)    Any   such   health    care    programs    should    pro- 
vide funds  only,  and  not  direct  services. 
'(9)    Funds    for    such    programs    may    come    from 
general    tax     revenues    and    not    from     social 
security   taxes.'  " 

As  an  outcome  of  this  and  other  actions  referable 
to  legislation,  the  House  adopted  another  resolution 
which  included  the  following  statement: 

"This  House  of  Delegates  restate  its  offer  to 
meet  with  the  Pi-esident  of  the  United  States 
through  our  Lgislative  Task  Force  to  discuss  pro- 
posed medical  care  legislation  with  a  view  to  safe- 
guarding the  continued  provision  of  the  highest 
quality  and  availability  of  medical  care  to  the 
people  of  the  United  States. 

"The  House  of  Delegates  of  the  American  Medi- 
cal Association  instruct  the  Board  of  Trustees  of 
the  American  Medical  Association  to  embark  im- 
mediately on  active  campaign  to  inform  the  mem- 
bership of  the  American  Medical  Association  of 
the  grave  considerations  in  adhering  to  our  princi- 
ples of  ethics  posed  by  legislation  now  pending 
before  Congress. 

"The  American  Medical  Association  strongly  urge 
those  branches  of  the  government  interested  in  the 
formulation,  the  enactment,  and  the  implementa- 
tion of  laws  which  deal  with  the  provision  of  pro- 
fessional medical  services  to  the  public  to  seek  and 
utilize  the  advice  and  assistance  of  the  physicians 
who  will  render  such  services.  Such  advice  and 
assistance  should  be  received  through  our  chosen 
representatives,  the  officers  of  the  American  Medi- 
cal Association. 

"The  American  Medical  Association  intensify  its 
efforts  to  modify  all  such  pertinent  legislation, 
employing  the  necessary  means  and  appropriate 
actions  to  the  end  that  the  health  of  the  public  and 
the  pursuit  of  excellence  in  medicine  be  unimpaired 
by  such  legislation. 

"The  American  Medical  Association  make  every 
effort  to  continue,  and  where  necessary,  to  expand 
its  communication  activities  so  that  all  physicians 
as  members  of  component  medical  societies  will  be 
promptly,  continuously  and  completely  informed  of 
developments  in  this  critical  area  during  the  coming 
months." 

There  was  much  discussion  in  regard  to  the 
DeBakey  Commission  Report  and  after  reviewing 
7  resolutions,  the  following  policy  was  adopted  by 
the  House: 

"The  American  Medical  Association  point  with 
pride  to  the  immense  strides  made  in  the  ap- 
proaches to  the  conquest  of  heart  disease,  cancer, 
and  stroke  under  existing  patterns  of  research  and 
medical  practice;  strongly  favoring  the  use  of 
available  financial  support  for  extension  of  these 
patterns  rather  than  replacement  by  a  complex  of 
medical   control  centers  and  satellites. 

"The  American  Medical  Association  oppose  those 
particular  Commission  recommendations  which  call 
for  and  have   stimulated  proposals  for  hastily  con- 
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trived  and  unproven  sweeping  changes  in  the  pat- 
tern of  medical  research,  education,  and  patient 
care. 

"The  component  state  medical  associations  be 
urged  to  conduct  conferences  with  medical  educa- 
tors and  scientists,  medical  staffs  of  hospitals, 
medical  society  representatives,  and  other  interested 
parties,  for  the  purpose  of  exchanging  information 
and  for  the  development  of  such  recommendations 
as  may  be  appropriate  for  the  continued  improve- 
ment of  medical  education,  research  and  patient 
care. 

"The  state  medical  associations  be  urged  to  re- 
port findings  and  recommendations  resulting  from 
these  conferences  to  the  AMA  Board  of  Trustees, 
for  the  information  of  the  Board,  its  councils,  and 
the  Association  members." 

In  1963,The  Gundersen  Committee  was  appointed 
to  review  the  size,  make-up,  and  function  of  the 
House  of  Delegates.  The  preliminary  report  from 
this  committee  was  received.  Action  is  to  be  taken 
at  the  December  meeting  in  Philadelphia  because 
of  some  points  of  the  report  being  unfinished. 

In  miscellaneous  action  taken  on  73  separate 
resolutions  and  many  reports  from  councils,  com- 
mittees. Board  of  Trustees,  and  the  House  of  Dele- 
gates, the  highlights  are  included: 

1.  Urged  medical  schools  and  agencies  concerned 
with  continuing  education  to  incorporate  "appropri- 
ate learning  experiences"  for  physicians  in  counsel- 
ing relating     to  sexual  attitudes  and  behavior. 

2.  Recommended  that  component  medical  socie- 
ties be  urged  to  encourage  the  establishment  of 
cancer  registries  in  the  local  hospital  but  this  was 
not  made  a  requirement  for  accreditation  by  the 
Joint  Commission  on  the  Accreditation  of  Hospitals. 

3.  Instructed  the  Council  on  Medical  Service  to 
remain  alert  to  Veterans  Administration  policies 
and  provisions  on  treatment  of  veterans  by  private 
physicians,  especially  referable  to  prescriptions. 
Advised   meeting   with  pharmacies  in   this   area. 

4.  Reaffirm  policy  concerning  the  practice  of 
radiology,  pathology,  anesthesiology,  and  physical 
medicine  in  hospitals. 

5.  Reaffirm  the  policy  that  human  blood,  as 
living  tissue,  should  not  be  purchased  under  in- 
surance contracts. 

6.  Urge  state  and  local  societies  to  encourage 
development  of  Explorer  Scout  Program  for  Medi- 
cal Specialty  Posts. 

7.  Adopted  a  resolution  calling  for  a  continued 
effort  to  secure  the  passage  of  legislation  which 
will  remove  tax  discrimination  against  professional 
people. 

8.  Directed  the  Board  to  review  the  subject  of 
federal  assistance  for  operating  expenses  for 
health  and  medical  education  facilities. 

9.  Directed  the  Board  to  study  opportunities 
and  problems  associated  with  operation  Head  Start 
and  other  programs  now  operating  under  the 
Economic  Opportunity  Act. 
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10.  Referred  to  the  Council  on  Medical  Educa- 
tion the  resolution  for  approval  of  American 
Board  of  Family  Practice. 

11.  Urge  the  Council  on  Medical  Education  to 
establish  a  standard  date  of  appointment  for  all 
approved   residency  training  programs. 

12.  Encourage  state  and  county  medical  societies 
in  the  formation  of  state  Association  of  Profes- 
sions. 

13.  The  Resoultion  introduced  by  the  North 
Carolina  Delegation  for  the  formation  of  long- 
term  planning  and  projects  was  referred  to  the 
Board  of  Trustees. 

In  addition  to  the  election  of  Dr.  Hudson,  the 
following  additional  offices  were  filled  at  this 
meeting: 

Dr.  Irvin  E.  Hendryson  elected  to  the  Board  of 
Trustees;  Dr.  W.  Andrew  Bunten,  Cheyenne,  Wyo- 
ming, elected  to  Association's  Vice  Presidency;  Dr. 
Milford  O.  Rouse  and  Dr.  Walter  C.  Bornemeier 
were  re-elected  Speaker  and  Vice  Speaker  respec- 
tively of  the  House  of  Delegates;  Dr.  Bland  W. 
Cannon  was  elected  to  the  Council  on  Medical  Edu- 
cation; to  the  Council  on  Medical  Service.  Dr.  C.  A. 
Hoffman  of  West  Virginia  and  Dr.  Russell  B.  Roth 
of  Erie,  Pennsylvania  were  re-elected;  Dr.  George 
D.  Johnson  of  Spartanburg,  South  Carolina  was 
re-elected  to  the  Council  on  Constitution  and  By- 
laws. 

A  Special  Session  of  the  AMA  House  of  Dele- 
gates was  held  in  Chicago  on  October  2-3,  1965. 
This  entire  agenda  was  referable  to  the  legislative 
activities   and   action    of  Public    Law   89-97. 

The  House  became  a  committee  as  a  whole  and 
heard  reports  by  legal  counsel  in  reference  to  non- 
participation  by  individual  physicians.  He  likewise 
advised  that  this  technique  could  not  be  sponsored 
by  groups,  such  as  the  AMA  House  of  Delegates 
or  any  other  organization,  as  it  would  be  breaking 
the  anti-trust  law.  Many  alternate  proposals  were 
made  by  the  various  segments  of  the  House  and 
members  of  the  AMA  who  were  visitors  to  the 
meeting.  All  were  thought  to  be  illegal  according 
to  legal  counsel.  Over  125  witnesses  testified  and 
recommended  actions  of  various  types.  After  heav- 
ing these  recommendations,  the  committee  develop- 
ed  several   policy   statements. 

1.  "Legal  counsel  for  the  American  Medical 
Association  has  stated  that  an  individual  physician 
acting  independently  and  not  in  concert  with  others 
can  lawfully  refuse  to  accept  any  person  as  a 
patient  who  is  a  beneficiary  under  the  program, 
or  he  may  elect  to  treat  such  persons." 

2.  "The  American  Medical  Association  opposes 
any  program  of  dictation,  interference,  or  coercion, 
whether  direct  or  indirect,  affecting  the  freedom  of 
choice  of  the  physician  to  determine  for  himself 
the  extent  and  manner  of  participation  or  financial 
arrangement  under  which  he  shall  provide  medical 
care  to  patients  under  Public  Law  89-97." 

3.  Reiteration     of     the     Bauer    Amendment    as 
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adopted   in   1961   an   dthe  9   principles  for  standard 
of  health  care  adopted  in  1965. 

BAUER    AMENDMENT 
ADOPTED— A-61 

The  House  of  Delegates  of  the  American  Medical 
Association  records  its  opposition  to  any  legislation 
of  the  King-Anderson  type.  Its  opposition  is  based 
on  the  facts  that  such  legislation  does  not  meet  the 
needs  of  the  situation;  interferes  with  the  doctor- 
patient  relationship;  interferes  with  the  rights  of 
doctors  employed  in  hospitals;  is  inordinately  ex- 
pensive; leads  inevitably  to  further  encroachments 
by  government  into  medical  care;  results  eventually 
in  a  deterioration  of  the  type  of  medical  care 
rendered  the  public;  and  is  therefore  detrimental 
to  the  public  interest. 

The  House  of  Delegates  invites  attention  to  the 
fact  that  the  medical  profession  is  the  only  group 
which  can  render  medical  care  under  any  system 
and  that  the  medical  profession  is  best  qualified 
to  determine  how  the  best  medical  care  can  be 
delivered. 

The  House  of  Delegates  believes  that  the  medical 
profession  will  see  to  it  that  every  person  receives 
the  best  available  medical  care  regardless  of  his 
ability  to  pay;  and  it  further  believes  that  the 
profession  will  render  that  care  according  to  the 
system  it  believes  is  in  the  public  interest;  and  that 
it  will  not  be  a  willing  party  to  implementing  any 
system  which  we  believe  to  be  detrimental  to  the 
public  welfare. 

NINE  PRINCIPLES  FOR  STANDARDS  OF 

HEALTH  CARE  PROGRAMS 

ADOPTED— S-65 

(1)  No  person  needing  health  care  shall  be  denied 
such  care  because  of  the  inability  to  pay  for  it. 

(2)  It  is  appropriate  that  government  revenues  be 
used  to  finance  health  care  when  other  re- 
sources have  been  found  to  be  inadequate. 

(3)  Every  level  of  government,  municipal,  county, 
state  and  federal,  should  assume  a  responsible 
share  in  the  financing  of  such  programs. 

(4)  The  health  care  provided  by  such  programs 
should  be  adequate  and  should  be  equal  to  that 
available  to  those  who  can  afford  to  pay. 

(5)  M3ximum  use  should  be  made  of  voluntary 
prepayment   and   insurance   mechanisms. 

(6)  Administration  of  such  program  should  be  the 
responsibility  of  the  state  government.  Partici- 
pating states  should  be  required  to  meet  ade- 
quate standards  of  administration  in  order  to 
qualify  for  federal  funds. 

(7)  Eligibility  requirements  for  benefits  should  be 
fair,  realistic,  uncomplicated  and  practical. 

(8)  Any  such  health  care  programs  should  provide 
funds  only,  and  not  direct  services. 

(9)  Funds  for  such  programs  may  come  from 
general  tax  revenues  and  not  from  social  se- 
curity taxes. 

The  House  also  adopted  resolutions  involving 
regulations  of  Public   Law  89-97  as  outlined. 


(a)  "The  American  Medical  Association  shall 
continue  to  meet  with  representatives  of  agencies 
and  departments  of  the  Federal  Government,  to 
participate  in  such  advisory  committees  which  are 
created,  and  to  contribute  whatever  advice  and 
suggestions  are  deemed  advisable  and  necessary  in 
the  formulation  and  revision  of  regulations  which 
will  help  it  achieve  Medicine's  objectives  on  behalf 
of  the  public  and  the  profession." 

(b)  "The  American  Medical  Association  urges 
every  physician,  regardless  of  the  extent  of  his 
involvement,  to  render  whatever  advice  and  assis- 
tance he  can  so  that  regulatory  changes  and/or 
legislative  modifications  may  be  suggested  or 
sponsored  by  the  American  Medical  Association  in 
order  that  the  best  interests  of  the  public  and  the 
profession  may  be  protected  in  the  provision  of 
medical  care." 

(c)  "This  House  of  Delegates  expresses  confidence 
in  the  Board  of  Trustees  of  the  American  Medical 
Association,  its  Advisory  Committee,  and  the 
three-man  Consultant  Committee  on  Public  Law 
89-97  for  their  continuing  efforts  to  secure  regu- 
lations which  are  in  the  best  interests  of  good 
patient  care." 

The  Board  of  Trustees  added  Dr.  Donovan  Ward 
to  the  .Advisory  Committee  and  appointed  three 
consultants  to  the  Public  Law  Committee;  namely, 
Dr.  Amos  Johnson  of  North  Carolina,  Dr.  Edward 
Annis,  Miami,  Florida,  and  Dr.  William  0.  LaMotte, 
Wilmington,   Delaware. 

Thereafter  miscellaneous  actions  were  taken  on 
such  items  as 

1.  certification   of  the   physicians, 

2.  recommendations  for  insurance  intermediaries 
were  left  to  the  appropriate  state  and  the  local 
medical  society  for  expression  of  their  selection  of 
a  carrier, 

3.  reasonable  fees  were  discussed  and  sugges- 
tions adopted  that  disputes  over  the  fees  should  be 
resolved  with  the  appropriate  local  medical  society 
participation, 

4.  Utilization  Review  Committee  should  be  com- 
posed of  practicing  physicians, 

5.  full  explanation  of  compensation  for  services 
should  be  rendered  to  the  physician  to  enable  him 
to  decide  whether  he  wants  to  receive  a  compensa- 
tion from  federal  agency  or  bill  the  patient  directly, 

6.  the  complete  legal  opinion  by  the  AMA  coun- 
sel was  made  available  to  those  desirous  at  their 
expense  for  copies, 

7.  separation  of  professional  fees  from  hospital 
charges  were  recommended  and  regulations  involv- 
ing same  were  to  be  promulgated, 

8.  recommendations  of  the  current  reports  from 
the  Advisory  Committee  be  given  to  the  House  of 
Delegates  and  the  state  associations  so  this  infor- 
mation could  be  disseminated  to  the  various  local 
societies  and  members  thereof.  Other  means  of 
communication,  including  the  AMA  News,  AMA 
Journals,    and    publications,  should  be   used   to    the 
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fullest  extent  to  keep  the  membership  informed  of 
activities. 

9.  The  Resolution  referable  to  a  long-range 
planning  committee  was  referred  to  the  Trustees 
for  action. 

Thus,  a  very  healthy  period  of  discussion,  testi- 
mony, and  reports  on  legal  potentialities  were  given 
to  the  delegates  and  action  was  taken  accordingly. 
Policies  were  set  up  to  function  in  this  light. 

The  third  meeting  of  the  House  of  Delegates 
during  1965  occurred  on  November  28  through 
December  1  in  Philadelphia,  Pennsylvania.  The 
following  subjects  contributed  most  to  the  meeting 
and  the  actions  which  followed  at  this  meeting. 

"Usual  and  customary"  fees  and  prevailing  fees, 
abortion  and  sterilization,  billing  and  payment  for 
medical  services,  membership  dues,  organization  of 
the  House  of  Delegates,  and  federal  health  care 
laws  were  among  the  major  subjects  acted  upon  by 
the  House  of  Delegates  at  the  American  Medical 
Association's  19th  Clinical  Convention  held  Nov. 
28-  Dec.  1  in  Philadelphia. 

The  House  elected  Dr.  Drew  M.  Peterson  of 
Ogden,  Utah,  to  fill  an  unexpired  term  on  the 
Council  on  Medical   Service. 

"Usual  and  Customary"  and  Prevailing  Fees 
One  of  the  most  controversial  issues  before  the 
House  and  the  Reference  Committee  on  Insurance 
and  Medical  Service  was  the  "usual  and  customary" 
fee  concept  and  the  prevailing  fees  program  of  the 
National  Association  of  Blue  Shield  Plans. 

The  House  reaffirmed  its  support  of  the  "usual 
and  customary"  fee  concept  as  the  basis  for  re- 
imbursing physician  participants  in  government 
programs  at  all  levels  of  government.  It  also  urged 
"the  individual  physician's  usual  and  customary 
fee  concept  to  all  third  parties." 

It  took  this  action  after  modifying  a  Board  of 
Trustees'  report  on  the  new  "prevailing  fees"  pro- 
gram of  NABSP.  The  modified  report  recommend- 
ed: 

"That  the  concept  of  the  prevailing  fees  program 
of  the  NABSP  be  noted  as  one  of  the  methods  of 
compensation  in  those  regions  where  the  prevailing 
fees  program  is  approved  by  the  local  or  state 
medical  society." 

In  its  report,  the  Board  recalled  a  statement 
adopted  by  the  House  at  the  1965  Annual  Conven- 
tion, which  recommended  that  when  government 
assumes  financial  responsibility  for  an  individual's 
health  care,  reimbursement  for  professional  serv- 
ices should  be  on  the  same  basis  as  in  the  case  of 
other  indispensable  elements  of  health  care. 

"Therefore,  reimbursement  for  the  services  of 
physicians  participating  in  government-supported 
programs  should  be  on  the  basis  of  'usual  and 
customary'  fees,"  the  statement  said. 
Abortion  and  Sterilization 
Recommendations  for  the  enactment  of  legisla- 
tion to  legalize  abortion  and  sterilization  under 
certain   conditions   were  referred  to   the   Board   for 
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further  study.  This  action  was  taken  after  the 
House  had  received  a  report  from  the  Board  con- 
taining the  recommendations  of  the  Committee  on 
Human  Reproduction. 

The  House  concurred  in  the  reference  commit- 
tee's report  that  "it  is  not  appropriate  at  this  time 
for  the  AMA  to  recommend  the  enactment  of  legis- 
lation in  this  matter  (abortion)  for  all  states.  The 
problem  is  essentially  one  for  resolution  by  each 
state  through  action  of  its   own  legislature." 

It  also  endorsed  a  statement  that  "appropriate 
legislation  be  enacted,  wherever  necessary,  so  that 
all  physicians  may  legally  give  contraceptive  in- 
formation to  their  patients,  consistent  with  the 
policy  statement  of  December,  1964,  and  with  the 
judgment  and  conscience  of  each  individual  physi- 
cian." 

Billing  and   Payment   for   Medical   Services 

Eight  statements  on  fees  charged  by  physicians 
for  medical  services  were  affirmed  by  the  House. 
These  are  applicable  "irrespective  of  whether  such 
fees  are  paid  by  the  patient,  or  paid  or  reimbursed 
in  whole  or  in  part  under  Public  Law  89-97,  or  any 
other  third  party  plan,"  the  House  stated.  Here  are 
the  eight  statements: 

"1.  The  intimate  relationship  between  physician 
and  patient  is  served  best  without  the  interposition 
of  any  third  party  carrier,  whether  in  the  area  of 
diagnosis  and  treatment  or  the  payment  for  these 
services. 

"2.  It  is  the  patient's  responsibility  to  deal  with 
third  party  carriers  in  the  area  of  financial  assis- 
tance provided  that  the  physician  is  at  all  times 
mindful  of  his  obligations  to  the  patient  under 
Section  1   of  the  Principles  of  Medical  Ethics. 

"3.  The  physician-patient  relationship  is  served 
best  when  there  is  an  advance  understanding  re- 
garding the  payment  of  fees  and  the  physician  bills 
the  patient  directly  for  services  rendered.  However, 
the  physician  is  ethically  free  to  choose  in  each 
case  the  manner  in  which  he  is  to  be  compensated, 
based  upon  the  exercise  of  his  independent  judg- 
ment. 

"i.  The  American  Medical  Association  does  not 
approve  of  any  program  which  may  directly  or  in- 
directly promote  the  charging  of  excessive  fees  or 
which  interferes  with  the  physician's  right  to 
charge  fees  commensurate  with  the  sei'vices  he 
renders. 

"5.  The  American  Medical  Association  opposes 
any  program  of  dictation,  interference,  or  coercion, 
whether  direct  or  indirect,  affecting  the  freedom  of 
choice  of  the  physician  to  determine  for  himself  the 
extent  and  manner  of  participation  or  financial 
arrangement  under  which  he  shall  provide  medical 
care  to  patients  under  Public  Law  89-97,  or  other 
third-party  plans. 

"6.  It  should  be  remembered  that  insurance  does 
not  create  any  new  wealth.  It  merely  assists  in 
conservation.  Insurance  may  conserve  the  ability 
of  an  insured  person  to  fulfill  his  normal  financial 


52 


SUPPLEMENT  TO  THE  NORTH  CAROLINA  MEDICAL  JOURNAL 


obligations.  It  does  not  enhance  his  ability  to  dis- 
charge added  responsibilities  if  they  are  in  the 
form  of  increased  fees.  To  use  insurance  as  an 
excuse  to  revise  professional  fees  upward  is  but  to 
contribute  to  the  defeat  of  its  purpose.  If  these 
indisputable  and  self-evident  facts  are  not  em- 
braced by  the  entire  membership  of  the  profession, 
then  it  will  have  dealt  irreparable  harm  to  the 
whole  movement.  Also,  any  such  failure  might  give 
impetus  to  whatever  demand  now  exists  for  forcing 
rigid  benefit  schedules  on  the  professional.  (The 
foregoing  is  from  a  report  of  the  Council  on  Medi- 
cal Services  to  the  House  of  Delegates  at  the  Clini- 
cal Meeting  in  1954). 

"7.  The  charging  of  an  excessive  fee  is  unethical 
and  is  contrary  to  Section  7  of  the  Principles  of 
Medical  Ethics.  The  physician's  fee  should  be 
commensurate  with  the  services  rendered  and  the 
patient's  ability  to  pay.  (The  foregoing  is  from  a 
report  of  the  Judicial  Council  which  was  approved 
by  the  House  of  Delegates  at  the  Clinical  Meeting 
in  1960.) 

"8.  It  is  not  contrary  to  conscience  for  the 
physician  to  consider  the  patient's  ability  to  pay 
if  he  fixes  his  particular  fee  within  reasonable 
limits.  In  matters  relating  to  fees,  the  physician 
should  try,  to  the  best  of  his  ability,  to  insure 
justice  to  the  patient  and  himself  and  respect  for 
his  profession.  (The  foregoing  is  from  an  opinion 
of  the  Judicial  Council  in  1958.)." 
Membership    Dues 

A  $25-a-year  increase  in  membership  dues,  effec- 
tive Jan.  1,  1967,  was  endorsed  by  the  House  when 
it  was  informed  by  the  Board  that  additional  in- 
come will  be  needed  by  then  to  avoid  deficit  spend- 
ing. 

The  increase,  to  $70  a  year  for  the  AMA's  165,000 
dues-paying  members,  will  go  before  the  House  for 
final  action  at  the  1966  Annual  Convention  because 
AMA  Bylaws  state  that  annual  dues  may  be  pre- 
scribed by  the  House  only  for  the  ensuing  calendar 
year. 

Board  Chairman  Percy  E.  Hopkins,  M.D.,  told 
the  House  that  "during  1964  and  1965,  the  AMA 
will  have  incurred  an  operating  deficit  of  more 
than  1  million  dollars."  The  budget  for  1966,  he 
said,  is  now  narrowly  in  balance. 

The  1966  budget  calls  for  spending  some  27.6 
million  dollars.  Dr.  Hopkins  reported,  including 
almost  10^4  million  dollars  on  scientific  programs, 
5  million  on  health  education  and  other  medical 
service  programs,  more  than  1  million  to  maintain 
physician  records,  and  another  million  in  the  com- 
munication's program.  Travel  and  meeting  costs 
will  exceed  2  million   dollars. 

"In  a  society,"  Dr.  Hopkins  said,  "which  has 
adopted  inflation  as  a  national  policy  and  in  which 
our  system  of  medical  care  has  become  a  pawn  of 
politicians,  it  is  not  realistic  to  expect  that  we  can 
limit  tomorrow's  programs  to  yesterday's  income. 
Already  demands  are  mounting  from  medical  socie- 


ties and  physicians  for  a  stronger  and  more  effec- 
tive AMA.  These  needs  must  be  met  and  they  must 
be  adequately  financed." 

Federal  Health   Care   Laws 

The  House  took  a  number  of  actions  with  regard 
to  federal  health  care  laws  passed  in  1965,  such  as 
PL  89-97  (Medicare)  and  PL  89-239  (the  Heart 
Disease,  Cancer  and  Stroke  Amendments).  These 
actions   included: 

— "That  the  AMA  immediately  seek  remedial 
action  to  delete  the  requirement  in  Public  Law 
89-97  that  a  patient  be  hospitalized  to  establish 
eligibility  for   nursing   home   care." 

— "That  the  AMA  immediately  seek  remedial 
action  to  amend  Public  Law  89-97,  Part  B,  Title 
XVIII,  by  deleting  the  word  'receipted',  from  Sec- 
tion 1842  -  Part  3,  Item  B,  line  (ii),  and  substi- 
tuting 'such  payment  will  be  made  on  the  basis  of 
a  method  of  payment  so  arranged  to  preserve  and 
continue  the  profession's  current  practice  of  bill- 
ing.' "  Also  aproved  "that  the  AMA  recommend 
that  the  Department  of  Health,  Education  and  Wel- 
fare establish  that  an  agreement  for  payment  be- 
tween the  patient  and  physician  constitutes  valid 
evidence  of  services  rendered." 

— Endorsed  the  Council  on  Medical  Services'  rec- 
ommendation "that  the  state  and  local  medical 
societies  be  urged  at  this  time  to  assume  leadership 
in  the  establishment  of  local  advisory  committees" 
under  the  Heart  Disease,  Cancer,  and  Stroke 
Amendments  of  1965.  The  House  noted  that  a  Na- 
tional Advisory  Council  under  PL  89-239  already 
has  been  appointed  by  federal  officials  and  that 
the  AMA  was  not  given  an  opportunity  to  recom- 
mend possible  appointees  to  the  Council.  "There- 
fore," the  House  declared,  "active  physician  par- 
ticipation at  the  state  and  local  levels  is  of  utmost 
importance." 

— Declared  that  the  AMA  Advisory  Committee  on 
PL  89-97  and  89-239  should  persist  in  its  efforts 
to  achieve  "practical  recognition"  by  HEW  of  the 
differences  between  utilization  review  and  claims 
review.  The  House  adopted  a  report  of  the  Council 
on  Medical  Service  which  said  that  "widespread 
confusion  exists  between  the  utilizaion  review  func- 
tion and  the  claims  review  function."  It  also  adopt- 
ed a  series  of  recommendations  in  the  report  aimed 
at  clearing   the   confusion. 

Other  Important   Actions 

A  study  committeee  established  by  the  Board  of 
Trustees  to  evaluate  planning  techniques  and  de- 
velopment was  approved  by  the  House.  The  com- 
mittee was  given  the  tasks  of  (1)  reviewing  and 
studying  current  planning  procedures  in  AMA, 
and  (2)  studying  and  recommendng  new  mechan- 
isms for  organizational  arrangements  to  achieve 
more  effective  planning  and  development  in  the 
future.  Membership  on  the  committee  includes  five 
Board  members,  the  chairmen  of  the  Councils  on 
Medical  Service,  Medical  Education,  and  Legis- 
lative Activities,  the  Speaker  of  the  House,  and  two 
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House  members  selected  by  the  Speaker. 

The  House  repeated  a  previous  policy  statement 
urging  the  creation  of  a  separate  post  in  the  Cabi- 
net of  the  President  of  the  U.  S.  for  a  Secretary  of 
Health. 

Contributions  totaling  more  than  $463,000  were 
presented  to  the  American  Medical  Association  Ed- 
ucation and  Research  Foundation. 

These  were:  $203,655  from  the  California  Medi- 
cal Association,  $189,000  from  the  Illinois  State 
Medical  Society,  $45,000  from  the  New  Mexico 
State  Society,  $15,610  from  the  Utah  State  Medical 
Association,  $9,605  from  the  Medical  and  Chirurgi- 
cal  Faculty  of  Maryland,  and  $510  from  the  Wom- 
an's Auxiliary  to  the  Clackamas  County,  Ore.,  Med- 
ical Society. 


REPORT  TO  THE   HOUSE   OF  DELEGATES 

MEDICAL   SOCIETY 

OF   THE    STATE    OF    NORTH   CAROLINA 

From 

Hospital   Saving  Association,  Inc. 
Chapel  Hill,  N.  C. 

1965  was  another  year  of  substantial  growth  and 
sound  fiscal  operation  for  Hospital  Saving  Associa- 
tion. This  is  evidenced  by  the  comparison  of  1964- 
1965  operations  attached. 

For  many  years,  Blue  Cross  and  Blue  Shield  has 
provided  coverage  for  its  subscribers  without  regard 
to  age  and  has  sought  to  provide  realistic  coverage 
on  the  most  economical  basis  consistent  with  good 
medical  care.  We  believe,  and  still  believe,  that  aid 
through  tax  funds  should  be  provided  on  the  basis 
of  need.  Despite  the  efforts  of  the  majority  of  those 
in  medical  practice  and  the  efforts  of  the  prepay- 
ment plans  they  sponsor.  Public  Law  89-97,  Medi- 
care, was  passed  by  the  Congress  in  1965. 

Only  time  can  tell  the  effects  of  this  on  Blue 
Cross  and  Blue  Shield.  The  American  Medical 
Association  took  the  position  that  it  would  continue 
to  try  to  effect  changes  in  Medicare  but  would,  in 
the  meantime,  exercise  opportunities  to  give  the 
Program  professional  direction  to  the  end  that  there 
would  be  as  little  disruption  as  possible  in  the 
country's  hospitals  and  doctors'  offices.  In  line  with 
this  philosophy,  the  Medical  Society  of  the  State  of 
North  Carolina  endorsed  and  sponsored  the  Blue 
Shield  Plan  to  be  the  intermediary  Carrier  for 
Part  B  of  Medicare.  This  request  went  unheeded  and 
a  commercial  insurance  company  was  named  as 
Carrier  for  North  Carolina.  The  Part  "A"  hospital 
and  ursing  home  benefits  of  Midicare  will  be  ad- 
ministered in  North  Carolina  by  Blue  Cross. 

The  Association's  membership  certificates  exclude 
benefits  when  care  is  provided  at  tax-payer  expense 
and  the  Association  will  not  attempt  to  duplicate 
benefits  of  Medicare.  However,  the  Association  will 
offer  its  over-age  65  subscribers  and  other  North 


Carolinians  eligible  for  Medicare  benefits,  a  supple- 
mentary coverage  so  that  they  may  have  the  op- 
portunity to  prepay  coverage  for  some  of  the  gaps 
in  Medicare  and  to  provide  benefits  for  some  ser- 
vices which  are  not  provided  by  Medicare.  A  choice 
between  a  basic  supplement  and  a  more  compre- 
hensive extended  coverage  will  be  offered.  Full 
details  will  be  made  available  to  the  public  and  to 
the  doctors  in  North  Carolina. 

The  continuous  process  of  upgrading  the  level  of 
benefits  for  professional  service  was  carried  on  at  a 
good  pace  in  1965.  Extended  coverage  to  provide 
benefits  for  outpatient  diagnostic  x-rays,  pathology, 
and  physical  therapy,  is  now  held  by  50%  of  the 
Association's  subscribers.  Sale  of  Inpatient  Medical 
Endorsements  providing  professional  benefits  for 
non-surgical  admissions  increased  more  rapidly  than 
any  other  segment  and  48%  of  subscribers  now 
have  such  coverage.  Increasing  the  extent  and 
quality  of  such  coverage  is  a  major  objective  of  the 
Association. 

The  Association's  Officers  and  particularly  the 
Board  Members,  elected  by  the  State  Medical  So- 
ciety, and  I  take  this  opportunity  to  express  sincere 
appreciation  to  Dr.  George  Paschal,  President,  and 
Mr.  James  T.  Barnes,  Executive  Director,  who  have 
followed  economic  developments  affecting  Plan 
operation  closely  and  given  generously  of  their 
time  and  support. 

The  nine-physician-member  Blue  Shield  Commit- 
tee of  the  State  Medical  Society  continued  to  occupy 
a  key  role  in  providing  professional  guidance  and 
medical  determination.  The  Chairman  of  this  com- 
mittee changed  hands  due  to  the  regrettable  illness 
of  Dr.  W.  Z.  Bradford.  The  Association  is  particu- 
larly appreciative  of  Dr.  Max  Rogers'  acceptance 
of  the  Chairmanship  and  commends  him  most  highly 
for  the  great  amount  of  time  and  effort  that  he  has 
devoted  to  this  task.  The  Blue  Shield  Committee's 
activities  have  been  particularly  important  during 
1965  due  to  Medicare  Legislation  and  the  develop- 
ment of  a  new  concept  in  scheduling  allowances  for 
professional  services.  I  refer  to  the  Prevailing  Fee 
Concept  which  offers  opportunity  to  pay  most 
physicians  their  usual  charge  for  medical  services. 
This  should  also  resolve  past  difficulties  of  fixed 
fee  schedules  in  providing  appropriate  allowances 
for  professional  services.  Rather  than  having  a 
"Plan  A"  which  becomes  outdated  and  is  succeeded 
by  "Plan  B",  etc.,  the  Prevailing  Fee  Concept  offers 
the  opportunity  to  have  benefits  which  will  adapt 
themselves  to  factors  of  inflation,  changes  in  cus- 
tomary charging  practices,  and  the  development  of 
new  procedures  and  techniques  in  medicine.  It  will 
offer  a  slightly  more  complicated  rate  structure  for 
the  Association;  however,  the  Association  welcomes 
it  as  a  means  whereby  the  needs  of  the  public  and 
the  desires  of  industry  can  be  met  in  accordance 
with  prevailing  practice-charging  patterns  at  the 
local  level. 
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,193.894 
527.921 

.657,100 

,965,186 

7.31% 


1964  1965 

Total    Assets  .      .   $15,172,075        $17 

Legal  and   Operating   Reserves        ,       7.472.513  8. 

Total  Fee  Income 
(Regular     Subscribers)     26,248.666  29 

Total  Claim  Payments 
(Regular    Subscribers)       24.257.075  26 

Operating  Expenses — %  of 
Fee    Income  7.80f^'o 

Total  Claims  Paid — All  Programs 
Administered  by  HSA  (Includes 
Military  Dependents  and  FEP)         28,459.810  31 

Blue    Shield    Participants  .  721.907- 

Blue   Shield   Claims  Paid- 
Number     187.200 

Amount  5.843.296 

Blue    Cross    Participants       726.160* 

Number    Inpatient    Admissions  109.943 

Amount  Paid   Inpatient   Cases  18.722.575 

Days    Paid        748.039 

Average    Stav  6.80 

Average    Payment    Per    Case  170.29 

Admissions   Per  1.000  Per  Year  152 

National  Blue  Cross  Per 

1.000    Per    Year  148 

•Includes   Subscriber  Participants   in 
Administered    Accounts  Numbering       76.206 


E.   McG   Hedgpeth, 


.475.920 
733.077 

201.701 

i.296.043 

735.625 

112.192 

1.707.365 

770.777 

6.87 

184.57 

152 

148 

74.408 
M.  D. 


HOSPITAL  CARE   ASSOCIATION 
DURHAM,  NORTH  CAROLINA 

We  are  pleased  to  report  that  1965  was  another 
year  of  progress  for  the  Hospital  Care  Association. 
In  both  its  Blue  Cross  Plan  for  hospital  service  and 
its  Blue  Shield  Plan  for  medical  service,  the  Asso- 
ciation registered  substantial  gains  in  new  enroll- 
ment, benefit  payments,  and  all  other  areas  of  its 
operations. 

For  its  combined  Blue  Cross  and  Blue  Shield 
operations,  the  Association  had  a  net  gain  of  16,729 
persons.  The  increase  in  enrollment  raised  total 
membership  over  the  500,000  mark  at  year's  end. 
Benefit  payments  amounted  to  $19,025,324,  a  net 
gain  of  $2,4.30,119  over  1964  payments. 

1965  marked  the  32nd  consecutive  year  that 
Hospital  Care  Association  has  shown  an  increase 
in  enrollment  and  benefit  payments.  The  oldest 
hospital  and  medical  service  plan  in  the  state,  the 
Association  has  grown  each  year  since  it  was 
established  in  1933. 

A   summary  of  the  Association's  major  activities 
in  1965  follows: 
Benefits 

Benefit  payments  inci'eased  by  15  per  cent. 

At  the  end  of  1965,  payments  to  hospitals  and 
physicians  averaged  approximately  $1,585,444  per 
month. 

Rising  hospital  costs,  enrollment  growth,  and  in- 
creased utilization  were  mainly  responsible  for  the 
Association's  ever-increasing  benefit  payments.  As 
hospital  charges  continued  upward.  Blue  Cross  bene- 
fits were  increased  to  meet  them.  To  a  lesser  extent 
this  was  also  true  of  increases  in  Blue  Shield 
allowances,  as  recommended  by  the  Blue  Shield 
Committee  of  the  MSSNC,  to  meet  higher  surgical 
and  medical  costs. 

The  staff  of  the  benefits  department  was  in- 
creased to  meet  the  ever-increasing  demands  for 
service.  Prompt  handling  of  claims  was  stressed. 
Most  hospital  and  physicians'  vouchers  were  ap- 
proved  for   payment  the    same    day   they  were   re- 


ceived in  the  Association's  home  office  in  Durham. 

Workshops,  designed  to  facilitate  the  prompt  and 
efficient  processing  of  claims,  were  conducted  by 
the  Benefits  Department  for  hospital  personnel  in 
Raleigh,  Greenville,  Wilmington,  Winston-Salem, 
Charlotte,  and  Asheville.  Similar  conferences  for 
physicians'  secretaries  are  planned  in  1966. 
Enrollment 

The  Hospital  Care  enrollment  gain  of  3.5  per 
cent  was  about  evenly  divided  between  group  and 
nongroup  enrollment.  In  group  enrollment,  some 
224  new  employee-groups  were  established.  National 
Spinning  Company,  a  major  textile  operation  with 
three  plants  in  North  Carolina  and  more  than  1,000 
employees,  was  the  largest  new  group  enrolled 
during  the  year. 

In  nongroup  enrollment,  the  annual  "Easy-Joining 
Days"  open  enrollment  was  conducted  in  April. 
More  than  6,000  new  members  were  added  during 
this  special  campaign. 

Rural  enrollment  through  62  county  Farm  Bureau 
groups  was  increased  by  3,639  members.  A  special 
enrollment  was  conducted  to  promote  the  sale  of 
a  Student  Certificate  to  college  and  trade  school 
students. 

Upgrading  of  benefits  on  both  existing  contracts 
and  new  sales  continued  in  both  the  group  and  non- 
group  departments.  Many  room  allowances  and 
surgical  schedules  were  increased;  and  endorsements 
covering  Extended  Benefits,  inhospital  medical  care, 
cancer  and  dread  disease,  oral  surgery,  and  out- 
patient care  in  physicians'  offices  were  sold  to 
thousands  of  new  and  old  subscribers. 

A  new  branch   office  was   opened   in   Hickory  to 
serve  eight  counties  in  the  northwestern  section  of 
the  State. 
Blue  Shield  Developments 

The  conversion  of  existing  memberships  to  the 
Doctors'  Program  of  the  MSSNC  continued.  The 
number  of  persons  enrolled  on  Doctors'  Program 
contracts  increased  by  29  per  cent  during  the  year. 

The  number  of  physicians  participating  in  Hos- 
pital Care  Association's  Blue  Shield  program  in- 
creased to  61  per  cent.  Participating  Physicians 
agreements  had  been  signed  by  2170  of  the  3575 
physicians  in  active  practice  in  the  state  as  of 
December  31. 

The  Hospital  and  Physicians  Relations  Depart- 
ment was  expanded  to  meet  the  increasing  demands 
of  Blue  Cross  and  Blue  Shield  programs.  An  addi- 
tional full-time  representative  was  hired  to  work 
with  two  other  representatives  previously  employed 
in  a  full-time  program  of  visiting  hospitals  and 
physicians  to  discuss  Blue  Cross  and  Blue  Shield 
problems  and  procedures,  including  education  of 
claims  personnel  and  general  audits  of  records 
relative  to  claims. 

The  Blue  Shield  Newsletter,  designed  to  keep 
HCA  Participating  Physicians  and  their  office 
assistants  informed  about  significant  new  Blue 
Shield  developments,  was  published  bimonthly.  The 
Newsletter   was   disseminated    to    all    physicians   in 
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North  Carolina. 
Administration  and  Planning 

Increased  utilization  of  electronic  data  processing 
equipment  resulted  in  further  economies  in  ad- 
ministrative overhead.  This  modern  computer  will 
enable  the  Association  to  handle  expanding  work 
schedules  without  additional  personnel  as  enroll- 
ment and  claims  volume  increases. 

A  house  and  lot  adjoining  the  home  office  prop- 
erty  in  Durham  were  acquired  for  possible   future 
expansion. 
Public  Relations  and  Advertising 

A  comprehensive,  year-round  educational  and  ad- 
vertising program  was  conducted  by  the  Public 
Relations  Department.  Of  special  interest  to  the 
medical  profession  was  a  new  series  of  locally- 
produced  documentary  films  on  major  developments 
in  the  health  care  field  in  North  Carolina.  Two  of 
these  programs — "Hospital  Costs"  and  "The  Crisis 
in  the  Emergency  Room" — were  shown  in  prime 
time  on  five  TV  stations  over  the  State.  The  Presi- 
dent of  the  State  Medical  Society  appeared  on 
both  of  these  documentaries.  The  films  have  since 
been  shown  to  numerous  civic  clubs  throughout  the 
State  and  their  use  in  this  manner  is  being  con- 
tinued. 

A  large  exhibit  depicting  the  reasons  for  the 
rising  costs  of  health  care  was  shown  continuously 
during  the  year  in  hospitals  throughout  the  State. 
It  is  booked  ahead  at  three-week  intervals  through 
the  summer  of  1966. 

Newspaper  and  magazine  advertising  and  pub- 
licity was  carried  out  year-round  in  daily  and 
weekly  papers  and  state  magazines. 

Staff  personnel  made  many  talks  to  civic  clubs 
and  other  groups  on  rising  hospital  and  medical 
costs.  More  than  50,000  copies  of  a  brochure  on 
this  subject  were  produced  and  disseminated  to  the 
public  through  hospitals  and  doctors'  offices.  The 
Public  Relations  Director  completed  a  second  term 
as  Chairman  of  the  North  Carolina  Committee  on 
Nursing  and  Patient  Care,  a  statewide  group  repre- 
senting the  major  health  disciplines  and  the  public, 
dedicated  to  general  improvement  of  patient  care. 
A  hospital  visitation  study  and  several  other 
projects  important  to  the  medical  profession  were 
initiated  by  the  Committee  during  the  year. 
Financial  Condition 

The  financial  condition  of  the  Association  re- 
mained sound.  As  of  December  31,  1965,  assets  were 
$11,774,983,  with  liabilities  of  $5,467,837  and  a  re- 
sei-ve  of  $6,307,146.  The  reserve  fund  is  equal  to 
3.63  months  of  average  operating  expense,  which 
is  sufficient  to  meet  the  requirements  of  the 
national  Blue  Cross  and  Blue  Shield  approval  pro- 
grams and  the  North  Carolina  Department  of 
Insurance. 
Nongroup  Rate  Increase 

A  general  rate  increase,  necessitated  by  steadily 
rising  hospital  costs,  was  put  into  effect  on  all  non- 
group    certificates   beginning    January    1.    The    in- 
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crease,  which  averaged  24.5  per  cent,  was  approved 
by  the  State  Insurance  Commission  after  a  public 
hearing  which  showed  that  the  Association  had 
been  losing  money  on  its  nongroup  business  for 
some  time.  The  rate  increase  enabled  the  nongroup 
department  to  operate  on  a  self-supporting  basis  in 
1965. 
Utilization   Program 

In  an  effort  to  minimize  increases  of  Blue  Cross 
and  Blue  Shield  dues  in  the  future,  a  program  to 
control  unnecessary  usage  of  benefits  was  expanded. 
Physicians,  hospitals,  government,  health  agencies, 
the  public  and  Blue  Cross  and  Blue  Shield  Plans 
are  working  together  in  the  program  in  a  concerted 
effort  to  stabilize  Blue  Cross  and  Blue  Shield  dues 
by  controlling  unnecessai'y  utilization. 

It  is  too  early  to  forecast  with  any  assurance  of 
accuracy  the  results  of  this  program.  However,  the 
potential  saving  to  Hospital  Care  Association  and 
its  subscribers  is  enormous.  Already  the  ability  to 
demonstrate  that  it  has  a  positive  program  aimed 
at  controlling  costs  and  utilization  is  proving  of 
value  to  the  Association  in  its  sales  program.  This 
assurance  of  cost  control  is  helping  to  hold  groups 
and  individual  subscribers  who  might  otherwise  be 
lost.  It  is  also  helpful  in  new  enrollment  situations 
where  sophisticated  employers  are  increasingly  cost 
conscious. 

Should  the  Association  be  able  to  effect  a  reduc- 
tion of  even  half  a  day  in  the  average  length  of 
stay,  as  a  result  of  this  program,  the  overall  esti- 
mated annual  saving  would  exceed  $1  million. 
Also,  if  the  admission  rate  to  the  hospital  can  be 
reduced  from  the  present  150  admissions  per  1,000 
members,  substantial  savings  can  be  realized. 

As  we  pointed  out  last  year  when  this  program 
was  begun,  the  physician  is  the  key  man  in  any 
utilization  program  since  only  he  can  admit  or 
discharge  a  patient  from  a  hospital.  As  your  duly 
elected  representatives  to  the  Hospital  Care  Board 
of  Directors,  we  again  urge  the  careful  attention 
of  all  members  of  the  Medical  Society  to  this  im- 
portant new  program.  With  your  help,  much  can 
be  accomplished;  without  your  help,  little  will  come 
of  it. 
Government  Relations 

In  the  area  of  government  relations,  the  enactment 
of  the  Medicare  bill  to  provide  health  care  for  the 
aged  under  Social  Security  was  an  unprecedented 
development.  The  Blue  Cross  and  Blue  Shield  Plans 
in  North  Carolina  were  formally  nominated  by  the 
hospitals  and  physicians  of  the  state  to  serve  as 
administrative  intermediaries  for  the  vast  program 
which  will  go  into  effect  July  1,  1966. 

Hospital  Care  Association,  like  other  Blue  Cross 
and  Blue  Shield  Plans,  expects  to  lose  some  of  its 
estimated  30,000  members  above  65  when  Medicare 
begins.  However,  a  new  supplementary  coverage 
program,  designed  to  fill  the  gaps  in  Medicare,  is 
being  developed.  All  present  members  over  65  will 
be  given  an  opportunity  to  convert  to  this  new  plan 
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without  answering  health  questions.  We  believe  that 
many  persons  over  65,  both  those  now  enrolled  and 
those  not  enrolled,  will  want  to  avail  themselves  of 
this  supplementary  protection. 

Of  course,  all  of  our  programs  for  people  under 
65  will  be  continued  and  in  many  cases  strengthened 
as  necessary  to  make  them  more  adequate  to  meet 
the  rising  costs  of  hospital  and  medical  care.  Hospi- 
tal Care  Association  expects  to  weather  the  storm 
and  to  show  continued  progress  in  1966,  Medicare 
notwithstanding. 

The  confidence,  cooperation,  and  encouragement 
of  its  participating  physicians  contributed  impor- 
tantly to  the  progress  Hospital  Care  Association 
made  in  1965.  The  Association  expresses  its  grati- 
tude  for  this  continuing  support. 

J.  Street  Brewer,  M.  D.,  Chairman 

C.  T.  Wilkinson,  M.   D. 

W.  C.  Goley,  M.  D. 

A.  T.  Hamilton,  M.  D. 
Directors    representing   the    Medical    Society   of   the 
State  of  North  Carolina. 

NORTH   CAROLINA 
MEDICAL  CARE   COMMISSION 

Report  of  the  Activities  of  the  North  Carolina 
Medical  Care  Commission  for  the  year  ended 
December  31,  1965. 

Submitted  by  Physician  Members  of  The  North 
Carolina  Medical  Care  Commission  Representing 
the  Medical  Society  of  the  State  of  North  Carolina. 
Construction  of  Hospitals  and  Medical  Facilities 
There  is  presently  under  contract  or  in  planning 
some  40  projects  involving  total  costs  of  some  $80 
million.  This  is  the  largest  construction  program 
ever  undertaken  by  the  Medical  Care  Commission 
during  its  20-year  history.  During  the  year,  there 
were  10  hospital  projects  approved  which  will  pro- 
vide the  State,  when  completed,  with  700  additional 
general  hospital  beds.  There  were  authorizedd  two 
new  county  public  health  centers  and  .322  new  nurs- 
ing home  beds.  Under  newly  authorized  Public  Law 
88-164,  the  Commission  approved  2  mental  health 
center  projects  and  1  facility  for  the  mentally  re- 
tarded. Several  others  are  in  planning.  The  total 
cost  of  all  health  facilities  approved  during  the 
current  year  amounts  to  $31  million,  of  which  the 
State  supplied  2  per  cent,  the  local  communities  56 
per  cent  and  the  Federal  Government  42  per  cent. 
The  total  number  of  projects  approved  in  North 
Carolina  under  the  Federal  program  exceeds  that 
of  any  of  the  other  states. 

Licensure   of  Hospitals 

The  State's  170  hospitals,  through  the  hospital 
licensing  program,  have  been  continually  upgraded 
by  constant  inspections  to  insure  acceptable  services 
and  safety.  North  Carolina  is  among  the  highest 
ranking  states  in  the  number  of  hospitals  accredited 
by  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals   irrespective   of  wealth    or  population.   As   of 


December  31,  1964,  70  per  cent  of  licensed  hospitals 
eligible  for  accreditation  were  accredited  by  the 
JCAH,  representing  84  per  cent  of  the  beds  in  the 
State.  It  is  expected  that  a  number  of  hospitals 
accredited  for  the  first  time  in  1965,  when  announc- 
ed by  the  Joint  Commission,  will  improve  even 
further  this  standing. 

Scholarships  for  Medical  and  Related  Studies 
During  the  year,  the  Commission  awarded  a  total 
of  100  scholarships  financed  w'ith  State  appropria- 
tions to  students  in  medicine,  dentistry,  pharmacy, 
nursing,  medical  technology  and  other  health  related 
studies.  This  is  the  largest  number  of  students  ap- 
proved in  any  one  year  during  the  histoi'y  of  the 
medical  loan  program.  These  applications,  including 
funds  earmarked  to  continue  the  students  approved 
during  the  year  through  graduation,  involved  funds 
of  $300,000. 

During  the  year,  the  Commission  made  important 
changes  in  the  loan  program,  especially  as  it  applies 
to  students  of  medicine.  Previously,  the  grants  were 
in  the  form  of  loans  and  the  recipient  repaid  the 
funds  borrowed  with  interest  in  addition  to  practic- 
ing under  specified  conditions.  Now  a  physician 
graduating  under  the  program,  after  he  has  prac- 
ticed in  a  rural  community,  is  forgiven  his  loan 
entirely  on  the  basis  of  a  calendar  year's  practice 
for  each  academic  year  a  loan  is  recieved.  If  the 
recipient  elects  to  pursue  other  types  of  practice, 
then  his  notes  provide  for  the  repayment  of  the 
loan  in  full  with  interest  at  6  per  cent. 

J.   Street  Brewer,  M.   D. 
Powell  G.  Fox,  M.  D. 
Harry  L.  Johnson,  M.  D. 

COMMITTEE    ON    VENEREAL    DISEASE 

The  Committee  on  Venereal  Disease  endorses 
the  policy  of  the  USPHS  in  stepping  up  the  at- 
tack on  venereal  diseases.  The  number  of  primary 
and  secondary  cases  of  syphillis  in  the  USA  and  in 
North   Carolina   is   as   follows: 

USA         1963     22,045;     1964     22,733;     1965     23,250 
N    C      1963  969;     1964       1,208     1965       1,138 

The  Committee  recommends  the  following  and 
suggests   that  the   Society  endorse  these: 

(1)  Appeal  to  the  private  physician  to  report  his 
cases. 

(2)  Demonstrate  to  him  the  need  of  epidemiolog- 
ic follow  up  on  these  cases.  Get  him  to  use  the 
intervening  services  of  the  local  health  department 
as  well  as  diagnostic  facilities  including  dark  field. 

(3)  Promote  various  screening  pi-ograms  includ- 
ing an  STS  as  part  of  routine  hospital  laboratory 
workup. 

(4)  Step  up  the  V.D.  teaching  program  in  our 
medical   schools. 

(5)  Take  the  problem  to  the  people  via  radio  and 
T.V.  and  programs  in  the  schools. 

(6)  Promote  epidemiologic  treatment  of  contacts 
of  infectious   syphillis. 

Howard  P.  Steiger,  M.D.,  Chairman 
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EXHIBIT  I 

Exhibit   I    is    presented    for    the    guidance    of   the    UtilizationReview    Committee   in    devising    its    own   review    form.    It    is 
suggested    that    this    check-list    be    adapted    to    the    type    ofrecords  being  Itept  by  the  individual  hospital. 

THESE  RECORDS  ARE   FOR  THE   EXCLUSIVE  AND  CONFIDENTIAL  USE   OF   THE 

UTILIZATION  REVIEW  COMMITTEE 

UTILIZATION    COMMITTEE  CHECK-LIST 

This  portion  to  be  completed  by  medical  record  librarian. 

Patient's    Hospital    Number   

Age   Sex  

Length  of  Stay  (Days)   

Clinical    Service (s)    

Attending   Physician(s)    (Coded)    

(If  transferred,  give  all) 

Day  of  week  admitted  (Monday,  Tuesday,  etc.)    

If  there  was  a  consultation,  indicate  the  number  of  days  between: 

(A)  Admission  and  request  for  consultation   

(B)  Request  for  consultation   and  date  answered 

If  surgery  was  performed,  indicate  the  number  of  days    between:     

(A)  Admission   and  operation   

(B)  Operation   and   discharge   

Admitting    Diagnosis    : 


Complications,    if   any 
Discharge    Diagnosis 


THESE  RECORDS  ARE  FOR  THE  EXCLUSIVE  AND  CONFIDENTIAL 
USE  OF  THE  UTILIZATION  REVIEW  COMMITTEE 
This  Portion  To  Be  Completed  By  Reviewing  Physician 
To  Be  Completed  By  Reviewing  Physician— Please  check  the  appropriate  column.  Give  explanatory  notes  it 
"yes"  or  "no"  answer  suggest  possibility  of  excessive  or  unnecessary  use  of  in-patient  facilities. 

Yes  No 

1.  Could   services   have  been  provided   vnthout   admission?      (     '  ^     ' 

2.  Were  diagnostic  studies:  .    . 

A.  Ordered  as  soon  as  possible  after  admission? *  |  '  ' 

B.  Provided  as  soon  as  possible?   '  J  )  ' 

C.  Reported    promptly?    <  '  <  ' 

3.  Were    any    diagnostic    studies    ordered    unnecessarily?      -. ^  '  ^  ' 

4.  A.    Does    the    interval   between   admission   and  the  request  for  consultation  appear  to 

be   too  long?    (     )  (  > 

5.  Was  the  period  between   admission  and  operation  prolonged?     (     '  '  ' 

6.  Does  the  post-operative  period  appear  prolonged?  'J  ^  ' 

7.  If  indicated,  was  transfer  to  another  clinical   service   carried  out  promptly? (     )  (  ) 

8.  Were  doctor's  visits  to  the  patient  sufficiently  frequent  to  provide  promptest  possible 

diagnosis    and  treatment?    *     '  ',    ' 

9.  Was  hospital  stay  prolonged  because  of  family  or  social  factors?    v     '  '     ' 

10.  Could  the  length   of  stay  have  been   shortened  by  transfer  to  a  convalescent 

nursing    home?    '     '  '     ' 

11.  Could  the  patient  have  returned  home  sooner  through  use  of  visiting  nurse, 

homemaker  or  home   care  services?    '  '  \  I 

12.  Were  discharge  orders  written  at  the  appropriate  time?       _  '■  >  ^  ' 

13.  Could  the  length  of  stay  have  been  shortened  without  adverse  effects  on  the  patient?  (  )  (  ) 

14.  If  the  length  of  stay  seems  excessive,  could  the  patient's  "free"  status  or  prepayment 

coverage  have  been  a  factor?  '     '  ^     ' 

Summary  of  possible  unnecessary  utilization: 

No   action   necessary    i,;,  :,r y    j    ,\ 

Referred  to  Utilization  Committee    .- M-D.    (coded) 

(Member  of  Utilization  Committee  reviewmg  the  case) 

Disposition  by  Utilization  Committee: 

No  action  necessary  

Referred  to:     Director  of  Clinical  Dept 

Medical  Record   Committee   

Admissions   Committee    

Executive    Committee    

:  Pathology   Department   

':    ■  X-ray  Department   

Administrator    

Attending   Physician    

Other    - 

If  any  matter  pertaining  to  the  case  is  referred  for  follow-up    as    indicated    above,    specify    reasons,    any 
recommendations  made,  and  final  disposition. 

,  M.  D.  (coded) 

(Chairman  of  Utilization  Committee) 
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This  report  was  sent  to  all  hospital  administra- 
tors by  the  State  Board  of  Health  on  February 
15,  19(56. 

The  following-  letter  with  a  set  of  the  guide  ma- 
terial was  sent  to  all  hospital  chiefs  of  medical 
staffs  and  county  medical  society  presidents  on 
March  16,  1966: 

The  Utilization  Committee  of  the  State  Medical 
Society  has  developed  a  brief  guideline  related  to 
the  activation  and  implementation  of  the  LTtiliza- 
tion  Review  Program  required  under  Public  Law 
89-97  (Medicare).  The  guideline  was  developed  in 
an  effort  to  be  of  assistance  to  local  medical  staff 
personnel  confronted  with  development  of  such 
plans. 

Enclosed  for  your  information  is  a  copy  of  the 
guide  material  along  with  a  sample  Utilization 
Committee  Check-List  which  may  prove  helpful  in 
devising  local  review  forms. 

It  should  be  remembered  that  this  material  is 
submitted  as  a  guide  only,  with  each  facility  being 
required  to  develop,  in  written  form,  its  own  Utili- 
zation Review  Plan  for  submission  to  the  State 
Board  of  Health  as  the  certifying  agency  for 
Provider  of  Service  in  North  Carolina. 

SUGGESTED   REFERENCES 

1.  Conditions  of  Participation  for  Hospitals — HIM- 
1  publication  of  the  Department  of  Health, 
Education  and  Welfare,  Social  Security  Admin- 
istration. (2  copies  sent  by  the  State  Board  of 
Health   to   all   Hospital    Administrators.) 

2.  Utilization  Review — A  Handbook  for  the  Medi- 
cal Staff — American  Medical  Association,  Coun- 
cil on  Medical  Service,  Committee  on  Medical 
Facilities. 

3.  Mandatory  Utilization  Review — George  W.  Pas- 
chal, Jr.,  M.  D.,  North  Carolina  Medical  Journal, 
President's   Page,  January    1966,   Vol.    27   No.    1. 

4.  Guiding  Principles  for  Hospital  Utilization  Pro- 
grams— American  Hospital  Association. 

5.  The  Utilization  Committee  and  The  Medical 
Audit — Vii-gil  N.  Slee,  M.  D.,  Director  of  the 
Commission  on  Professional  and  Hospital  Activi- 
ties, Ann  Arbor,  Michigan. 


NORTH  CAROLINA 

BOARD  OF  MEDICAL  EXAMINERS 

STATISTICS 

November  1,  1964 — October  31,  1965 


Total    number    applicants    granted    license 

By    written    examination  

By   endorsement    of    credentials    

Limited     license  

Hospital     residents    

County    or    counties    

State    institutions     

Special    limited    license    

Hospital    residents    

Postgraduate  foreign   exchange  hospital 
residents       

Staff    state    institutions    

Written    Examination    failure    

Part    I  

Applicants    for    license     

Applicants   rejected  license  by 

endorsement    of    credentials    

Applicants  declined   permission   to 

take   written    examination    


200 
208 

67 
15 
0 

50 


Hearings     

Alcoholism  

Alleged    violation    narcotic  laws    

Failure  to  comply  with  Vital  Statistic  Laws 

Narcotic   addiction      

Surveillance    as    to    narcotic   addiction 

Petition    for   reinstatement    narcotic   tax    stamp 

Petition   reinstatement  license  to 
practice    medicine       

Addiction    to   amphetamines      

Violation    Internal    Revenue    Laws  

RE  Investigation  by  Medical  Society  Com- 
mittee working  with   Industrial  Commission 

Criminal  abortion  and  unprofessional  conduct 

Violation  of  conditions  of  suspension  by  the 

Board    of    Medical    Examiners    

Investigation  State  Bureau  of  Investigation    .... 

Violation    of    narcotic   laws 

Narcotic     addiction     

License  to   practice  medicine    revoked    

Unprofessional   conduct 
License  to  practice  medicine  revoked. 

judgment    suspended     

Narcotic  addiction 
License   to  practice  medicine   voluntarily 

surrendered     

Alcoliolism 

Narcotic  tax    stamp   surrendered    

License   to   practice   medicine  reinstated      

Recommendation   to    restore   narcotic    tax    stamp 
Declined   to  recommend  reinstatement   of 

narcotic   tax   stamp    


30 
0 


406 


80 


10 


10 
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A  CALLED  MEETING  OF  THE  EXECUTIVE 
COUNCIL 

THURSDAY  MORNING  SESSION 
August  26,  1965 

The  Called  Meeting  of  the  Executive  Council  of 
the  Medical  Society  of  the  State  of  North  Carolina 
convened  at  ten-fifteen  o'clock  in  the  University 
Board  Room  of  the  Allen  Building  of  Duke  Uni- 
versity in  Durham,  North  Carolina,  Dr.  George 
W.  Paschal,  Jr.,  President  of  the  Society  presiding. 
PRESIDENT  PASCHAL:  First,  I  would  like  to 
thank  all  of  you  for  coming  to  this  called  meet- 
ing. You  will  have  as  few  of  these  as  I  can  pos- 
sibly get  away  with. 

Under  these  circumstances,  I  felt  that  the  mat- 
ters under  consideration  were  of  such  importance 
that  we  needed  united  opinion,  or  opinion  from  all 
of  us,  concerning  the  matters  that  are  on  the  agenda. 
I  thought  that  the  matter  under  Item  4  which  is 
under  consideration  here  today,  possibly  has  great 
potentiality,  great  impact,  on  the  practice  of  medi- 
cine in  North  Carolina  and  the  United  States.  Its 
impact  might  be  even  greater  than  that  of  the 
legislation   which   is   already  enacted. 

We  had  little  part  in  drawing  up  the  legis- 
lation, as  it  now  exists  under  Medicare.  We  have 
an  opportunity  at  this  time  to  seriously  consider 
the  implementation  of  a  law  which  seems  to  be 
in  the  offing. 

I  recently  learned  that  the  Committee  which  is 
considering  this  legislation,  is  two  short  the  number 
of  votes  necessary  to  get  it  out  of  the  committee. 
Now,  it  might  not  get  out  of  committee  and  it 
might  not  be  acted  upon  this  year,  but  in  the  event 
that  it  does  become  law,  I  feel  that  we  ought  to 
be  in  a  position,  here  in  North  Carolina,  particular- 
ly, to  have  some  concrete  ideas  about  how  we  want 
to  participate  in  it  if  we're  going  to  live  under 
that  legislation. 

We  have  invited  the  Deans  of  the  Medical  Schools 
and  others  to  participate  in  this  as  consultants, 
that  would  help  to  give  us  a  broad  conception  of 
what  is  in  order. 

I  might  say,  too,  that  we've  invited  the  Vice  Coun- 
cilors of  the  different  Districts  to  come  and  parti- 
cipate so  they  might  be  informed.  They  will  have 
the  privilege  of  discussion,  which  we  welcome;  how- 
ever there  will  be  only  the  single  vote  of  the  Coun- 
cilor at  the  time  we  might  vote  on  any  of  the  ques- 
tions. 

I'll  read  Item  4  and  we  will  proceed  to  that: 

The  implementation  of  Federal  Legislation  (im- 
pending) related  to  the  establishment  of  categor- 
ial  medical  centers  related  to  Cancer,  Heart  Dis- 
ease and  Stroke  as  envisioned  in  the  DeBakey 
Commission  Report  to  the  President  of  the  United 
States   and   encompassed   in    Bill    S-596    and    HR. 


3140  now  before  the  Congress  and  imminent  of 
final  action  in  the  House  of  Representatives,  cur- 
rently. 

(a)  Report  on  the  preliminary  explorations  of 
the  representatives  of  the  State  Medical  Society 
here  on  the  Duke  campus,  Durham,  North  Caro- 
lina, August  10,  1965. 

At  that  meeting,  in  addition  to  representatives 
from  the  Schools  of  Medicine  in  the  State  and  in- 
cluding them,  these  were  present:  Dr.  Anlyan, 
Dr.  Barnes  Woodhall;  Dr.  Beddingfield  did  not 
come — he  was  asked;  Dr.  Isaac  Taylor  was  repre- 
sented by  Dr.  Ernest  Craige  from  the  Medical 
School  of  the  University  of  North  Carolina;  Dr. 
Jones;  Dr.  Mead;  Dr.  Johnson;  Dr.  Poteat;  Dr. 
Raiford  and  Dr.  Rhodes. 

All  of  these  were  not  in  attendance  at  that  meet- 
ing, but  we  did  meet  with  them  with  the  idea  of 
exploring  the  feasibility  of  our  participation  in  the 
impending  and  proposed  legislation. 

No  action  was  taken.  With  deliberate  intent, 
members  of  the  Public  Health  Service  and  the  Hos- 
pital Association,  who  will  of  course  be  intimate- 
ly concerned  with  the  implementation  of  this  legis- 
lation, if  passed,  were  not  invited. 

We  had  discussion  by  each  of  the  three  Deans, 
which  was  very  helpful  to  our  understanding"  of 
the  problem.  We  had  additional  discussion  by  oth- 
ers, who  were  present. 

Included  among  those  who  were  there  were  Dr. 
Frank  Jones,  Dr.  Rhodes,  Dr.  Poteat  and  Dr.  Alfred 
Hamilton  who  came  to  consult  at  that  time. 

(Drs.  Jones,  Rhodes  and  Hamilton  made  brief  re- 
marks.) 

(Dean  Anlyan  of  Duke  was  called  on.) 
DR.  ANLYAN:  Now,  as  we  look  at  S-596  which 
is  really  only  a  piece  of  the  DeBakey  Report  and 
perhaps  one  of  the  more  controversial  pieces  of  it, 
there  are  some  good  features  and  there  are  some  bad 
features. 

One  feature  that  is  controversial  in  itself  is  the 
vagueness  of  the  language  of  the  bill  and  perhaps 
looking  at  it  positively  this  is  a  good  thing  be- 
cause this  allows  for  each  State  or  each  Region 
to  develop  its  own  mold,  its  own  planning,  in  a 
period  of  two  to  three  years  to  see  what  is  good 
for  North  Carolina,  what  is  good  for  this  region, 
rather  than  across-the-board  categorical  law  that  is 
— for  example,  the  Medicare  Bill  which  is  the  same 
across-the-board  for  the  entire  country,  whereas 
in  the  legislation  it  allows  for  planning  grants  so 
that  each  area  and  each  state  can  then  continue  "with 
its  own  planning  to  see  what  is  good  for  the  health 
of  North  Carolina  and  what  type  of  a  mold  should  we 
develop. 

Another  good  feature  of  the  bill  is  that  it  would 
enhance  communications  between  medical  schools  and 
the  community  hospital;  first,  by  promoting  even 
further  postgraduate  and  continuing  education. 
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I  miffht  stop  at  this  jjoint  to  say  that  even  before 
this  legislation  appeared,  Dr.  Mead,  Dr.  Taylor  and  I 
had  started  what  we  call  Project  ICE. 

It's  fashionable  today  to  find  such  names,  but  ICE 
stands  for  Inter-university  Continuing  Education. 
We  thought  it  was  ridiculous  to  be  competing  with 
each  other  in  fields  where  we  could  more  reasonably 
pool  our  resources  and  do  a  better  job  for  the  State 
of  North  Carolina. 

Continuing  Education  was  one  of  the  areas  we 
talked  about  long  before  this  leg'islation  ever  ap- 
peai'ed.  Instead  of  having  a  symposium  on  cardiol- 
ogy one  week  at  Bownian  Gray,  one  week  here  and 
one  week  at  Chapel  Hill — each  trying  to  outdraw 
the  other — why  not  pool  our  resources  so  that  it 
would  enhance  the  communications  between  the  med- 
ical schools,  the  community  hospitals  and  the  prac- 
ticing physicians  by  supporting  post-graduate  and 
continuing  education. 

It  would  enable  the  community  hospitals  on  a 
voluntary  basis  to  hook  up  in  closed  circuit  tele- 
vision, hot  lines,  telephone  lines,  with  any  of  the 
the  three  schools,  with  any  of  the  three  schools,  with 
any  of  the  areas  that  you  would  want  to,  voluntary 
and   not  mandatory,   legislated  from   Washington. 

Thus  the  physician  practicing  at  the  Craven  Coun- 
ty Hospital  could  at  a  moment's  notice,  either  on 
a  hot  telephone  line  or  hook  up  line,  get  immediate 
consultation  with  anyone  he  wanted;  or  he  could 
pipe  the  fluoroscopic  image  of  the  part  he  was 
fluoroscoping  to  one  of  the  centers  and  obtain  an 
immediate  consultation. 

His  electrocardiograms  could  be  piped  in  to  our 
triangle  computers  for  immediate  analysis  and  in 
milliseconds  get  a  precise,  mathematical  analysis 
on  the  electrocardiogram. 

The  same  thing  could  be  done  with  the  electro- 
encephalogram. 

This  is  not  wide  blue  yonder  thinking  because  all 
of  these  things  are  being  done  in  a  pilot  way  right 
now  at  our  medical  center. 

A  potential  practitioner  of  medicine  might  be  more 
likely  to  settle  in  smaller  communities  in  North 
Carolina  with  this  type  of  legislation. 

The  community  hospitals  or  physicians  could  have 
a  free  choice  of  hooking  up  with  any  combination 
of  affiliations  with  any  of  the  three  medical  schools. 

The  specialists  at  each  institution  could  be  coop- 
erating more  vigorously  than  we  have. 

Now,  what  are  some  of  the  negative  aspect  of  the 
bill  as  we  see  them? 

There  is  a  loophole  providing  financial  care  for 
demonstrations,  research  and  training  purposes.  This 
can  be  abused  and  perhaps  in  the  final  rendition  of 
the  bill,  it  can  be  specified  so  that  we  will  not  get 
more  and  more  patients  who  are  let  into  the  hospitals 
under   this   financial   loophole. 

Another  drawback  and  negative  aspect  would 
be  that  this  would  demand  an  increase  in  medical 
manpower  at  both  ends  of  the  pipeline.  One  to  work 
at    the    community    hospital    and    the    other    at    the 


medical  center. 

If  enough  people  pick  up  the  hot  line  to  discuss 
fluoroscopic  image  with  George  Baylin  on  the 
contour  of  the  heart,  we're  going  to  need  more 
George  Baylins. 

At  the  same  time,  we  will  be  turning  out  more 
people,  we're  going  to  need  more  people,  more  prac- 
ticing physicians,  at  the  community  hospital  level. 

Another  negative  aspect  is  the  categorical  nature 
of  the  bill;  namely  for  heart,  cancer  and  stroke, 
presumably  because  seventy-one  per  cent  of  the 
deaths  in  this  country  today  are  due  to  these  three 
diseases. 

What  about  the  poor  sibling  and  the  man  with  the 
coronary  artery  occlusion;  the  sibling  with  multiple 
sclerosis — why  should  he  be  denied  the  same  type 
of  frantier,  pipeline  care? 

Another  negative  aspect  of  this  is  that  if  Dr. 
Dempsey  of  HEW  is  correct,  that  ninety  per  cent 
of  ths  construction  funds  apply  only  to  the  com- 
munity hospitals  and  at  the  present  time,  initially 
would  apply  only  to  equipment  and  renovation  only, 
you  can't  have  a  good  pipeline  with  appai-atus  just 
at  one  end  and  none  at  the  other.  The  pipeline  ought 
to  be  a  decent  piiieline  with  good  equipment  at  both 
ends. 

Now,  in  closing  I  want  to  add  that  North  Carolina 
today  is  in  a  unique  position. 

Dr.  Mead,  Dr.  Taylor  and  I  happened  to  become 
Deans  at  about  the  same  time.  We've  been  old 
friends  and  we  decided  early  in  the  game  that  the 
future  of  medicine  and  medical  education  was  too 
great  for  us  to  be  carrying  on  some  of  the  compe- 
tition that  was  historically  considered  right  in  the 
last  few  decades. 

I  think,  in  other  words,  in  concluding,  that  the 
climate  here  is  unique  in  trying  to  work  together 
for  what  is  good  for  the  State  of  North  Carolina, 
in  perhaps  thinking  of  a  grant  of  this  type  for  plan- 
ning to  develop  a  mold  that  we  can  say  is  good 
for  people  of  North  Carolina,  for  the  people  of  the 
Region,  as  well  as  our  interest  in  the  practice  of 
medicine   and   in  medical  education. 

(Dr.  Manson  Mead  of  Bowman  Gray  was  called 
on.) 

DR.  MEAD:  We  felt  it  was  important  to  get  a 
planning  grant,  and  if  the  plan  was  not  acceptable 
we  would  not  get  the  grant;  if  the  federal  gov- 
ernment plan  and  their  changes  were  not  acceptable 
to  us  we  need  not  go  any  farther.  We  couldn't  lose 
anything. 

Second,  a  very  important  point  that  came  out 
was  that  we  should  proceed  only  with  select  plan- 
ning with  a  segmented  society  and  later  bring  in 
hospital  administrators  who  would  be  involved  and 
perhaps  the  Public  Health  Service  and  other  welfare 
agencies. 

So,  we  gave  a  report  at  the  State  Society  meeting 
on  our  panel  on  medical  education  and  I'd  just 
like  to  read  a  pertinent  portion  of  the  report  that 
we  gave. 
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Current  federal  leg'islation,  which  proposes  the 
development  of  regional  medical  complexes 
throughout  the  country  for  the  research  and 
treatment  in  heart  disease,  cancer,  stroke  and 
other  major  diseases  places  the  major  responsi- 
bility on  medical  schools  to  expand  efforts  in  con- 
tinuing education  in  research  and  patient  care. 
Whether  we  like  it  or  not,  this  legislation  will 
have  a  significant  impact  on  medical  education, 
research  and  medical  practice. 

Therefore,  representatives  of  the  three  medical 
schools  have  studied  and  discussed  this  and  its 
many  details.  We  are  concerned  about  some  of  its 
implications. 

If   enacted,   we    feel   it   is    imperative    that    the 
three  institutions,  the  medical  profession,  the  hos- 
pital administrators  and  the  relevant  health  agen- 
cies plan  together  ways  of  implementation  which 
will  protect  the  freedom  and  dignity  of  the  indi- 
vidual physician,  preserve  the  primary  functions 
and  autonomy  of  our  institutions  and  bring  maxi- 
mum benefits  to  the  people  of  the  State. 
In  essence,  we  feel  that  this  bill  can  help  us  do 
more  effectively  what  we're  already  doing.  We  feel 
it  will   help   us   to   mount   an  effective   program   of 
education.  We  don't  have  the  funds  to  do  this  now. 
We  do  think  by  combining  our  manpower  at  three 
schools    with   funds   to   do   this,   we   can   implement 
Project   ICE   very  rapidly  to  the  benefit  of  physi- 
cians of  this  State. 

Secondly,  we  think  this  will  lead  to  much  closer 
relationships  between  our  community  hospitals  and 
our   medical   centers. 

Thirdly,  we  think  this  will  give  us  an  oppor- 
tunity to  expand  technical  facilities,  disseminate 
knowledge,  in  community  hospitals  throughout  this 
State   and  throughout  our  medical  centers. 

(Dr.  Ernest  Craige,  representing  Dean  Isaac  Tay- 
lor of  U.  N.  C,  was  called  on.) 

DR.  CRAIGE:  The  law  before  the  Congress  is 
really  quite  different  in  many  respects  from  the 
Commission's  Report  and  is,  as  Dr.  Mead  has  said, 
only  a  fragment  of  this  whole  report. 

And,  with  the  hearings  that  have  been  held,  the 
bill  has  been  modified  and  will  be  considerably 
modified  in  the  future,  if  it  passes,  by  the  actions 
of  the  councils  in  the  NIH  which  will  be  charged 
with  this  administration. 

They,  I'm  sure,  will  be  flexible  in  their  attitudes 
as  to  how  this  is  to  come  to  pass  and  I  believe  they 
will  invite  imaginative  proposals  from  the  various 
states  and  this,  I  think,  is  where  our  opportunity 
comes  in  because  if  we  form  a  study  group  here 
that  can  come  up  with  a  program  that  would 
be  satisfactory  and  perhaps  ideal  for  a  rural  state, 
I  think  they  would  welcome  that  and  then  we  would 
have  a  chance  to  do  something  really  original  and 
make  a  great  contribution  towards  the  care  of  the 
patients  of  the  State  and  towards  medical  educa- 
tion at  the  post-graduate  level. 

The   Sanger  Report,  which  as  you  may   recall   is 


responsible  for  the  increase  of  the  schooling  at 
Chapel  Hill  from  two  years  to  four  years,  defi- 
nitely stated  that  our  responsibility  was  towards 
medical  care  and  post-graduate  education  throughout 
the  State  and  we  have  considered  that  as  our  mission 
for  a  long  time. 

(Dean  Anlyan  was  asked  to  summarize.) 

DEAN  ANLYAN:  I  think  that  Manson  concluded 
implicitly  with  such  a  suggestion,  that  here  we  had 
an  opportunity  as  a  united  group  with  the  State 
Medical  Society  and  the  three  medical  schools  and 
essentially  with  the  other  health  agencies,  to  apply 
for  a  planning  grant,  should  the  leg'islation  go 
through. 

And,  that  in  such  a  planning  grant,  we  would 
spend  two  or  three  years  trying  to  see  if  there 
was  a  mold  that  was  good  for  the  State  of  North 
Carolina  and  if  this  mold  was  satisfactory  to  us, 
it  would  then  be  submitted  to  Washington. 

If  the  folks  in  Washington  agreed  with  it,  then 
everything  would  be  fine.  If  they  made  sug-gestions 
that  the  planning  group  here  considered  to  be  ac- 
ceptable to  us,  then  we  would  go  along  with  it.  If 
their  suggestions  were  not  acceptable  to  us,  then 
we  would  need  to  go  no  further. 

So  this  would  give  us  the  opportunity,  much  like 
the  Hill-Burton  Act,  for  development  at  the  local- 
state  level  of  a  mold  that  would  be  good  for  the 
State  of  North  Carolina. 

(Considerable   discussion   ensued.) 

DR.  JOHN  R.  KERNODLE  (AMA  Delegate): 
Mr.  President,  I  would  like  to  ask  a  question  of  the 
Deans,  particularly  since  they  brought  out  the  de- 
scription of  the  big  brush  of  the  Commission  and 
other  bills  already  written  that  will  be  hitting  the 
hopper  either  this  session  or  the  next,  of  the  89th 
Congress. 

Do  you  have  in  mind,  if  such  a  planning  group 
is  organized,  to  include  in  your  survey  the  complete 
Commission's  Report  or  is  it  isolated  to  Bill  S-596 
as  it  exists? 

DEAN  MEAD:  I  think  there  are  other  portions 
of  this  bill  that  are  already  in.  For  instance,  there's 
a  suggestion  that  there  be  additional  assistance 
to  medical  education.  This  is  in  the  form  to  help 
the  professions.  Construction  money  to  help  build 
schools.  There's  a  library  bill  in  there  which  talks 
about  meddlers  and  the  retrieval  of  information. 

Various  portions  of  the  DeBakey  Report  are  in 
the  form  of  several  bills. 

I  would  envision  that  if  we  have  this  advisory 
group  set  up,  I  see  its  implications  are  far  beyond 
this.  I  think  we  have  many  problems  in  this  State 
where  if  we  had  a  means  of  good  communication 
between  medical  schools  and  practicing  physicians, 
organized  physicians,  this  whole  business  of  hospi- 
tal costs  and  so  forth,  in  many  areas  such  a  group, 
regardless  of  whether  the  legislation  is  passed, 
would  be  a  very  healthy  thing  for  the  State  of  North 
Carolina  to  have  a  good,  solid  means  of  communica- 
tion between  all  of  us  who  have  a  primary  concern 
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in  the  better  health  of  the  people  of  the  State  of 
North  Carolina. 

PRESIDEXT  I'ASCHAI.:  I  think  this  Executive 
Council  wants  to  represent  all  of  its  constituents.  It 
would  appear  to  me  that  in  time  to  come  these  ser- 
vices, these  complexes  as  you  might  say,  are  going 
to  be  necessary  whether  you  have  this  legislation 
or  not;  whether  they  become  new  complexes  and 
whether  they  become  part  of  existing  facilities  and 
we  in  medicine  ought  not  to  overlook  an  opportunity 
to  cooperate  and  help  direct  and  mold  the  course 
of  the  activities  of  both  the  practicing  physicians, 
as  well  as  those  who  are  concerned  with  our  teach- 
ing institutions. 

DR.  WILLIAM  H.  ROMM:  I'd  like  to  say  that 
since  this  is  a  voluntary  participation  program,  I 
personally  would  hate  to  go  back  to  my  district  and 
say  we  didn't  want  to  participate  even  in  planning 
this  thing. 

I  can  see  a  big  opportunity  to  improve  the  medi- 
cine in  the  rural  sections. 

DR.  JOHN  GLASSON:  I  have  had  proposals 
from  the  federal  government  for  supplying  funds 
for  equally  fine  projects;  projects  for  giving  free 
school  children,  say,  the  opportunity  to  get  some 
exposure  to  school  life,  to  learn  to  listen  to  in  struc- 
tion  where  they've  never  had  such  instruction;  fine 
objectives  in  every  respect. 

I  have  participated  in  the  plannings  that  have  been 
carried  out  and  I've  helped  set  up  programs  to 
carryout  objectives  for  the  education  of  our  chil- 
dren, which  in  every  respect  was  the  very  best 
that  could  be  planned. 

Here,  we  have  a  like  situation  where  we're  plan- 
ningfor  the  health  care  of  the  people  of  North  Caro- 
lina and  again,  I  want  to  emphasize  that  I  think 
we  should  plan  for  that  help  and  health  care,  but 
once  the  planning  for  these  children  was  made,  the 
plan  was  presented  to  Washington. 

It  was  approved.  About  a  week  before  the  plan 
was  to  be  implemented,  the  teachers  for  the  program 
had  gone  to  Chapel  Hill  to  learn  how  to  carry  it 
out  and  everybody  was  enthusiastic  about  it,  and 
then,  just  to  show  that  everything  isn't  rosy  in 
Washington,  the  Commissioner  called  us  up  and 
now  said,  "You  have  to  take  a  colored  teacher  and 
put  him  in  every  white  class  and  you  have  to  take 
a  white  teacher  and  put  him  in  every  colored  class 
or  you  don't  get  any  money." 

So,  we  found  ourselves  in  a  situation  of  saying 
"We'll  compromise  on  the  program  regardless  of 
the  ability  of  these  teachers  and  we'll  do  what  you 
say  in  order  to  avoid  ruining  the  whole  program." 

So,  I  don't  feel  that  if  we  do  plan  this  thing  and 
if  we  set  it  up,  that  we  are  necessarily  going  to  get  a 
program  which  is  in  every  respect  the  very  best 
program  we  know  how  to  set  up  because  there  are 
other  influences  in  Washington  besides  the  good 
health  care  of  the  people  of  North  Carolina. 

And,  I  feel  it  is  not  in  opposition  to  setting  up 
planning,  but  it  is  something  that  we've  got  to  re- 


member that  things  are  not  always  just  what  we 
think  they're  going  to  be  when  you  get  right  down 
to  receiving  the  funds. 

DR.  ir.  OTIS  DUCK  [First  Vice  President  of  the 
Society]  :  Dr.  Paschal,  early  in  the  reports  from  the 
Deans,  I  heard  them  repeat  comments  regarding 
these  hot  lines  and  so  forth  from  the  community 
hospitals  that  would  be  fed  into  the  universities  and 
it  occurred  to  me  that  in  some  areas,  particularly 
in  my  own  area  where  we  don't  have  any  commu- 
nity hospital,  I  wondered  if  there  is  anything,  any 
provisions,  for  any  liaison  between  the  rural  prac- 
tices of  practicing  physicians  and  these  regional 
medical  centers  or  complexes,  directly  from  the  phy- 
sician's place  of  practice. 

DEAN  ANLYAN:    Yes,  very  definitely. 

As  a  matter  of  fact,  many  of  the  things  that  ap- 
ply to  the  community  hospital,  can  be  done  in  the 
doctor's  office  in  rural  practice. 

For  instance,  right  now,  we  are  computerizing  our 
medical  library,  so  that  within  two  years — we  need 
to  run  one  year  internally  to  make  sure  it  works,  but 
within  two  years,  you  can  pick  up  the  phone  from 
your  office  and  ask  us  for  the  latest  literature,  for 
either  the  titles,  the  abstracts,  or  the  full  article  on 
any  subject  you  want  and  you'll  get  it  in  the  mail  the 
next  morning. 

Within  five  to  ten  years,  the  apparatus  that  is 
available  today — but  it  is  not  economically  possible 
without  this  type  of  grant — with  a  gadget  you  can 
attach  to  your  telephone,  you'll  be  able  to  dial  in 
or  type  on  a  typewriter  connected  from  your  desk 
right  into  our  computer  and  it  will  spout  it  out 
within  minutes  to  your  desk. 

Now,  the  problem  we  haven't  solved  as  yet,  is 
not  the  hardware.  The  hardware  is  available  to- 
day to  do  this  for  you  on  a  library  service.  It's 
also  available  today  to  pipe  in  the  electrocardio- 
gram that  you  take  in  your  office  and  put  it  through 
the  same  channel  back  to  your  office,  but  what  would 
not  be  available  without  such  a  bill,  unless  we  are 
willing  to  put  on  a  campaign  within  this  State,  is 
the  money  to  construct  and  to  buy  this  equipment 
and  to  install  it. 

DEAN  MEADS:  I  would  like  to  add— we're  al- 
ready making  plans. 

As  you  know.  Chapel  Hill  has  this  radio  program 
and  we're  extending  lines  to  Bowman  Gray  and 
Duke  to  expand  the  number  of  people  who  par- 
ticipate in  this  and  hopefully  to  expand  it  to  every 
community  hospital  and  then  further  on,  to  the  doc- 
tor's office. 

But,   again,  it  can't  be  done  without  money.   All 

these   things   that  are  coming  are   going  to   require 

financial  support. 

*     *     ^ 

Here  we  sit  by  and  say  the  hospital  administrators 
got  in  on  it — the  Medicare  Bill — and  they  formed 
for  themselves  what  they  thought  was  best  for  hos- 
pitals. 

Now,   isn't  it  a  little   asinine  for  us  to   sit  do^^Ti 
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and  say  we're  not  going  to  join  you  and  help  you 
form  this  thing  because  we  don't  believe  it's  any 
good? 

Why  not  at  least  get  in  and  try  to  work  out 
something  that's  good  for  medicine  and  good  for 
the  practice  of  medicine  in  the  State  of  North  Caro- 
lina? 

(After  more  discussion  the  three  Medical  School 
representatives  left.) 

DR.  CHARLES  S.  PHILLIPS:  There  are  members 
of  our  medical  profession  who  oppose  these  regional 
medical  centers  and  there  are  other  members  of  our 
medical  profession  who  feel  they  would  benefit  from 
them  and  Dr.  DeBakey  apparently  is  one  of  those 
who  oppose  this. 

So,  actually  our  own  medical  organization  is  not 
unified  in  its  opinion. 

It  seems  to  me  that  we  should  certainly  feel  free  to 
express  our  disapproval  to  our  legislators  who  are  in 
the  process  of  passing  this  bill  and  I  feel  we  should 
go  on  record — and  I  agree  completely  with  Ed  that 
we  should  not  give  our  approval  if  we  don't  so 
approve. 

But,  I  think  we  should  be  perfectly  clear  in  ex- 
pressing our  objections  to  these  regional  centers  if 
this  is  our  opinion. 

But,  I  think  this  is  something  we  should  do,  is  to 
let  our  government  know  that  we  do  intend  to  co- 
operate with  the  legislation  as  it  is  passed  and  that 
we  will  do  our  best  to  plan. 

I  think  it's  well  to  have  a  planning  council. 

DR.  RAIFORD:  I'd  like  to  ask  Ed,  too,  what  is 
your  opinion  of  the  feeling  of  the  various  Congress- 
men with  respect  to  this? 

DR.  BEDDINGFIELD :  I  don't  have  any  recent  in- 
formation with  these  summer  doldrums,  but  I  think 
whatever  motion  is  put  by  whomever,  at  the  time, 
I  would  like  to  see  it  not  mention  any  specific  im- 
pending legislation. 

I  have  only  talked  about  this  specific  bill  that  we're 
talking  about  this  morning  to  one  Congressman  that 
happened  to  be  my  own,  and  he  made  the  point  that 
has  just  been  made  by  Phillips  over  there,  that  most 
of  the  people  who've  heard  this  in  Congress  have 
heard  from  their  members  and  from  the  members 
of  the  DeBakey  Commission. 

DR.  JOHN  RHODES:  I  doubt  there  are  many 
doctors  in  North  Carolina  that  would  take  excep- 
tion to  the  benefits  of  the  Hill-Burton  Act.  I  be- 
lieve it  has  touched  the  lives  of  every  doctor  prac- 
ticing in  the  State  of  North  Carolina  and  there  are 
very  few  in  close  proximity  to  a  hospital. 

That  was  a  voluntary  participation  on  the  part  of 
the  State  and  it  was  locally  controlled. 

We  supported  with  all  of  our  energy  the  Kerr- 
Mills  Bill  primarily  because  it  was  to  be  locally 
implemented  and  locally  controlled. 

Well,  maybe  we  didn't  support  it  vigorously  enough 
because  we  got  a  federally  centralized  control  pro- 
gram rammed  down  our  throats. 

As  I  understand  it,  the  provisions  of  this  bill  make 


it  possible  for  a  region  or  a  state  to  participate  in  it 
on  a  voluntary  basis. 

Now,  I'm  perfectly  aware  and  skeptical  of  things 
that  come  out  of  Washington,  just  like  my  friend 
Ed  Beddingfield  is.  I  think  we  ought  to  look  with 
a  skeptical  eye  at  everything  that  comes  out  of 
Washington  and  I  also  am  aware  of  some  of  the 
things  that  Alfred  has  said  and  some  of  the  things 
that  Charlie  Styron  has  said,  as  they  relate  to  the 
local,  private  physician. 

But,  I  do  believe  that  unless  we  have  a  voice 
in  this  thing — and  I  think  it's  bigger  than  this  bill 
really  and  it  has  been  properly  stated.  This  is  a 
bigger  thing  than   the  bill. 

But  unless  we  are  prepared  to  have  a  voice  and 
are  prepared  to  have  some  part  in  directing  what 
happens  to  medicine  in  North  Carolina  in  the  future, 
and  unless  we  get  some  credit  for  it,  then  I  think 
we  are  going  to  be  left  at  the  switch. 

So,  I  feel  like  we  must  go  ahead  and  I  believe  we 
can  set  up  a  planning  commission  without  any  ref- 
erence to  any  specific  bill  whatsoever  and  I  think 
that's  the  way  it  should  be  done  and  I'd  like  to  see 
us  take  that  step. 

And,  I  believe  that  John  Kernodle  has  a  point 
that  maybe  we  could  do  this  without  asking  for 
a  federal  grant,  but  I  think  once  the  planning  board 
is  set  up,  I  think  then  it  could  make  the  decision 
about  how  it  wants  to  approach  it. 

PRESIDENT  PASCHAL:  I  think  this  gives  or- 
ganized medicine  a  chance  to  take  part  in  the  plan- 
ning and  in  trying  to  hold  things  in  the  future,  and 
it  was  with  that  in  mind  that  we  hoped  that  we 
could  come  to  some  policy  decision  here  today,  as  far 
as  our  participation  in  impending  legislation  or  in 
any  other  legislation  that  might  succeed  it. 

And,  possible  we  could  take  action  without  allud- 
ing at  all  to  any  specific  legislation  bill. 

Is  someone  ready  to  make  a  motion  as  to  what  we 
should  do  with  this? 

A  motion  that  we  endorse  the  principle  of  the 
planning  commission  or  council  that  would  make 
certain  recommendations  and  advise  the  Governor, 
with  the  suggestion  that  this  commission  include 
certain  representation  from  the  public  health  depart- 
ment, the  Hospital  Association,  the  medical  profes- 
sion and  that  we  should  spell  out  in  that  how  many 
men  on  the  council  or  commission  we  would  sug- 
gest. 

DR.  DUCK:  Mr.  President,  I  would  like  to  make 
such  a  motion. 

PRESIDENT   PASCHAL:    Is   there   a   second? 

DR.  SHAFFNER:  I'll  second  it. 

PRESIDENT  PASCHAL:  Any  discussion? 

DR.  STYRON:  Mr.  President,  if  we  dilute  the 
purpose  of  this  study  commission  to  include  every 
piece  of  health  legislation  that  effects  North  Caro- 
lina, we're  also  going  to  dilute  our  effectiveness,  in 
this   repoTt  which  is  what  we're  talking  about. 

On  the  other  hand,  and  how  this  can  be  done  with- 
out saying  we  favor  such   a  bill  is  something  else 
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again,  but  on  the  other  hand,  if  we  create  another 
commission  with  the  teaching  and  practicing  phy- 
sicians and  have  a  committee  that  is  to  encompass 
everything  that  comes  out  of  Washington,  I  believe 
we're  going  to  miss  the  whole  point  of  the  meeting 
because  we  came  to  discuss  the  DeBakey  Report. 
This  is  what  we're  interested  in  and  this  is  the  big 
item  that  we  want  to  be  effective  in  if  it  comes  to 
pass. 

Now,  how  you  can  do  this  without  signifying 
that  we  hope  the  bill  will  be  passed,  or  that  we  don't 
hope  the  bill  will  be  passed,  is  something  else  again. 

We'll  probably  have  to  call  on  John  to  word 
such,  but  I  would  oppose  such  a  motion  that  gives  us 
a  commission  that's  responsible  for  everything  be- 
cause I  think  if  we  do  this,  we  miss  the  whole 
point. 

I'd  like  to  offer  a  substitute  motion  that  the 
council  go  on  record  as  favoring  a  study  commis- 
sion for  discussion  and  implementation  of  Bill  H.R. 
.3140   in  the  event  that  it  is  passed. 

This  commission  can  be  expanded,  but  this  is 
what  we're  talking  about,  this  is  what  we  came 
for. 

DR.  BRINN:   I  second  the  motion. 

DR.  SHAFFNER:  I  would  envision  that  what 
Charles  is  talking  about  in  his  motion  would  really 
be  a  committee  from  the  State  Society  working 
with  the  deans  of  the  medical  schools  as  to  what 
type  of  commission  we  would  recommend,  if  the  bill 
is  passed  and  then  we  would  recommend  to  the 
Governor,  if  one  could  receive  the  grants. 

In  other  words,  this  would  be  a  non-governmental 
committee  that  cooperates  with  the  deans — you  talk 
about  all  these  problems  and  then  if  the  bill  is 
jiassed,  then  that  committee  would  recommend  to  the 
Governor  what  this  commission  should  be. 

DR.  STY  RON:  And.  could  further  recommend 
what  specific  individuals  the  Governor  should  ap- 
point. 

DR.  SHAFFNER:  In  other  words,  you've  got  two 
committees.  You've  got  to  study  before  it  is  passed 
and  have  recommendations  ready.  Then,  if  it  is 
passed,  we've  already  talked  over  from  the  Medical 
Society  point  of  view  and  the  medical  school  point  of 
view;  then,  you  can  go  to  the  Governor  and  say  this 
is  what  we  recommend  to  implement  this  part  in 
North  Carolina  and  be  the  ones  ready  to  receive  a 
grant. 

DR.  PASCHAL:  I  believe,  if  it  meets  with  your 
approval,  you  leave  these  motions  on  the  floor,  and 
return  after   lunch   and   consider   action  on   them. 

IThe  meeting  recessed  at  twelve-forty  o'clock.: 


THURSDAY    AFTERNOON    SESSION 
August  26,   1965 

The  Called  Meeting  of  the  Executive  Council  of 
the  Medical  Society  of  the  State  of  North  Carolina 
reconvened    at    one-fifty    o'clock,    President    George 


W.  Paschal  presiding. 

PRESIDENT  PASCHAL:  Let's  reconvene  and  we 
will  continue  with  consideration  of  problems  at 
hand. 

There  was  a  motion  on  the  floor  and  an  amend- 
ment and  a  substitute  motion  was  made  after  that. 
Would    you    like   to   have    those   motions   read,   or 
do  you  think  you  know  the  extent  of  them? 

DR.  BEDDINGFIELD:  I'd  like  to  offer  also  an- 
other substitute  motion. 

I  have  worked  this  motion  which  I  hope  sets  down 
an  acceptable  compromise  to  the  various  points. 
I've  worded  this  in  the  form  of  a  resolution,  with- 
out being  too  verbose. 

WHEREAS,  there  have  been  recent  advances  in 
medical  research,  education,  diagnosis  and  treat- 
ment of  various  diseases,  and, 

WHEREAS,  it  is  the  sincere  desire  of  the  Med- 
ical Society  of  the  State  of  North  Carolina  to 
bring  to  the  iieople  of  North  Carolina  the  best 
possible  health  care,  and, 

WHERE.^S,  many  new  proposals  for  accom- 
plishing this  end  are  appearing  on  the  national 
scene  and  other  proposals  are  anticipated,  and, 

WHEREAS,  we  believe  that  these  recent  ad- 
vances in  medical  research,  education,  communica- 
tions in  patient  care  should  be  carefully  evaluated 
and  the  most  desirable  of  these  programs  be  made 
available  to  the  people  of  North  Carolina, 
Therefoi'e,  it  is, 

RESOLVED,  that:  (1)  the  Medical  Society  of 
the  State  of  North  Carolina  hereby  establish  and 
encourages  the  participation  of  others  in  the  for- 
mation of  an  advisory  council  of  health  profes- 
sions. 

(2)  the  council  shall  study  any  and  all  methods 
of  achieving  improved  health  care  for  the  people 
of  North  Carolina  and  periodically  report  its  find- 
ings and  recommendations, 

(3)  the  council  shall  be  composed  of  ten  mem- 
bers as  follows: 

1.  The  Dean  or  his  representative  of  each  of 
the  accredited  medical  schools  of  North  Carolina, 

2.  Three  physicians  appointed  by  the  President 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina. 

3.  The  State  Health  Director,  or  his  represen- 
tative. 

4.  The  Executive  Secretary  of  the  North  Caro- 
lina  Medical  Care  Commission. 

5.  Two  representatives  of  the  North  Carolina 
Hospital  Association. 

I  move  the  adoption  of  this  substitute  motion. 

PRESIDENT  PASCHAL:  You've  heard  the  mo- 
tion, substitute  motion,  that  this  resolution  that  Dr. 
Beddingfield  read  be  adopted. 

Is  their  a  second  to  this? 

DR.  GARRARD:   I  second  the  motion. 

PRESIDENT  PASCHAL:  Is  there  any  further 
discussion? 

DR.   BEDDINGFIELD:    We  are  sponsoring  par- 
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ticipation  of  others  in  a  multi-disciplinary  group 
between  the  Medical  Society,  the  Hospital  Associa- 
tion, the  State  Department  of  Public  Health,  where 
we  are  showing  the  initiative  and  leadership  in 
establishing  this. 

Dr.  Paschal  will  appoint  our  members  and  we 
will  invite  and  encourage  the  participation  of  others. 
I  think  we  already  have  the  schools  where  they  would 
send  their  participants  for  membership  and  I  feel 
the  others  would,  too. 

DR.  MURPHY:  This  would  report  to  whom? 
DR.  BEDDINGFIELD:  Well,  certainly  the  three 
physicians  would  report  back  to  this  group,  I  mean 
we  would  be  adequately  represented,  so  they  would 
report  to  the  Executive  Council. 

It  would  be  part  of  a  regular  committee  report, 
I  think.  We  have  reports  from  physicians,  from  the 
Medical   Care   Commission,   for  example. 

DR.  GLASSON:  Would  they  be  eligible  for  plan- 
ning funds? 

DR.  BEDDINGFIELD:  That's  neither  prohibited 
nor  specifically  included  in  there. 

DR.  STYRON:  Well,  I  would  like  to  withdraw  my 
substitute  motion  in  favor  of  this  because  I  think  this 
is  a  reasonable  compromise. 

PRESIDENT  PASCHAL:  You've  heard  Dr.  Sty- 
ron's  decision  to  withdraw. 

DR.  DUCK:  I  withdraw  my  original  motion,  but 
actually  if  we  vote  on  the  substitute  motion  that 
kills  both  of  them  anyway. 

PRESIDENT  PASCHAL:  All  right.  Are  you 
ready  for  the  question? 

All  in  favor  of  Dr.  Beddingfield's  substitute  mo- 
tion and  resolution,  let  it  be  known  by  saying 
"aye";   opposed  by  like   sign. 

That's  passed  and  that  will  be  recorded  as  such; 
passed  without  dissent. 

DR.  SHAFFNER:  Does  this  Council  need  to  take 
any  action  on  the  implementation  of  this,  to  get 
this  thing  started,  to  put  this  into  effect? 

PRESIDENT  PASCHAL:  We  can  institute  it  our- 
selves and  I  think  this  will  satisfy  the  deans  as 
well. 

I  know  all  of  you  have  a  long  ways  to  go  and 
we  don't  have  very  much  more  for  your  considera- 
tion. 

I  do  have  Item  5 : 

Expression  to  State  Government  of  a  recom- 
mendation as  to  the  designation  of  a  state  agency 
by  the  State  for  the  administration  of  the  pro- 
visions of  Public  Law  89-97  related  to  hospitali- 
zation, medical  care  and  related  services  under 
this  new  Act. 
And,   (b), 

Expression  to  State  Government  of  a  recom- 
mendation as  to  state  agency  used  in  developing 
conditions  of  participation  for  providers  of  ser- 
vices and  to  determine  compliance  by  providers 
of  services  with  conditions  of  participation. 
That's  a  bunch  of  parasyllables  that  we  used  but 
we   want   to   make   a    decision    here    this    afternoon 


as   to   what   state   agency   we   want   to    support,   or 
recommend,     to     supervise     the     administration     of 
this  new   legislation. 

(Discussion.) 

DR.  LENOX  D.  BAKER  [North  Carolina  State 
Board  of  Health]  :  George,  we  just  held  our  meeting 
over  there  and  we  got  over  here  as  rapidly  as  we 
could. 

I  called  over  to  see  if  I  could  get  some  of  the  feel- 
ing that  was  over  here  because  we  didn't  want  to  act 
and  then  have  to  back  up  if  we  didn't  have  your 
support. 

I  was  in  the  Governor's  office  this  morning  and 
told  him  that  I  wanted  to  speak  to  him  about  it  and 
told  him  I  thought  I  was  expressing  the  feeling 
of  the  medical  bureau,  that  Medicare  when  released 
would  have   to  be   administered   and  controlled. 

And,  as  far  as  I  was  concerned  there  was  only 
one  group  of  people  in  the  world  that  could  handle 
it  with  guidance  and  control  and  that  would  be 
doctors  because  they're  the  ones  who  put  people  in 
the  hospitals. 

I  told  him  that  we  should  go  very  carefully  and 
investigate  this  thing. 

DR.  FRANK  JONES:  I  move  you,  sir,  that  the 
Medical  Society  of  the  State  of  North  Carolina 
recommend  to  the  Governor  of  the  State  of  North 
Carolina  that  the  State  Board  of  Health  be  desig- 
nated as  the  agency  for  the  administration  of  the 
provisions  of  Public  Law  89-97  as  it  relates  to 
hospitalization,  medical  care  and  related  services 
under  this  Act;  those  functions  that  it  could  per- 
form. 

Dr.  Raiford  seconded  the  motion. 

PRESIDENT  PASCHAL :  Is  there  further  discus- 
sion on  this  motion? 

DR.  GLASSON:  I'd  like  to  ask  how  the  State 
Board  of  Health  would  go  about  g-iving  the  benefits 
to  the  individual  person  who  receives  the  money. 

DR.  BAKER:  It  would  have  to  be  through  social 
security.  The  Social  Security  Agency  handles  the 
money.  That's  where  the  money  comes  from. 

DR.  GLASSON:  I  know  where  it  comes  from  but 
how  does  it  get  to  the  patient? 

Does  the  State  Board  of  Health  write  the  check? 

DR.  BAKER :  Well,  as  I  understand  it,  we  made 
Kentucky  put  it  into  Blue  Cross  and  Blue  Shield  and 
various  states  have  done  various  things. 

DR.  BEDDINGFIELD:  When  you  talk  about  the 
fees  that  are  allotted  to  physicians  for  patient  care, 
reasonable  fee,  this  is  subject  to  very  elastic  in- 
terpretation. 

As  I  understand  it  under  one  plan,  this  may 
either  be  an  indemnity  fee,  or  a  service  plan,  if  the 
patient  assigns  the  benefit  to  the  doctor.  Then  you 
accept  this  just  like  a  service  plan,  just  like  in- 
surance. 

If  you  let  the  check  go  to  the  patient,  you  send 
in  your  regular  fee.  You  can  charge  whatever  fee 
you  want  to  but  in  interpreting  what  is  a  reason- 
able and  customary  fee,  I  think  it  would  relate  to 
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what  we're  talking  about. 

PRESIDENT  PASCHAL:  Is  there  further  dis- 
cussion on  this? 

If  not,  are  you  ready  for  the  question? 

All  in  favor  of  this  motion  let  it  be  known  by 
saying    "aye";    opposed    like    sigri. 

The  motion  is  carried  without  dissent. 

DR.  KERNODLE :  I'll  just  take  a  moment  of  your 
time  and  bring  to  your  attention  a  thought  that's 
being  passed  around  at  the  House  of  Delegates  of 
AMA,  and  I  think  it  is  the  business  at  hand  for 
you. 

One  of  the  States  in  the  south,  Texas,  has  circu- 
larized a  few  of  the  delegates  asking  them  to  con- 
sider the  activities  of  holding  a  special  session  of 
the  House  to  take  consideration  of  the  Medicare 
Bill. 

There  are  people  in  this  country  and  in  this  State 
who  have  called  me  and  have  called  Amos  wanting 
us  to  take  action  to  take  no  part  in  the  Medicare 
implementation  and  that  is  really  what  this  whole 
request  is  for,  from  the  Texas  delegation. 

It  takes  seventeen  states  to  call  a  special  session 
and  twenty-five  signatures. 

(Discussion  ensued.) 

DR.  KERNODLE:  I  would  take  from  the  concen- 
sus of  expression  here  that  you  don't  want  to  take 
any  formal  action. 

DR.  BEDDINGFIELD:  I  think  it  would  be  well 
to  formalize  this  direction  that  it's  the  feeling 
of  our  members  here;  otherwise,  we  wouldn't  have 
anything  on  the  record. 

And,  if  I  may,  I  make  a  motion  to  the  effect  that 
the  Executive  Council  go  on  record  as  not  favoring 
a  called  meeting  of  the  AMA  House  of  Delegates 
prior  to  the  next  regular  meeting. 

DR.  RAIFORD:  I  second  it. 

PRESIDENT  PASCHAL:  You've  heard  the  mo- 
tion. It  has  been  seconded. 

(The  motion  carried  without  dissent.) 

(The  meeting  adjourned   at  three-thirty  o'clock.) 

SUNDAY  MORNING  SESSION 

September  26,  1965 

The  Fall  Meeting  of  the  Executive  Council  of  the 
Medical  Society  of  the  State  of  North  Carolina 
convened  at  nine-two  o'clock  in  the  Crystal  Room 
of  the  Carolina  Hotel,  Pinehurst,  North  Carolina, 
Dr.  George  W.  Paschal,  Jr.,  President  of  the  Society, 
presiding. 

PRESIDENT  PASCHAL:  Let  us  come  to  order, 
please. 

(The  Secretary  called  the  roll  and  declared  a 
quorum  present) . 

PRESIDENT  PASCHAL:  Thank  you,  Mr.  Secre- 
tary. 

I  would  point  out  at  this  time  that  Mark  Lind- 
sey  is  not  here.  He  is  away  because  of  illness;  noth- 
ing too  serious  however.  His  Commission  is  going 
to  be  covered  by  Dr.  Kernodle  who  will  report  on  the 


activities  of  the  committees  under   his   Commission. 

It  is  with  considerable  regret  and  sadness  that  we 
have  learned  of  the  resignation  of  Dr.  Brinn.  He 
wrote  a  letter  of  resignation  to  which  he  had  an 
answer.  He  is  being  replaced  by  Dr.  Romm  and 
we're  delighted  to  welcome  him  to  the  Council. 

(ilr.  Barnes  made  a  brief  report  of  August  meet- 
ing.) 

Mrs.  C.  Henry  Sikes,  President  of  the  Women's 
Auxiliary  to  the  Medical  Society  gave  a  report  on 
the  year's  program  on  the  theme  "Keys  to  becom- 
ing a  successful  doctor's  wife." 

Highlights  included: 

(a)  Membership  of  2,516. 

(b)  Fall  Woi-kshop  in  Greensboro. 

(c)  Regional  Workshop  in  Atlanta  as  guests  of 
AMA. 

(d)  A  January  panel  discussion  is  planned  at 
Pinehurst. 

(e)  Mental  Health  Fund  of  $6,879.50,  on  a  goal 
of  $10,000. 

(f)  Student  loans  of  $3,500. 

(g)    Four  sanatorio  beds  endowed. 

(h)    A   program  of  safety  education. 

(i)  Membership  bylaws  changed  to  conform  with 
Medical  Society. 

(j)    A  part-time  headquarters  secretary  requested. 

Auxiliary  president-elect  Mrs.  Leon  Robertson  was 
recognized,  as  well  as  new  headquarters  staff  mem- 
ber Bryant  Paris. 

Dr.  Wayne  Benton,  chairman  of  the  Finance  Com- 
mittee, presented  the  budget  as  of  the  end  of  eight 
months,  with  slightly  more  advertising  revenue  and 
an  apparent  deficit  for  the  year  of  about  $1,000. 

Dr.  Benton  recommended  changing  the  Society's 
invested  funds  to  more  common  stocks  instead  of 
bonds. 

The  budget  was  adopted  as  presented. 

A  motion  was  made,  seconded,  and  passed  to 
amend  the  budget  to  include  the  part-time  secretary 
requested  by  the  Auxiliary. 

Dr.  Hewitt  Rose  presented  a  report  of  the  Head- 
quarters Facility  Committee. 

DR.  HEWITT  ROSE:  Gentlemen,  I'll  first  give 
you  a  brief  history  of  the  Headquarters  facility 
committee,  to  bring  us  up  to  date  on  what  has  been 
considered   previously. 

The  headquarters  Facility  Committee  first  met  in 
1955  and  recommended  that  the  Society  acquire  a 
building  site  on  the  Raleigh-Durham  Highway,  High- 
way 70;  a  52acre  tract  at  a  cost  of  $26,000  was 
purchased  in  1956. 

A  brochure  with  an  outline  of  a  building  costing 
some  $.350,000  was  prepared  for  the  Executive 
Council,  House  of  Delegates,  at  the  1957  meeting. 

The  Executive  received  the  Committee  report 
without  recommending  action. 

In  1958,  the  Committee  recommended  to  the  So- 
ciety l3  consider  a  proposal  to  locate  headquarters 
facility  at  Research  Triangle.  This  was  decided 
against    in    favor    of    seeking    residential    property 
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within  the  city  of  Raleigh  for  temporary  use,  with 
the  ultimate  plan  being  to  build  on  the  Highway  70 
tract. 

No  such  property  was  found  to  be  available. 

An  inquiry  was  made  into  the  possibility  of  build- 
ing with  or  leasing  to  other  health  organizations, 
with  negative  results. 

The  1959  Committee  recommended  building  on 
Highway  70  and  exploring  the  construction  of  a 
modern,  efficiency  type  building,  rather  than  the 
more  artful  structure  previously  considered. 

Additional  space  was  obtained  at  the  overcrowded 
facility  at  the  Capital  Club  Building. 

It  was  the  accepted  recommendation  of  the  Ad- 
ministrative Commission  Chairman  that  the  Commit- 
tee on  the  Medical  Society's  Headquarters  Facilities 
be  dissolved  since  the  question  of  building  would  be 
dormant  for  the  time  being. 

Because  of  numerous  inquiries  recently,  Dr.  Pas- 
chal has  reactivated  the  Committee  for  considera- 
tion of  building  our  own  headquarters  facility. 

There  are  several  compelling  reasons  why  we 
should  build  at  this  time. 

One:  The  Society  should  have  adequate  space 
and  room  for  future  needs  of  offices,  meeting  rooms, 
and  a  place  furnished  in  a  manner  in  keeping  with 
the  dignity  of  the  profession. 

Two:  The  present  facilities  are  inadequate. 

They  occupy  3600  square  feet  at  a  rent  of  $2.26 
per  square  foot  which  is  $8,436  per  year.  It  is  the 
cheapest  sizable  office  space  in  the  Raleigh  down- 
town area  and  it  gives  that  impression  to  the  oc- 
cisional  visitor. 

The  present  staff  is  being  necessarily  increased 
and  there  is  not  enough  space  for  them. 

The  one  meeting  room  is  small  and  will  accommo- 
date only  a  dozen  people.  For  many  of  our  Commit- 
tee meetings,  this  room  is  inadequate. 

Obtaining  additional  space  in  the  Capital  Club 
Building  is   dcmbtful. 

Parking  anywhere  near  the  facility,  during  busi- 
ness hours,  is  impossible.  Without  rented  parking 
space,  the  area  is  almost  inaccessible. 

Three:  The  Internal  Revenue  Service  has  re- 
cently questioned  tax  exempt  organizations  build- 
ing up  funds.  Specifically,  they  have  questioned 
the  continued  tax  exempt  status  of  the  North 
Carolina  Medical  Society  due  to  the  funds  built  up 
in  mutual  funds  and  land  speculation. 

From  this  standpoint  alone,  this  would  be  a  good 
time  to  sink  our  surplus  into  a  headquarters  facil- 
ity building. 

Several  areas  were  investigated  for  building. 

The  Highway  70  tract,  I'd  like  to  consider  briefly, 
first. 

Building  on  Highway  70  tract,  the  Raleigh-Dur- 
ham Highway,  would  be  undesirable.  This  land  is 
eleven  miles  from  Raleigh  and  does  not  have  city 
bus  service  for  headquarters  facility  employees. 
We  would  very  probably  lose  some  or  most  of  our 
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present  efficient  staff  if  we  located  our  offices  at 


this  site. 

Because  of  the  location  in  Raleigh  recently  of 
several  large  companies,  good  secretarial  help  is 
becoming  more  and  more  difficult  to  find. 

At  all  times,  and  especially  during  the  State 
Legislative  Sessions,  the  Executive  Secretary  and 
his  aides  need  easy  distance,  preferably  walking 
distance,   to   the   State   Legislative   Buildings. 

Several  sites  within  the  City  of  Raleigh  were 
considered. 

The  first  tract  is  106,000  square  feet  on  Wade 
Avenue.  This  is  about  three  miles  from  the  Legis- 
lative Building.  This  could  have  been  bought  six 
months  ago  at  90  cents  a  square  foot  or  $100,000. 

This  does  not  meet  our  proposed  requirement  that 
the  facility  be  within  walking  distance  to  the 
Legislative  Building. 

There  is  a  165  foot  by  230  foot  available  site  on 
Oberlin  Road  which  is  about  two  blocks  from  the 
Wade  Avenue  site.  This  is  available  at  $2  a  square 
foot  or  $75,000. 

There  is  a  44-1/2  by  148  foot  lot  to  the  Andrew 
Johnson  Hotel  available  for  $90,000.  This,  I  think, 
is  undesirable  because  of  the  parking  difficulties 
and  the  lot  is  really  not  large  enough. 

There  is  some  Redevelopment  Commission  pro- 
perty available  within  walking  distance  of  the 
Legislative  Biulding.  I  have  a  list  of  the  recent 
sales  of  this  property,  which  range  from  $1  to 
$1.82  per  square  foot. 

This  property  was  looked  over  and  several  of 
the  areas  closer  to  it  and  including  this  par- 
ticular piece  are  zoned  "industrial"  and  I  would 
be  very  much  disinclined  to  build  in  an  industrial 
area  when  the  light  industrial  property  that  will 
be  built  next  to  us  may  be  very  undesirable. 

The  last  place  to  consider  is  a  place  at  East 
North   Street  and  Wilmington   Street. 

There  is  a  240  foot  by  150  foot  lot  which  is  36,- 
00  square  feet,  available  at  $2.50  per  square  foot, 
or  $90,000. 

The  latter  of  these  locations  seems  so  much 
more  desirable  that  we  had  an  architect,  Mr.  Char- 
les W.  Davies,  Jr.,  of  Raleigh  draw  up  a  feasibility 
plan  for  building  on  this  property,  which  is  repre- 
sented by  the  map  going  around. 

You  will  see  from  the  study  that  a  two  story 
building  and  10,000  square  feet  leaves  very  adequate 
parking,  as  well  as  additional  space  for  attractive 
landscaping. 

The  one  block  distance  from  the  State  House, 
shown  on  the  street  map,  on  the  right-hand  corn- 
er of  the  map  is  to  be  noted. 

This  property  is  being  held  by  the  owners  for  the 
Medical   Society   until   Monday   morning. 

Adjacent  to  the  property,  there  is  a  smaller  lot 
which  has  been  sold  in  the  last  year  for  $4  a 
square  foot.  An  office  building  has  been  put  on 
this  site. 
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Other    available    land    in    the    area    is    either   un- 
desirable,  or   is  much   higher   priced. 

Financing  of  the  building  within  walking  dis- 
tance of  the  Legislative  Building  with  plenty  of 
parking  is  feasible. 

The  tract  purchased  for  building  in  1956  on  Ral- 
eigh-Durham Highway  at  .$20,000  was  recently 
valuated  at  $163,500.  This  estimate  is  an  im- 
mediately saleable  price. 

In  1959,  the  Society  purchased  mutual  investors 
stock  in  the  amount  of  $103,000.  The  present  value 
of  this  stock  is  $156,000. 

These  two  assets  total  $319,500. 
Mr.   Davies,  the   architect,  stated  that  a  building 
within    our    probable    standards   could    be    built   for 
$20  a  square  foot,  or  $200,000. 

The  building  and  land  would  total  $290,000. 
It   is   the   recommendation   of  this   committee   that 
the  Wilmington  Street  property  be  purchased  for  im- 
mediate    construction     of    a     headquarters     facility 
building. 

DR.  WELTON:  Mr.  President,  I  wonder  if  you 
might  consider  this  proposal  in  two  parts. 

There's  a  good  deal  of  speculation  here  which 
cannot  be  answered  in  a  few  minutes,  about  building 
costs  and  financing  it,  rates  and  so  on. 

But,  it  seems  to  me  the  thing  we're  immediately 
faced  with  is  the  desirability  of  tieing  down  option 
on  this  land. 

That's  what  we  should  concern  ourselves  with 
right  now;  what  to  do  with  the  land  can  be  de- 
cided later. 

From  what  we've  been  told,  it  appears  the  land 
avilable  downtown  and  the  one  I'ecommended  by  the 
Committee,  is  at  a  bargain  price  and  we  might 
consider  it  simply  from  the  standpoint  of  a  good 
investment  as  recommended  by  our  Finance  Chair- 
man. 

And,  undoubtedly,  this  land  is  at  a  bargain  price 
now  and  whether  we  build  on  it  or  not,  most 
likely  it  will  apreciate  within  the  next  few  years. 
As  I  understand  it,  we're  not  called  upon  to  take 
any  action  upon  the  building  itself  at  this  time,  but 
in  order  to  get  the  land,  we  have  to  give  a  de- 
cision by  Monday.  Is  that  correct? 
DR.  ROSE:  Yes. 

DR.  WELTON:  I  suggest  we  consider  that  part 
of  it. 

PRESIDENT  PASCHAL:  Thank  you.  Dr.  Wel- 
ton. 

It  is  important  to  come  to  a  decision  as  to  whether 
or  not  we  w-ant  to  take  an  option  on  this  property 
and  we  do  have  a   deadline  for  that. 

(A  discussion  of  tax  angles,  rising  property 
values,  etc.,  ensued.) 

DR.  BEDDINGFIELD:  Mr.  President,  I  move 
that  the  Society  proceed  to  secure  twelve  months 
option  on  this  property  at  the  most  favorable  terms 
to  the  Society. 

DR.  SHAFFNER:   I  second  the  motion. 
PRESIDENT  PASCHAL:   You've  heard  the  mo- 


tion. It  has  been  duly  seconded. 

DR.   WILLIAMS:   Is  that  an  open  option? 
DR.    DEDDINFIELD:    An    option    at    the    most 
favorable  terms  to  the  Society. 

DR.  P.ASCHAL:  Are  you  ready  for  the  question? 
All  in  favor  of  Dr.  Beddinfield's  motion,  let  it  be 
known  by  saying  "aye";  opposed  by  like  sign. 
The   motion   is   passed. 

I  would  like  to  thank  Dr.  Rose  and  his  Com- 
mittee for  the  work  that  they've  done  and  we'll 
look  forward,  with  interest,  to  hearing  from  your 
further. 

In  line  with  the  report  of  the  Committee  on  Fin- 
ance I  call  your  attention  to  Item  14  on  our 
agenda  which  has  to  do  wnth  dues  billing,  and  under 
that  is  "Responses  from  county  medical  societies". 
MR.  BARNES:  In  July,  we  sent  to  each  of  the 
county  medical  societies  a  query  as  to  whether  or 
not  they  would  have  the  headqaurters  office  bill 
for  and  collect,  county  medical  society  dues  and  re- 
mit them  in  a  lump  sum,  or  whether  they  would 
elect  to  do  it  themselves. 

Now,  26  out  of  the  77  counties  have  made  returns 
to  indicate  they  would  prefer  to  collect  their  own 
dues  and  20  counties  have  indicated  they  would 
prefer  the  heaquarters  office  to  collect  their  dues 
and  most  of  them  have  expressed  the  level  of  their 
dues  in  this  return,  so  a  total  of  46  out  of  the 
77  have  reported. 

We  requested  them  to  report  to  us  by  the  10th 
of  September  so  this  is  the  incomplete  response 
from  the  component  societies,  as  of  now;  46  out  of 
77. 

(Discussion  ensued.) 

PRESIDENT  PASCHAL:  Would  you  like  to  have 

Mr.    Barnes   go    ahead    and    do    the   billing   that   he 

has  been  asked  to  do  and  then  continue  as  we  are. 

I  judge  that  requires  no  motion.  Mr.  Barnes  has 

authority  to  pursue  that  already. 

Suppose  then  we  pass  on  to  the  next  item,  Item 
(b),  "additional  staff  personnel",  which  has  to  do 
with  an  executive  for  Med-Pac  and  a  part-time 
secretary  for  the   Auxiliary. 

We've  talked  about  the  part-time  secretary  for 
the  Auxiliary,  but  I'd  like  to  recognize  Dr.  John 
Rhodes  at  this  time  to  speak  about  that. 

DR.  RHODES:  Mr.  President,  Members  of  the 
Council: 

I  think  passage  of  the  Medicare  Bill  and  pending 
enactment  of  the  DeBakey  Bill  makes  it  pretty  evi- 
dent to  all  of  us  that  the  influence  of  the  federal 
government  on  medical  practice  is  mushrooming. 
We  need  funds  to  support  our  activities. 
You've  heard  from  the  President  of  the  need  for 
funds  for  the  activities  of  the  Auxiliary.  Well,  cer- 
tainly in  the  organization  which  expects  to  contact 
and  distribute  material  to  the  membership  of  the 
Society,  we'll  need  some  support  financially. 

We  can't  use  that  for  candidate  support,  but  we 
do  need  it  to  set  our  organization  up,  to  get  it  going 
and  hold   workshops  for  members  of  the   organiza- 
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tion. 

There  is  continuing  expense  such  as  secretarial 
and  otherwise. 

So  that  we  come  to  you  with  the  request  that  we 
be  considered  in  the  budget  for  a  sum  up  to,  I  would 
say,   initially  of  $1,000   to   implement  this  program. 

(Mr.  Ed  Smith  of  Virginia,  new  regional  agent 
for  Am-Pac  in  the  Southeastern  U.S.,  commented 
on  progress  in  his  area.) 

DR.  JOHN  KERNODLE:  I  attended  the  opening 
of  the  Kentucky  Medical  Association's  annual  meet- 
ing in  Louisville  as  a  guest  speaker  on  the  Kam- 
Pac  banquet  program  of  Monday  night.  I  attended 
the  Council  meeting  on  Sunday  and  the  House 
of  Delegates  on  Monday  and  to  my  most  gracoius 
surprise,  I  found  that  out  of  the  2100  members 
of  the  Kentucky  Medical  Association,  over  870 
are  members  of  Kam-Pac. 

At  the  banquet  on  Monday  night,  there  were 
350  or  more  people  in  attendance. 

The  enthusiasm  is  extremely  high. 

They  have  a  full-time  employment  basis.  They 
have  their  Executive  Secretary  of  Kam-Pac  across 
the  hall  of  the  Executive  Director  of  the  Kentucky 
Medical  Association. 

I  point  these  things  out  because  there  is  a  ter- 
riffic  amount  of  enthusiasm  in  the  states  I  have 
visited  and  this  was  the  most  recent  one. 

I  do  hope  we  will  realize  our  position  and  as  has 
been  pointed  out  by  John  Rhodes,  you  cannot  dis- 
member this  body  by  removing  its  arm  which  is  so 
strong  at  the  moment  in  our  Medical  Society. 

PRESIDENT  PASCHAL:  Thank  you.  Dr.  Ker- 
nodle. 

John,  do  you  have  any  recommendations  as  to  any 
action  that  the  headquarters  staff  should  take  at 
this  time? 

DR.  RHODES:  Well,  Mr.  President,  I  believe  it 
has  been  stated  here  before  that  the  Council  is 
responsible  for  setting  policy  and  I  did  not  approach 
the  Finance  Committee  on  that  account  because  I 
felt  that  this  would  be  a  policy  decision. 

My  Board  wo-uld  like  to  recommend  to  the  Coun- 
cil that  we  be  afforded  some  help  within  the  Med- 
ical Society  office,  at  least  the  division  of  some 
person's  activities  in  support  of  Med-Pac  and  that 
we  be  alloted  a  sum  of  up  to  $1,000,  initially,  for 
the  purpose  of  promoting  a  program. 

That  would  be  our  recommendation. 

PRESIDENT  PASCHAL:  You've  heard  the  rec- 
ommendation— ■ 

DR.  RHODES:  I  would  point  out  that  the  funds 
will  be  entirely  separate  from  membership  funds, 
kept  entirely  separate,  and  be  used  only  for  ed- 
ucational purposes. 

DR.  KOONCE:  I  would  like  to  make  that  in  the 
form  of  a  motion. 

PRESIDENT  PASCHAL:  Is  there  a  second? 

DR.  DUCK:  I  second  it. 

PRESIDENT  PASCHAL:  I  have  the  impression 
that   the    House   of   Delegates    rejected   the   idea    of 


contributing  any  substantial  amount  of  money  to 
an  educational  fund,  two  years  ago. 

I  didn't  want  this  Council  at  this  time  to  be  in 
the  position  of  circumventing-  the  action  that  was 
taken  at  that  time. 

DR.  RHODES:  We're  fully  aware,  Mrs.  President, 
of  that  action  and  that  is  one  reason  why  we  did 
not  bring  a  recommendation  for  an  overall  fund. 
We  only  requested  enough  funds  to  support  the 
promotion  of  our  organization  to  get  it  off  the 
ground. 

PRESIDENT  PASCHAL:  Thank  you,  Dr.  Rhodes. 

I  just  wanted  to  have  it  clear  in  my  own  mind. 

Is  there  further  discussion? 

If  not,  are  you  ready  for  the  question? 

All  in  favor  of  the  motion  as  made  by  Dr. 
Koonce,  let  it  be  known  by  saying  "aye";  opposed 
by  like  sign. 

The  motion  is  carried. 

MR.  BARNES:  I  would  like  to,  just  for  the 
clarity  of  the  operation  of  the  headquarters  staff — 
does  this  mean  if  I  am  requested  to  do  certain  func- 
tions for  Med-Pac  in  North  Carolina,  that  I  will  have 
the  opportunity  of  assigning  some  voluntary  staff 
effort  to  that  sort  of  production  in  the  headquarters 
office,  as  a  function  of  Med-Pac  rather  than  as  a 
function  of  the  headquarters  of  the  State  Medical 
Society? 

Is  that  precisely  what  it  means? 

This  morning,  Mr.  Ed.  Smith  comes  in  from  the 
Virginia  central  office  as  a  paid  member  of  the 
Medical  Society  of  Virginia.  He  functions  that  day 
for  the  Medical  Society  of  Virginia. 

If  there  is  anything  to  do  for  Vam-Pac,  he  volun- 
teers to  go  into  that  setting  and  to  function.  He's 
not  paid  any  additional  amount  for  that  but  his  time 
obviously  is  taken  from  time  that  he  may  have 
done  functions  for  the  State  Medical  Society. 

That's  roughly  what  you  do  in  Virginia,  as  I 
understand  it,  isn't  it? 

MR.  SMITH:  Yes,  sir. 

MR.  BARNS:  And,  several  other  states. 

But  there's  no  actual  allocation  of  that  time  to 
Med-Pac,  no  reckoning  of  that  time,  monetary-wise 
in  the  Virginia  State  Medical  Society  budget. 

MR.  SMITH :  Right. 

The  Medical  Association  of  the  State  of  North 
Carolina  as  a  corporation  is  prohibited  by  Section 
610  of  the  Federal  Corrupt  Practices  Act,  from 
providing  anything  of  value  to  a  candidate  for  office 
or  a  campaign,  so  that  yooir  staff  personnel  must 
be  an  employee  paid  for  full-time  by  the  State  Med- 
ical Society  of  North  Carolina. 

What  he  does  in  the  office  for  Med-Pac  would  be 
done  under  the  same  agreement.  He  would  still  be 
paid  by  the  Medical  Society. 

Any  activity  that  is  done  to  educate  doctors  of  how 
to  join  Med-Pac,  or  to  join  in  political  participation, 
is  paid  for  out  of  those  political  funds. 

That  cannot  be  out  of  candidates  support  fund.  If 
you    do    not    have    political    education    money    from 
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corporate  contributions,  you  must  pay  the  bills 
out  of  the  money  that  is  collected  from  the  in- 
dividuals. 

MR.  BARXES:   From  Pac  individuals. 
MR.    SMITH:     From    membership,    that's    rio-ht. 
In  so  doing,  you   dilute  your  effectiveness  in   cam- 
paign activities  because  this  is  the  only  money  you 
can   give  this  candidate   support. 

At  this  time,  we  will  have  the  report  on  the  legis- 
lation activities  by  Dr.  Beddingfield. 

DR.  BEDDINGFIELD:  Very  briefly,  I'll  review 
those  activities  of  the  recently  adjaurned  1965 
General  Assembly  with  particular  reference  to 
we  have  an  especial  interest. 

those   measures   considered   by   the   Assembly,   which 
I    have    these    listed,    first    of    all,    as    legislative 
objectives   accomplished. 
1 — Amendments  to  sterilization   Law. 
2 — Kerr-Mill   appropriations   maintained. 
3 — Drug   program   implemented. 
4 — Defeat  of  appropriation  to  help  State  Board  of 

Health  assist  local  departments  was  a  blow. 
5 — Good  Samaritan  Act  passed. 
6 — Nurses   Practice    Act   was    re-written    in    satis- 
factory form. 
7 — Bill    to    certify    and    license    psychologists    was 

stopped  before  introduction. 
8 — Amendment  to  Chiropractic  Act  was  defeated. 
9 — Bill   to   add   dentists   fees  to   medical   insurance 
was  passed. 
10 — A  similar  bill  concerning  optometrists  was  also 

passed. 
11 — A  committee  was  appointed  to  study  the  schools 

of  osteopathy. 
12 — A  bill  to  permit  free  disposition  of  organs  and 

bodies   was    unfortunately   defeated. 
13 — Considerable  interest  was  generated  in  a  move- 
ment  for   state   subsidy   for   the    three-year   di- 
ploma schools  of  nursing. 
14 — A  state  commission  on  the  aging  was  created. 
In   National   Legislative   Activity: 
1 — Medicare  passed. 

2 — AMA  has  scheduled  meetings  to  negiotiate  with 
government   agencies   regulations    implementing 
Medicare. 
3 — Social  Security  for  doctors,  retroactive  to  Jan- 
uary 1,  was  passed. 
4 — The     Heart,     Stroke,     Cancer     legislation     was 
drastically    amended,    and   the   group    authoriz- 
ed  by   the   August   Executive   Council   is   ready 
to  be  activated. 
5 — An   antivisection   bill   lodged   in  ommittee   after 

considerable   effort   by   the    Medical   groups. 
6 — Health  Professions  Act  of  1965  passed. 
7 — A    slightly   ambigvious   Drug   Control   Act   was 

passed. 
8 — Recommendation   that    Medical    Society   sponsor 
eleven    scholarships   to    U.S.    Chamber   of   Com- 
merce-sponsored meetings  with  government  lead- 
ers in   Washington   in   January. 
9 — Members   of   the    Society    should    be    altered    to 


new  unemployment  tax  legislation  to  cut  re- 
quired employees  from  six  to  one. 
DR.  PASCHAL:  I  have  a  telegram  froin  Manson 
Mead,  Dean  of  the  Bowman  Gray  School  of  Med- 
icine, Dean  Isaac  Taylor  of  LTniversity  of  North 
Carolina  Medical  School  and  Dean  Anlyan  of  Duke, 
and   it  reads   as  follows: 

"Since  our  last  joint  meeting,  it  has  become 
more  probable  that  Senate  Bill  596  as  amended 
will  be  enacted  in  this  session  of  Congress. 

Since  this  legislation  carries  grave  respon- 
sibilities for  the  three  medical  schools  and  oi-- 
ganized  medicine,  we  ask  that  you  designate  three 
representatives  of  the  Medical  Society  to  join  us 
as  members  of  a  planning  committee  and  that 
they  have  the  necessary  authority  to  develop  plans 
which  would  make  it  possible  for  us  to  take  full 
advantage  of  the  opportunity  we  foresee  to  help 
the  people  of  North  Carolina.  Such  planning 
would  not  be  binding  to  either  the  schools  or  the 
Society  and  subsequent  application  for  its  im- 
plementation would  necessitate  joint  approval  of 
the  plans  by  both  groups. 

Such  immediate  action  would  in  no  way  imply 
endorsement  by  the  Medical  Society  of  impend- 
ing legislation,  but  would  obviate  hurried  planning 
subsequently. 

At  the   same  time,   it  would   give  the   State  of 
North    Carolina    the    proper    role    in    state    and 
national   leadership   in   medicine  as  was  the  case  in 
the  Hill-Burton  Act." 

Now,  this  was  obviously  written  before  they  had 
information  that  the  bill  had  been  approved  by  the 
Congress. 

It  is  my  understanding  that  while  one  of  them 
does  object  to  the  resolution  that  we  adopted,  and 
while  our  resolution,  if  implemented,  would  afford 
them  the  oppoi-tunity  to  do  all  of  the  things  they 
want  to  do  now. 

I  get  the  impression  that  they  feel  this  small 
group  of  representatives  from  the  Medical  Society 
working  in  conjunction  with  them,  would  give  them 
somewhat  of  a  head  start  on  planning  and  making 
provisions  to  take  advantage  of  the  opportunity  that 
is  now  going  to  be  in  existence  as  soon  as  the 
President  signs  the  bill  when  it  reaches  his  desk. 

I  rather  think  acquiescing  to  their  request  would 
add  to  the  rapport  that  we  already  enjoy. 

I  bring  this  to  you  for  your  information  and  for 
your  direction.  I  would  be  interested  to  know  if  you 
would  be  agreeable  to  having  your  President  com- 
ply with  this  request. 

DR.  BEDDINGFIELD:  I  see  no  objection  at  all  to 
the  Society  going  on  record  as  allowing  you,  en- 
dorsing the  fact  that  you  appoint  three  people  to 
meet  with  the  deans.  I'll  so  move. 

DR.  MURPHY:   I  second  the  motion. 
PRESIDENT    PASCHAL:    Any    further    discus- 
sion? 

SECRETARY   STYRON:    Mr.    President,    you've 
still  been   directed  to  appoint  this  other  committee. 
PRESIDENT  PASCHAL:  Yes,  that's  true. 
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DR.  BEDDINGFIELD:  But,  no  deadline  on  it. 
PRESIDENT  PASCHAL:  Tliere's  no  deadline  on 
it   and   any  action   on   it  has   been   deferred   because 
of  the  fact  that  the  bill  has  not  yet  become  law. 
Are  you  ready  for  the  question? 
All  in  favor  of  the  motion  made  by  Dr.  Bedding- 
field,  let  it  be  known  by  saying  "aye";   opposed  by 
like  sign. 

That  motion  is  carried. 

Now,  in  continuation  of  something  that  has  to  do 
with  legislation  and  with  the  permission  of  the 
Commissioner  of  the  Commission  on  Advisory  and 
Study,  I  would  like  to  ask  Dr.  Rogers,  or  the 
Commissioner,  or  both  to  speak  on  Item  B-6,  which 
has  to  do  with  the  report  of  the  Blue  Shield  Com- 
mittee. 

DR.  MAX  P.  ROGERS:  Mr.  President,  Mem- 
bers of  the   Council : 

Your  Committee  on  Blue  Shield  met  with  a  most 
voluminous  agenda  to  cover.  That  required  our 
attention  on  to  the  wee  hours  of  the  night  and  we 
had  some  very  brilliant  and  interesting  discussions 
and  these  discussions  were  augmented  by  the  pre- 
sence of  our  President,  other  members  of  the 
Council  and  in  addition  to  this,  we  had  two  mem- 
bers v/ith  us  from  the  National  Blue  Shield  Plans: 
Mr.  Parrish  and  Mr.  Knebel. 

A  great  deal  of  work  was  done,  but  it  all  evolved 
into  two  main  features  that  we  would  like  to  pre- 
sent to  the  Council  for  your  study  and  recom- 
mendation. 

Ths  first  of  these  concerned  a  new  concept  of 
prepayment  which  has  been  under  study  for  some 
in  various  areas  of  the  United  States, 
time  and  has  also  been  a  working  type  of  thing 
This  so-called  Prevailing  Fee  Concept  was  brought 
to  our  attention  by  Mr.  Parrish,  was  presented  to 
the  Blue  Shield  Committee  and  it  was  discussed 
at  great  lengths. 

And,  as  a  result  of  this,  we  have  a  feeling  in 
the  Blue  Shield  Committee  that  additional  studies 
should  be  done  and  that  if  we  are  to  be  a  forward- 
moving  group  in  the  field  of  prepayment  insur- 
ance we  should  spend  more  time  with  this. 

So,  therefore,  following  presentations  by  the  Na- 
tional Association  of  Blue  Shield  Plans  concerning 
the  prevailing  fee  concept  of  allowances  for  pro- 
fessional services,  the  Blue  Shield  Committee  by 
motion  and  unanimous  vote  rscommends  to  the  Ex- 
ecutive Council  the  authorization  of  an  in-depth  ex- 
ploration by  the  Blue  Shield  Plans  of  the  prevail- 
ing fee  concept. 

This  involves  determining  individual  physician 
charges  for  services  tc  usual  private  patients. 

The  Committee  assumes  that  the  exploration  will 
be  on  a  pilot  basis  in  a  limited  geographic  area  and 
will  be  done  with  the  full  cooperation  of  the  county 
medical  groups  within  the  areas  involved. 

This  is  our  first  recommendation  to  the  Execu- 
tive Council. 

We  have  already  had  the  implications  of  the 
cloud  of   Medicare   hanging  over  us   and  what  this 


might  do  to  us   and  what  this  is  going  to  mean  to 
us. 

We  discussed  this  at  great  lengths  in  the  com- 
mittee and  in  order  to  save  time,  I  would  like  to 
present  to  you  the  following  statement  prepared 
by  your  committca  for  your  perusal. 

1.  The  Blue  Shield  Committee  has  studied  in  depth 
the  implication  of  Medicare  as  it  relates  to  the 
future  of  medicine  in  North  Carolina. 

2.  Public  Law  89-97  states  that  carriers  are  to 
be  designated  to  administer  Part  "B"  of  this 
Public  Law  and  that  such  designation  will  be  done 
by  the  Secretary,  Department  of  Health,  Education 
and  Welfare. 

3.  By  reading  the  law  we  see  that  the  responsibil- 
ities of  these  carriers   are: 

(a)  Fee  Schedules — to  determine  reasonable 
charges  by  physicians. 

(b)  To  account  for  all  monies  spent. 

(c)  To  audit  all  accounts  of  payments. 

(d)  To  be  responsible  for  proper  utilization  of 
the  Medical  Program. 

(e)  To  serve  as  a  channel  of  information  relating 
ta  the  program  and 

(f)  otherwise  assist  in  the  administration  of  the 
program. 

These  are  the  duties  now  of  that  carrier  which 
will  be  designated  by  the  Secretary  of  HEW. 

4.  In  light  of  these  responsibilities,  it  was  agreed 
in  the  Blue  Shield  Committee  that  if  medicine  is  to 
indicate  a  preference  for  its  carrier  under  Part 
"B",  Public  Law  89-97,  it  should  act  promptly  since 
there  remains  little  time  for  organization  and  plan- 
ning. 

While  the  law  allows  the  hospital  to  designate 
their  intermediary  carrier,  the  Secretary  of  Health, 
Education  and  Welfare  will  name  the  administra- 
tor of  Part  "B". 

Successful  implementation  of  the  program,  how- 
ever, requires  participation  by  physicians  and  thus, 
it  is  likely  that  the  Secretary  of  HEW  will  give 
serious  consideration  to  an  informed  choice  by  or- 
ganized medicine  of  a  carrier  for  Part  "B". 

5.  Therefore,  in  light  of  the  fact  that  the  two 
approved  Blue  Shield  Plans  of  North  Carolina  have 
had  a  close  working  relationship  with  the  Medical 
Society  of  the  State  of  North  Carolina  for  some 
thirty  years  and  since  our  two  plans  already  have 
systsms  of  claim  administration,  communications  and 
computer  systems  that  will  meet  the  criteria  as 
established  under  Public  Law  89-97,  and  since  one 
of  our  plans  has  considerable  experience  in  hand- 
ling governmental  programs,  your  Blue  Shield  Com- 
mittee pres3nts  the  following  resolution  to  the  Ex- 
ecutive Council: 

Be  it, 

RESOLVED,  that  the  Blue  Shield  Committee  of 
the  Medical  Society  of  the  State  of  North  Caro- 
lina recommend  to  and  urge  the  Executive  Coun- 
cil of  the  Society  to  recommend  the  tsvo  Blue 
Shield   Plans   of   North   Carolina   as   joint  carrier 
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for  administration  of  the  benefits  of  Part  "B"  of 
Public  Law  89-97  and  that  the  Council  com- 
municate the  resolution  under  an  apin-opriate 
carrying  letter  to  the  Department  of  Health, 
Education  and  Welfare. 

It  was  also  voiced  within  the  Committee  that  the 
Medical  Society  support  the  designation  of  the  com- 
panion Blue  Cross  Plans  as  joint  carriers  for  Part 
"A",  Public  Law  80-97. 

It  has  already  been  pointed  out,  that  time  is  short 
and  since  time  is  of  the  essence,  we  also  offer  for 
perusal  by  the  Executive  Council,  a  model  state- 
ment which  sets  forth  our  position,  which  can  be 
used  to  petition  the  Secretary  of  Health,  Educa- 
tion and  Welfare. 

This  is  a  petition  that  was  forwai-dcd  to  Secretary 
Gardner  by  the  Nebraska  State  Medical  Association 
and  can  be  used  as  a  model  for  a  petition. 

PRESIDENT  PASCHAL:  I  think  it's  important 
enough  that  you  should  read  it. 

DR.  ROGERS:  This  is  the  letter,  the  model  peti- 
tion, signed  by  Dr.  Arthur  J.  Offerman,  President 
of  the  Nebraska  State  Medical  Association  to  The 
Honorable  John  W.  Gardner,  Secretary,  Depart- 
ment of  Health,  Education  and  Welfare,  Washing- 
ton, D.  C. 

Sir:  Nebraska  Medical  Service,  the  approved 
Blue  Shield  Plan  for  the  entire  State  of  Nebraska, 
respectfully  pcitions  for  consideration  as  a  car- 
rier as  permitted  and  authorized  by  Section  1842, 
Public  Law  89-97,  89th  Congress,  H.R.  6G7.5,  July 
30,   1965. 

In  support  of  our  petition,  we  are  prepared 
to  submit  whatever  information  may  be  required 
regarding  financial  responsibility,  legal  authority. 
and  any  other  matters  which  may  be  considered 
pertinent  to  our  ability  to  perform  all  obligations 
required,  efficinetly  and  effectively. 

Enclosed  for  your  consideration  is  a  copy  of 
the  Resolution  passed  by  the  House  of  Delegates 
of  the  Nebraska  State  Medical  Association  on 
April  28,  1965 —  this  is  similar  to  the  resolution 
we  just  presented — by  which  the  medical  profes- 
sion in  the  State  of  Nebraska  has  formally  in- 
dicated an  informed  carrier  preference  under  the 
subject  legislation. 

We  also  respectfully  submit  for  your  consider- 
ation our  record  for  several  years  as  a  success- 
ful administrator  of  the  "Dependents  Medical 
Care  Act",  Public  Law  569,  84th  Congress,  Chap- 
ter ,374,  2nd  Session,  H.R.  9429,  and  the  "Fed- 
eral Employee  Health  Benefits  Program"  Public 
Law  86-382. 

Under  authority  contained  in  joint  resolutions 
passed  by  the  State  Hospital  Association  and  the 
State  Medical  Association,  in  the  spring  of  1961, 
our  Nebraska  Blue  Cross  and  Blue  Shield  Plans 
have  accepted  the  responsibility  for  establishing 
utilizations  review  committees  in  most  of  the 
larger  hospitals  in  Nebraska. 

Our  interest  in  and  experience  with  this  prob- 


lem is  mentioned  here  only  as  an  example  of  our 
sincere  desire  to  employ  the  type  of  controls 
necessary  in  the  health  care  field  so  well  em- 
phasized in  Public  Law  89-97.  Copies  of  the 
minutes  of  the  various  organization  to  whichthese 
resolutions  are  contained  are  also  enclosed. 

The  Board  of  Directors  of  Nebraska  Medical 
Service  in  recognition  of  the  responsibility  which 
the  Social  Security  Amendments  of  1965  places 
upon  you  and  your  office  in  the  selection  of  car- 
riers, respectfully  requests  that  Nebraska  Med- 
ical Service  have  the  opportunity  to  demon- 
strate its  belief  that  implementation  of  this 
legislation  can  be  successfully  undertaken  by  an 
agency  whose  close  relationship  with  the  pro- 
viders of  care  has  been  one  of  the  most  impor- 
tant factors  in  the  success  of  the  agency  itself. 

We  have  assigned  to  the  National  Association 
of  Blue  Shield  Plans  complete  authority  to  com- 
mit Nebraska  Medical  Service  to  a  carrier  role 
should  our  petition  be  acceptable  to  you.  Our 
interest  is  total  and  our  cooperation  will  be 
complete. 

This  only  brings  to  mind,  gentlemen,  that  we  we 
didn't  want  Medicare  anymore  than  anyone  else  did 
and  Blue  Shield  Plans  have  fought  it  all  the  way 
down  to  the  wire,  but  we  now  have  it,  so  we  feel 
we  should  make  the  best  of  it. 

And  we  see  if  Blue  Shield  Plans  are  designated  as 
the  carrier  under  Part  "B"  that  we,  as  physicians, 
may  have  much  more  control,  much  more  say-so 
in   the   administration   of  this  Medicare   program. 

Otherwise  this  will  be  done  by  groups  without  any 
physician  control,  whatsoever. 

I  think  most  of  you  who  have  gone  into  this  thing 
can  easily  see  that  we  are  facing  the  fact  now  that 
we're    going    to    have    greater    government    control, 
the   greatest   third   party   investigation   of  us,   than 
we  have  ever  had  in  the  history  of  medicine. 
They  will  investigate  our  fee  schedules. 
They  will  investigate  the  payments. 
They    will    investigate    these    utilizations    of    this 
program   and   it's  only  as  we   see   it,   through   Blue 
Shisld,   that  we   as   doctors   can  maintain   a   sort  of 
control    over    the    practice    of    medicine    under    the 
Medicare  Act. 

PRESIDENT  PASCHAL:  Thank  you,  very  much, 
Dr.  Rogers. 

We're  grateful  to  you  and  your  committee  for  the 
work  that  you've  done. 

You've  heard  his  report  and  the  two  specific  rec- 
ommendations that  he  has  n-.ade  before  you. 

I  would  ask  for  your  consideration  of  the  first 
recommendation  and  for  a  discussion  of  that,  in 
which  he  and  his  committee  recommends  to  the 
Executive  Council  the  authorization  of  an  in-depth 
exploration  by  Blue  Shield  Plans  of  the  prevailing 
fee  concept. 

Is  there  a  motion  that  this  recommendation  be 
accepted? 

DR.  .JOHN  GIASSON:  I  move  it  be  accepted. 
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DR.  SHAFFNER:  I  second  the  motion. 

PRESIDENT  PASCHAL:  Is  there  any  discus- 
sion? 

DR.  JONES:  Yes,  sir. 

With  reference  to  the  latter  part  of  this,  I  raise 
no  objection  but  I  am  going  to  object  to  this. 

The  prevailing  fee  concept  as  I  understood  at  the 
meeting  the  other  night,  meant  that  this  was  goino- 
to  b3  and  I  quots  "in  depth  exploration";  that  this 
means  that  this  growing  rate  of  charges  in  the  State 
of  North  Carolina  is  going  to  be  studied  by  an  or- 
granization  not  under  the  complete  control  of  the 
Medical  Society. 

I  am  not  going  to  object  to  the  second  part,  with 
reference  to  the  designation  of  the  fiscal  intermed- 
iary, but  I  think  that  you  should  give  good  careful 
thouht  to  the  first  part  before  you  very  quickly  vote 
on  it. 

As  I  understand  the  bill,  H.R.  89-97,  reasonable 
is  the  wording  in  this  bill. 

Nov.',  some  survey  is  going  to  have  to  be  made 
of  going  rates — if  you  want  to  use  the  term,  pre- 
vailing charges — it  is  just  semantics,  but  what  is 
going  to  happen  after  this  is  simply  that  reasonable 
charges,  as  applied  to  Public  Lav,f  89-97,  which  in- 
cidentally has  nowhere  in  it  the  word  "Medicare" — 
it's  actually  health  insurance  for  the  aged — is  going 
to  mean  the  means  of  setting  up  what  is  a  reasonable 
charge  and  the  fees  charged  by  the  physicians  in  the 
State  of  North  Carolina. 

If  this  is  done  under  the  complete  control  of  the 
Medical  Society,  then  wo  have  some  opportunity  to 
control  this. 

If  it  is  done  otherwise,  it  becomes  public  informa- 
tion and  that's  my  objection. 

DR.  WILSON:  Mr.  President,  may  I  suggest  the 
National  Blue  Shield  Plans  representative  is  here 
and  is  willing  to  be  heard  this  morning — Ned  Par- 
rish — and  it  might  be  a  good  time  for  him  to  be 
heard,  even  though  briefly. 

PRESIDENT  PASCHAL:  Thank  you.  Dr.  Wil- 
son. 

Yes,  we  do  have  Mr.  Parrish  here  and  we'll  be 
glad  to  give  him  the  floor  at  this  time. 

MR.  NED  PARRISH:  [Assistance  Executive  Vice 
President,  National  Association  of  Blue  Shield 
Plans]  :  Thank  you,  Mr.  President. 

Dr.  Jones  thought  and  I  obviously  didn't  make  it 
clear  in  our  meeting,  that  any  survey  of  fees  or 
charges  made  in  the  State  of  North  Carolina,  or 
any^vhere  else,  would  be  under  the  complete  control 
of  the  Medical  Society. 

If  the  Medical  Society  chose  to  use  the  Blue 
Shield  mechanism  to  aid  and  assist  in  the  collection 
of  the  that  data,  that  was  fine,  but  at  no  time  and 
I  again  recall  that  I  made  the  point  repeatedly  that 
without  the  complete  understanding  and  coopeia- 
tion  of  medicine,  the  prevailing  fee  concept  could 
not  and  would  not  succeed. 

So,  if  this  is  a  concern,  then  I  would  suggest  that 
the  motion  as  read  by  Dr.  Rogers  be  easily  amended 


to  accommodate  this  because  certainly  this  is  the 
intent. 

PRESIDENT  PASCHAL:  Thank  you,  very  much, 
Mr.   Parrish. 

You'll  heard  those  remarks  concerning  this  prob- 
lem. Is  there  further  discussion? 

DR.  MURPHY:  There's  a  question  in  my  mind. 
How  much  experience  Blue  Shield  has  had  in  med- 
ical fees. 

I'm  sure  you've  had  wide  experience  in  surgical 
fees,  but  it  has  been  almost  non-existent  in  the 
medical  part  of  our  practice. 

PRESIDENT  PASCHAL:  Mr.  Parrish,  would 
you  care  to  remai'k  about  that? 

MR.  PARRISH:  Well,  insofar  as  it  pertains  to 
what  our  problem  is  here  now,  these  two  things  are 
tied  in  together. 

The  prevailing  fee  idea  and  the  use  of  Blue 
Shield  as  a  mechanism  as  a  carrier  under  the  De- 
Bakey  law — the  prevailing  fee  concept  is  a  concept 
which  takes  into  consideration  specialties  whether 
we're  talking  about  internists,  radiologists  or  what. 

The  prevailing  fee  concept  on  a  broadly  stated 
position,  briefly  stated,  is  a  plan  which  would  pay 
in  full  the  charges  of  approximately  ninety  per 
cent  of  physicians  in  a  given  area  according  to  their 
own  predetermined  charges  and  that,  as  I  say 
again,  applies  not  only  to  surgical  care  but  to  every 
other  branch  of  medicine. 

And,  from  the  subscriber,  or  from  the  patient's 
standpoint,  it  provides  for  the  predictability  of 
coverage  which  he  seeks. 

PRESIDENT  PASCHAL:  May  I  ask  the  question 
that  under  this  proposal,  is  the  plan  flexible  enough 
so  that  the  prevailing  fees,  or  the  usual  charges,  in 
an  urban  area  in  contrast  to  a  rural  area  where 
expenses  are  much  less — where  there  is  a  marked 
difference  in  expenses — does  this  plan,  is  it  flexible 
enough  to  make  provision  for  that? 

MR.  PARRISH:  Yes,  it  hinges  on  that  philosophy 
which  is  a  radical  departure  from  the  existing 
methods  used  by  the  Blue  Shield  Plans  and  other 
prepayment  organizations  that  have  established,  for 
examp!?,  statewide,  a  fixed  statewide  schedule  of 
fees  which  has  the  result  of  overpaying  in  some 
areas  and  under-paying  in  others. 

By  establishing  your  prevailing  charges,  the  going 
charge  in  an  area  on  a  geographic  basis,  this  does 
recognize  then  the  higher  cost  in  the  urban  area 
and  the  lower  cost  in  the  rural  area. 

SECRETARY  STYRON:  May  I  ask  this  question 
then — what  flexibility  is  there  for  up-grading  or 
down-grading  charges  in  the  event  there's  inflation 
or  deflation? 

To  paraphrase  your  question,  the  physician  asks, 
"Am  I  locked  into  a  schedule  which  I  predetermine 
and  submit?  If  I  am,  for  what  period  of  time?" 

The  answer  is  "No,  he's  not  locked  in"  but  he  has 
the  ability  to  adjust  his  fees  at  any  time. 

The  only  question  at  that  point  is,  the  only  re- 
quirement, if  he  does  adjust  his  fees  upward  that  he 
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does  so  for  his  entire  practice,  not  just  for  Blue 
Shield  or  for  the  prevailing  fee  concept.  He  does 
this  for  his  entire  practice  and  for  all  of  his  pa- 
tients. 

Incidentally,  this  program  is  not  theory  and  long- 
er. It's  effective  in  five  states. 

There  would  obviously  have  to  be  some  reason- 
able time  factor  in  which  he  would  give  the  Plan 
notice  of  his  intention  to  increase  his  fees. 

That  could  be  ninety  days,  three  months,  six 
months  or  whatever  was  determined  as  a  reasonable 
period  of  time  between  the  Medical  Society  and  the 
Plan. 

But,  specifically,  yes,  he  can  adjust  his  fees  and 
do  so  for  a  variety  of  reasons;  either  because  of  in- 
creased expenses,  becauss  his  skills  have  improved, 
his  length  in  practice  and  all  the  other  reasons 
phiysicians  do  increase  their  charges. 

DR.  MURPHY:  Do  you  imply  then  that  each  phy- 
sician will  have  a  contract  with  the  Plan? 

MR.  PARRISH:  Each  phy,-;ician  will  establish  his 
own  profile  of  fees,  his  individual  profile  of  fees,  not 
group  them.  He  will  now  have  as  he  now  does,  a 
participating  physician's  contract  with  the  Plan  in 
which  this  agreed  upon  and  all  the  provisions  of 
his  contract  group  will  be  understood. 

DR.  MURPHY:  And,  when  this  plan  is  sold,  it 
will  be  sold  as  a  complete  package  and  not  just  the 
surgical  part? 

MR.  PARRISH:  To  all  practieiU  purposes,  doc- 
tor, this  plan  is  not  going  to  be  sold  for  some  time 
to  anyone  other  than  major  industry  because  of  the 
obvious  costs  and  broad  nature  of  the  program. 

So  far  it  is  in  effect  in  five  areas  for  the  motors 
industry — it's  in  effect  for  Chrysler;  in  Kentucky 
for  Ford.  It's  about  to  be  introduced  into  the  steel 
industry. 

These  are  the  organizations  who  are  buying  this 
program  and  those  are  all  extreni?ly  broad  pro- 
grams, broad  based  and  high  level  programs  of 
medical  care. 

Wherever  this  program  has  been  introduced  to 
medical  societies,  it  has  been  overwhelmingly  en- 
dorsed without  dissension  of  any  kind. 

The  Delaware  State  Medical  Association  enthus- 
iastically adopted  it. 

This  has  been  true  in  Kentucky  and  true  every- 
where we've  had  anything  to  do  with  this. 

I  think  for  good  sound  reasons,  we're  finally 
coming  full  circle.  We're  finally  reaching  a  point 
where  for  years  hospitals,  or  Blue  Cross  has  paid 
hospitals  the  cost  of  doing  business.  Blue  Shield  has 
not. 

Medical    care    has    never   been    paid    for    on    this 
basis    and    this   is    an    entirely    new    concept    which 
recognizes  the  fact. 
PRESIDENT  PASCHAL:  Thank  you,  Mr.  Parrish. 

DR.  ROGERS:  Mr.  President,  I'd  like  to  clarify 
this  point  to  the  Council  that  we  are  not  recom- 
mending that  the  prevailing  fee  concept  be  adopted 
and  established. 


Our  study  was  to  the  degree  that  we  felt  that 
this  was  important  enough  that  we  should  know 
more  and  so  our  request  to  the  Council  is  purely 
and  simply  to  authorize  an  in-depth  study  so  that  we 
may  know  more  about  this  thing,  and  that  this  is 
applicable  in  North  Carolina,  then  we  come  back 
to  the  Council  for  further  recommendation. 

DR.  BEDDIXGFIELD:  Dr.  Rogers,  there's  a 
possibility  after  the  study,  that  you  could  conceiv- 
ably come  up  because  of  the  complexion  of  North 
Carolina,  that  you  would  not  recommend  it? 

DR.  ROGERS:  That's  right.  All  we're  asking  for 
is  the  authorization  to  study  this  to  see  whether  it 
is  worthw'hile. 

In  other  words,  we  don't  want  to  miss  the  boat  if 
this  thing  is  good  for  us. 

DR.  BEDDINGFIELD:  In  view  of  the  fears  that 
have  been  expressed  about  dissemination  of  the  re- 
sults of  such  a  study  for  a  given  area,  and  Dr. 
Jones's  fears  of  the  lack  of  physician  control,  could 
the  Medical  Society  undertake  such  a  study,  dele- 
gate it  to  the  Blue  Shield  people,  so  the  information 
could  not  be  disseminated? 

DR.  ROGERS:  As  far  as  how  the  plan  has  been 
worked  in  other  areas,  the  information  which  is 
obtain?d,  insofar  as  for  instance  your  prevailing 
fee  for  such-and-such,  our  procedure  is  entirely 
confidential,  just  as  is  what  you  put  down  as  your 
charge  for  a  procedure  under  any  other  plan. 

That  is  confidential  between  you  and  the  carrier 
and  it  is  not  a  fact  for  publication. 

I  don't  think  there  has  been  any  indication  or  any 
implication  at  any  time  that  there  is  any  disso7iiina- 
tion  of  this  information  of  a  particular  fee  profile 
as  sent  in  by  a  physician. 

In  other  words,  you  send  in  your  fee  profile  and 
that's  your  business  with  the  carrier  to  establish 
your  own  profile  and  that's  it,  because  the  man 
right  next  door  to  you  may  have  an  entirely  dif- 
ferent  schedule   and   it  is  confidential. 

DR.  RAIFORD:  I  was  just  going  to  try  to  cry- 
stallize the  two  points  which  have  given  some  source 
of  confusion. 

One,  this  is  a  pilot  study  for  information  only 
and  it's  not  binding. 

Two,  this  is  and  should  be  made  clear  and  stated 
that  this  is  not  binding  for  this  year  or  the  years 
to  come. 

PRESIDENT  PASCHAL:  I  think  that's  true  and 
it's  my  further  understanding  that  a  review  of 
these  prevailing  fees  can  be  made  and  the  in- 
dividual physician  is  in  a  position  to  alter  his 
charges  by   proper  notification. 

Is  that  not  so? 

DR.  BENTON:    To  whom   is  this  information   in- 
depth  going  to? 
Shield    Committee    and    upon    the    results    of    this, 

PRESIDENT  PASCHAL:  Primarily  to  the  Blue 
they'll  base  their  future  recommendations. 

DR.  RAIFORD:  Blue  Shield  Committee  which  is 
an  arm  of  the  Medical  Society. 
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cussion? 

DR.  JOHN  McCAIN:  What  would  be  the— say  you 
had  some  information  here  about  the  rates  in 
North  Carolina  and  say  California  had  accumulat- 
ed a  set  of  figures,  and  later  in  implementation  of 
this  program,  would  there  be  much  difference,  say, 
in  pay  schedules  between  the  one  in  North  Carolina 
and  the  one  in  California. 

If  we  determine  this  information,  would  we  be 
precommitting  ourselves  to  a  lesser  schedule  than 
what  is  paid  in  California? 

PRESIDENT  PASCHAL :  I  don't  think  so.  I  think 
that  on  the  basis  of  the  law  itself  that  the  usual 
and  customary  charges  would  come  under  con- 
sideration for  any  given  area. 

Are  you  ready  for  the  question  at  this  time? 
All  those  in  favor  say  "aye";  opposed  by  like  sign. 
DR.  JONES:  No. 

PRESIDENT  PASCHAL:  The  motion  is  carried 
with  dissent. 

Now,    secondly,   we    have    to    consider   the    second 
resolution   that   was    recommended   by   this    commit- 
tee to  the  effect  that: 
Be  it, 

RESOLVED,  that  the  Blue  Shield  Committee 
of  the  Medical  Society  of  the  State  of  North 
Carolina  recommend  to  and  urge  the  Executive 
Council  of  the  Society  to  recommend  the  two  Blue 
Shield  Plans  of  North  Carolina  as  the  joint  car- 
rier foT  administration  of  benefits  under  Part  "B" 
of  Public  Law  89-97  and  that  the  Council  com- 
municate the  resolution  under  an  appropriate 
carrying  letter  to  the  Department  of  Health,  Ed- 
ucation and  Welfare. 

What  is  your  pleasure  concerning  this? 
I  might  say  we've  had  communications  from  Mr. 
Herndon  of  the  Hospital  Care  Association  and  Mr. 
Crawford  of  Hospital  Saving,  to  the  effect  that  they 
are  willing  and  interested  in  serving  the  Society 
in  this  capacity  and  assuming  the  responsibilities 
indicated  in  this  resolution. 

Not  only  have  they  indicated  their  interest,  but 
a  number  of  our  members,  who  are  members  of  the 
Board  of  Directors  of  these  two  organizations,  have 
written  urging  the  Council  to  endorse  them  as  the 
carriers. 

Is  there  a  motion  to  the  effect  that  this  rec- 
ommendation be   accepted. 

DR.  RAIFORD:  Mr.  President,  I  think  we  all 
realize  that  this  is  not  a  political  plum  to  be  drop- 
ped in  the  laps  of  any  receptive  insurance  carrier; 
that  it  is  an  obligation  that  they  are  willing  to  as- 
sume for  the  medical  profession. 

In  view  of  this  and  the  fact  that  we  have  had 
proper  liaison  and  good  rapport  with  the  Blue 
Plans,  espeically  Blue  Shield,  I  would  therefore 
move  that  we  accept  the  recommendation  of  the 
Blue  Shield  Committee  and  that  the  President  be 
directed  to  write  a  suitable  letter  stating  our  pre- 
ference to  HEW. 


moved  and 
concerning 


DR.  KOONCE:   I  second  the  motion. 

PRESIDENT  PASCHAL:  It  has  been 
seconded.    Is    there    further     discussion 
this  motion? 

If  not,  all  in  favor  let  it  be  known  by  saying 
"aye";  opposed  by  like  sign. 

It  is   passed   and  it  will  be   so  done. 

(Dr.  Rachel  Davis  was  called  on.) 

DR.  RACHEL  DAVIS:  To  the  Executive  Coun- 
cil of  the  Medical  Society  of  the  State  of  North 
Carolina,   I  present  this  proposition. 

It  having  been  found  that  there  are  several  areas 
of  committee  activity  within  the  Medical  Society  of 
the  State  of  North  Carolina  which  have  over- 
lapping purposes,  interest  and  responsibilities,  it  is 
felt  that  in  order  to  aid  the  Medical  Society  of  the 
State  of  North  Carolina  is  fulfilling  its  purposes 
and  more  completely  accomplishing  its  goals  that 
the  Medical  Society  of  the  State  of  North  Caro- 
lina should  recommend  to  the  State  Board  of 
Health,  or  to  the  State  Board  of  Mental  Health, 
or  to  any  other  already  legislatively  established 
health  agency  that  it  give  favorable  consideration 
to  the  establishment  of  a  new  division  tentatively 
called  "The  Division  of  Family  Living". 

Also,  to  request  the  chosen  state  agency  to  re- 
quest budgetary  increment  for  this  purpose  from 
tha  State  Advisory  Budget  Commission  and  from 
the   General  Assembly  to   this  end. 

Below  are  listed  the  purposes  for  this  proposi- 
tion: 

1.  It  will  create  a  constancy  of  effort  by  an  ever- 
present  agent  in  a  health  facility  in  North  Carolina 
in  the  area  of  family  living. 

2.  It  will  be  an  avenue  for  correlation  of  efforts 
of  many  committees  within  the  state  who  are  in- 
volved in  the  areas  of  family  living;  many  com- 
mittees and  agencies. 

3.  It  will  create  within  the  state  capital  area  an 
ever-present  liaison  committee  to  make  more  ef- 
fective the  efforts  of  the  State  Medical  Society's 
committee  on  education,  mental  health,  pre-marital 
education  and  counselling  and  Juvenile   delinquency. 

In  case  of  approval  of  the  above  proposition  by 
the  Executive  Council  of  the  State  Medical  Society, 
the  Advisory  Committee  on  Marriage  Counselling 
accepts  the  responsibility  to  further  research,  study 
and  crystallize  the  means  for  making  this  proposed 
program  effective  and  to  this  end,  will  seek  the 
help  and  cooperation  of  all  involved  State  Medical 
Society  committees  and  state  committees  and  agen- 
cies. 

tal  health  committes  and  the  support  of  the  school 
health  committee  and  the  maternal  and  child  health 

The  above  proposition  was  approved  by  the  men- 
committees  were  committed  by  Dr.  Thomas  Thurs- 
ton   (Commissioner). 

Respectfully   submitted,   Rachel   Davis,   Chairman. 

PRESIDENT  PASCHAL :  Thank  you,  very  much. 

You've  heard  the  recommendation  of  Dr.  Davis's 
committee.  What  is  your  pleasure? 
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DR.  McCAIX:  I  move  its  adoption. 

PRESIDENT  PASCHAL:  Dr.  McCain  moves 
that  this  motion  be  adopted  and  the  report  be 
adopted. 

Is  there  a  second? 

DR.  DUCK:  I  second  the  motion. 

PRESIDEXT  PASCHAL:   Is  there  discussion? 

DR.  WILLIAMS:  Mr.  President,  I  would  like  to 
ask  Dr.  Davis  a  question. 

Has  there  been  any  conversation  with  either  the 
State  Board  of  Health  of  Mental  Health?  Would 
they  welcome  this?  Do  they  know  about  this? 

DR.  DAVIS:  They  both  know  about  this.  Dr. 
Norton  was  a  member  of  the  Committee  who  filed 
this  projiosition  and  Dr.  Hargrove  was  kind  enough 
to  come  into  the  meeting  yesterday  afternoon  and 
due  to  Dr.  Hargrove's  interest,  there  was  a  change 
made  in  the  original  proposition. 

It  was  to  be  given  to  the  State  Board  of  Health 
and  a  new  department  created  in  there,  and  the 
wording  was  changed  from  the  State  Board  of 
Health  to  the  "State  Board  of  Health  or  the 
State  P--'  of  Mental  Health  or  to  any  other  -i- 
ready    ic^.o^aLively    established    health    agency. 

PRESIDENT  PASCHAL:  Dr.  Norton,  do  you 
have  any  remarks  concerning  this? 

DR.  NORTON:  No,  I  have  not,  except  that  I  have 
the  privilege  of  attending  our  discussions  along 
with  you  at  Dr.  Rachel's  hospitality  at  th?  meeting 
recently  and  I  feel  it  will  do  a  good  job  in  pulling 
these  various  groups  together. 

In  that  way,  I  think  it's  a  fine  thing. 

PRESIDENT  PASCHAL:  Is  there  further  dis- 
cussion? 

DR.  WILSON:  The  Commissioner  wanted  to  say 
he's  very  much  in  favor  of  this,  for  what  little 
g-ood   that  might   do. 

DR.  KERNODLE:  Whose  discretion  will  it  be 
left  to  to  decide  which  area  this  will  go  into — to 
make  this  either/or? 

PRESIDENT  PASCHAL:  They're  going  to  make 
a  study  investigate  to  determine  what  is  the  ap- 
propriate agency,  and  I  believe  that  recommenda- 
tion will  come  back  to  the  Council. 

If  there's  no  further  discussion,  all  in  favor  of 
this  report  and  recommendation  or  motion,  let  it 
be   known   by   saying   "aye";    opposed   by   like   sign. 

That  motion  is  carried. 

Now  we'll  go  to  Item  7  and  have  a  report  on 
future  meetings  of  the  Medical  Society  (a)  the  Fall 
Conclave  of  Committees,  and  (b)  Officers'  Con- 
ference. 

MR.  BARNES:  Well,  this  is  just  simply  to  re- 
port as  commissioned  by  the  Council  the  projected 
arrangements  for  the  Fall  meetings  of  the  Con- 
clave and  for  the  mid-winter  metings  of  the  officers' 
conference. 

And,  we  have  an  effective  reseiwation  contract 
with  Mid  Pines  for  September  1966  and  for  Sep- 
tember of  1967  for  the  Conclave. 

We  could  not  get  back  to  the  Pinehurst  for  either 


of  those  two  years. 

Now  for  the  Officers'  Conference,  we  have  con- 
tracted with  Pinehurst  for  1966  and  1967  for  the 
dates  given  here. 

Now,  I  would  presume  and  I  made  a  memorandum 
that  the  Council  would  continue  it  instruction  to 
the  headquarters  office  to  seek  immediately  after 
this  meeting  a  site  for  1968  meetings — the  two  re- 
ported functions  of  the  State  Medical  Society  and 
without  objection,  the  headquarters  staff  will  pro- 
ceed on  that  in  the  next  two  oi-  three  weeks. 

PRESIDENT  PASCHAL:  If  there  is  no  objection, 
why,  the  headquarters  staff  is  duly  instructed  to 
continue  with  this  and  this  will  be  accepted  now 
as   information  only. 

Are  there  questions? 

If  not,  it  is  accepted  as  information. 

We  go  now  to  item  8  "Consider  action  on  mem- 
bership status  of  John  H.  Cox,  M.D.,  Forsyth 
County-Guilford    County   and    Mr.    Barnes — 

MR.  BARNES:  As  the  Council  may  have  recalled, 
this  question  of  an  application  for  membership  by 
Dr.  Cox  a  family  physician  residing  in  Guilford 
County  who  had  established  an  office  in  Forsyth 
County  and  had  applied  for  membership  in  Forsyth 
County,  had  been  to  the  Council  before  and  it  was 
referred  to  the  Councilor  for  further  effort  and 
action. 

Now.  after  subsequent  delays  the  Guilford  County 
Medical  Society  has  given  its  permission  for  Dr. 
Cox  to  have  membership  in  the  Forsyth  County 
Medical  Society  since  it  is  his  intention  to  sell  his 
house  in  Greensboro  and  move  to  Forsyth  County. 

Dr.  Shaffner  tells  me  today  that  it's  just  a  ques- 
tion of  re-referring  the  matter  to  the  Board  of 
Censors  of  the  Forsyth  County  Society  for  action 
and  we  see  no  impediment  to  that. 

If  I  may,  I'll  move  on  to  the  (b)  section  of  the 
same  Item  8. 

I  might  say  that  we  reported  both  these  matters 
tn  the  Executive  Committee  of  the  Council  on  the 
26th  of  August  and  we  were  instructed  that  if  the 
respective  counties  did  give  permission  for  these 
two  men  to  be  members  of  the  county  of  their  de- 
signated choice  then  the  headquarters  office  would 
be  authorized  to  go  ahead  and  register  them  on  that 
basis. 

DR.  WEIjTON:  This  concerns  Dr.  Jackson  Vance 
Scott  who  resides  in  Mecklenburg  County,  who  prac- 
tices in  Gaston  County  as  an  associate  with  Dr. 
Richard  Rankin. 

Dr.  Scott  applied  to  the  State  Society  for  mem- 
bership in  January  1963,  via  his  membership  in 
the  Mecklenburg  County  Medical  Society.  He  paid 
the  full  three-part  dues  to  the  Mecklenburg  County 
Medical  Society  and  apparently  there  was  no  de- 
finitive action  about  this  during  the  subsequent  year 
or  two. 

He  still  maintains  offices  and  practices  in  Mount 
Holly  and  for  these  reasons  Gaston  County  would 
like    to    insist    on    the    continuing    policy    that   phy- 
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sicians  practicing  medicine  in  this  county  maintain 
active  membershp  in  the  Gaston  County  IVIedical 
Society. 

His  place  of  residence  is  in  Mecklenburg'  County. 
Since  AMA  membership  requires  good  standing  in 
any  county  society,  I  think  he  makes  this  require- 
ment. 

DR.  RAIFORD:  Well,  I  think  the  motion  pre- 
viously was  to  the  effect  that  the  Council  advise 
Gaston  County  and  the  counties  involved  and  the 
applicant,  the  doctor,  involved  that  he  comes  within 
the  provisions  of  this  section  of  the  by-laws  which 
permits  him  to  belong  to  the  Mecklenburg  society 
and  to  transmit  his  application  for  membership  in 
AMA. 

DR.  McCAIN:  I  second  that. 

(The  motion  carried.) 

(The  meeting  recessed  at  one-three  o'clock.) 

SUNDAY  AFTERNOON  SESSION 

September  26,  1965 

The  Fall  Meeting  of  the  Executive  Council  of  the 
Medical  Society  of  the  State  of  North  Carolina  re- 
convened at  two-twenty-one  o'clock.  President  George 
W.  Paschal,  Jr.,  presiding. 

PRESIDENT  PASCHAL:  We'll  proceed  now  with 
the  Thompson  Report  of  August  1965  Revision  from 
the  Sub-committee  on  Mental  Retardation  and 
Children's  Services. 

DR.  McCAIN:  This  is  a  report  that  was  sub- 
mitted to  the  Executive  Council  at  the  last  meeting, 
and  it  was  the  recommendation  of  the  Executive 
Council  that  it  be  sent  back  to  committee  and  be 
studied  with  the  various  other  committees  concerned 
with  children's  services,  and  this  was  done  in  July. 

A  final  revision  that  met  the  recommendations  of 
all  the  various  Medical  Society  committees  reviewed 
it  and  it  has  been  revised  to  the  extent  that  they 
recommend  it  and  it  has  been  recirculated  for  review 
by  the  members  of  the  Executive  Council. 

What  this  report  does  in  gp ^1,  is  it  serves  to 

bring  together  the  services  for  mentally  ill  children 
in  North  Carolina  and  not  only  promotes  these 
services,  but  assures  medical  reorientation. 

I  would  like  to  move  the  adoption  of  this  report. 

DR.  KOONCE:   I  second  it. 
(The  motion  carried). 

DR.  WELTON:  The  Committee  on  Hospital  and 
Professional  Relations  recommends  that  Radiological 
billings  for  hospital  patients  be  separated  into  tech- 
nical and  professional  portions,  not  only  to  include 
those  65  and  older,  but  for  all  patients  in  hospitals. 

PRESIDENT  PASCHAL:  Gentlemen,  you've 
heard  this  recommendation. 

DR.  WELTON:  In  my  discussion  with  members 
of  this  group,  they  wanted  the  support  of  the  Coun- 
cil and  certainly  the  approval  of  the  Council  in  the 
efforts  that  they're  making  in  trying  to  have  their 
proposal  accomplished. 

SECRETARY  STYRON:   I  move  that  we  go  on 


record  of  approving  this  recommendation. 

DR.  MURPHY:   I  second. 

The  motion  carried.) 

MR.  BARNES:  Mr.  President,  as  of  July  28th, 
we  received  certification  of  the  Avery  County  Med- 
ical Society  signed  by  Dr.  Vance,  Secretary  of  that 
society,  indicating  that  Dr.  V.  B.  Rambo  is  at  pres- 
ent employed  by  the  Southern  Presbyterian  Mission 
Board  and  serving  in  the  Congo,  Africa  area  as  a 
medical  missionary  and  that  they  recommend  him 
for  consideration  of  Honorary  Membership  in  the 
Medical  Society  of  the  State  of  North  Carolina,  for 
which  there  is  a  provision  in  the  constitution  and 
by-laws. 

SECRETARY  STYRON:  The  Executive  Council 
had  discussed  this  at  some  length  at  a  previous 
meeting.  This  is  in  order  and  I  therefore  move  that 
we  nominate  Dr.  Rambo  as  an  Honorary  Member  of 
the  Society. 

DR.  MURPHY:   I  second. 
(The  motion  carried.) 

(The  motion  carried.) 

DR.  PASCHAL:  As  you  were  told  earlier,  Dr. 
Romm  has  replaced  Dr.  Brinn  as  Councilor  for  the 
1st  District.  He  was  Vice  Councilor  and  he  has  now 
been  elevated  to  the  position  of  Councilor  for  the 
1st  District. 

MR.  BARNES:  The  fact  of  his  successor  is  a 
problem. 

DR.  ROMM:  I  propose  that  in  the  event  I  am  un- 
able to  serve  as  Councilor  of  the  1st  District  that 
Dr.  Ed  Bond  take  over. 

DR.  KOONCE:  I'll  second  that. 

(The  motion  passed.) 

DR.  PASCHAL:  Now,  it  is  the  intention  to  do  the 
same  thing  for  the  10th  District. 

So,  in  the  event  of  a  need  for  a  Vice  Councilor  in 
the  10th  District,  is  there  a  name  suggested  for  a 
Vice  Councilor? 

DR.  JAMES  PAPER:  I  suggest  the  name  of  Dr. 
Ernest  Stein. 

PRESIDENT  PASCHAL:  You've  heard  the  sug- 
gestion that  Dr.  Stein  be  Vice  Councilor  in  the 
event  of  Dr.  Raper's  inability  to  serve  as  Councilor. 

DR.  RAIFORD:  I'll  second  that  motion. 

(The  motion  carried.) 

The  Council  then  approved  appointment  of  Dr. 
Robert  Harper  as  Chairman  of  the  Section  on 
Neurology  and  Psychiatry  and  Dr.  Lewis  Rathburn 
Chairman  the  Section  on  Obstetrics  and  Gynocology. 

DR.  WELTON:  Mr.  President,  I  have  the  report 
from  the  Medical-Legal  Committee  which  states  that 
they  have  considered  the  request  by  the  North  Caro- 
lina Nurses  Association  for  a  joint  liaison  effort  in 
developing  a  policy  statement  and  legal  protections 
relative  to  application  of  closed  heart  resuscitation 
by  a  nurse. 

Part  of  the  problem  is  that  the  nurse  is  an  em- 
ployee of  the  hospital  and  emergency  room  and  if 
she's  instructed  to  do  something  by  a  physician,  or 
if  she  does  it  without  the  presence  of  a  physician,  is 
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she  liable  or  is  the  hospital  liable. 

Noting  that  this  subject  is  on  the  program  of  the 
American  Heart  Association  meeting  scheduled  in 
Miami  on  October  11,  1965,  the  Committe  Chairman 
will  get  in  touch  with  the  nurse  association  after 
that  date  and  with  the  president  of  the  North  Caro- 
lina Hospital  Association  concering  a  joint  meeting 
on  this  subject. 

PRESIDEXT  PASCHAL:  This,  I  assume,  will  be 
accepted  by  the  Council  as  information.  (So  moved 
and  approved.) 

Now,  Item  16,  Military  Dependents  Medical  Care, 
Veterans  Administration  Affairs,  Letter  of  Agree- 
ment and  Fee  Schedule  negotiation. 

DR.  WILSOXs  The  Committee  unanimously  rec- 
ommended to  the  Executive  ouncil  that  the  Military 
Dependents  Medical  Care  Program  Contract  for  the 
period  October  1st,  1965  to  September  .30,  1966  be 
renewed  by  the  Medical  Society. 

(The  motion  was  made,  seconded,  and  passed.) 

DR.  WILSON:  The  Committee  on  Medical  Care 
for  Dependents  of  the  Uniformed  Services  recom- 
mends to  the  Medical  Society  of  the  State  of  North 
Carolina  that  a  diplomatic  letter  be  written  to  the 
Director  of  Veterans  Affairs,  Winston-Salem,  North 
Carolina,  to  the  effect  that  the  North  Carolina  State 
Medical  Society  does  not  wish  at  this  time  to  enter 
into  a  contract,  either  written,  verbal  or  implied 
with  the  Department  of  Veterans  .Affairs  which 
would  ask  the  doctors  of  North  Carolina  to  accept 
any  fee  which  is  less  than  the  fee  which  they  usually 
charge  a  private  patient. 

PRESIDENT  PASCHAL:  Is  there  a  motion  that 
the  headquarters  staff  and  the  President  in  particu- 
lar write  such  a  letter? 

DR.  RARER:   I  so  move. 

DR.  GLASSON:  I  second  it. 

(The  motion  passed.) 

DR.  WILSON:  The  first  committee  report  I  want 
to  give  is  the  Advisory  to  Auxiliary  and  Archives. 

There  was  one  point  that  they  brought  out  which 
charges  me  with  the  responsibility  of  bringing  it 
before  this  group. 

They  said  that  the  Auxiliary  was  doing,  as  the 
Society  had  done,  with  regard  to  eligibility  of  mem- 
bership, by  means  of  by-law  changes. 

They  said  that  it  had  to  be  recognized  that  there 
were  greater  difficulties  in  some  geographic  areas 
because  memberships  were  smaller  and  private  facili- 
ceeding  with  this  work. 

ties  were  used  for  meetings  that  were  social  in  part, 
medical  education. 

They    were    discussing   w-ays   and    means    of   pro- 

The  other  part  of  that  committee  was  the  Archives 
of  Medical  Society  History,  as  they  review  the  work 
being  done  on  the  history  of  surgery  and  history  of 
production   costs,    section    reprints   for    contributors 

They  also  had  a  number  of  questions  about  the 
number  and  size  of  the  volumes  to  be  produced, 
and  who  was  going  to  foot  the  bill  and  things  of  that 
sort,    and    I'm    sure    that    after    consultations    with 


various  foundations  that  we'll  have  more  to  say 
about  that,  subsequesntly. 

Next   one   is   AMA-ERF. 

The  Chairman  reported  to  the  committee  that 
S9,597  had  been  donated  by  North  Carolina  doctors 
in  1964  and  the  chairman  wanted  it  brought  out — 
he  wanted  to  do  something  to  increase  this  amount. 

It  was  suggested  that  an  AMA-ERF  exhibit  be 
gotten  together  and  erected  in  the  exhibit  depart- 
ment at  the  annual  meeting  of  the  Medical  Society 
in  Asheville. 

It  was  also  suggested  that  an  attempt  be  made  to 
secure  a  film  from  the  American  Medical  Associa- 
tion regarding  AMA-ERF  and  show  it  at  the 
Audio-Visual    Section    at   the   annual   meeting. 

It  was  also  suggested  that  the  membership  in 
this  committee  be  enlarged  insofar  as  is  possible,  or 
rather  the  merits  of  enlarging  the  committee 
members  was  discussed,  since  the  results  of  the 
committee  activities  depend  greatly  on  personal 
contact  and  there  was  a  need  for  representation  in 
more   areas   of  the   state. 

We  didn't  exactly  know  how  to  go  about  asking 
for  a  larger  membership,  but  it  did  seem  logical  to 
suggest  that  when  the  new  committees  are  appoint- 
ed, next  year,  that  we  give  favorable  thought  to 
enlarging  this  committee,  in  order  that  we  might 
have   better   geographical   representation. 

Not  in  the  sense  of  constitutionally  changing  any- 
thing, but  that  more  members  be  put  on  that  com- 
mittee. 

The  next  is  Blue  Shield,  which  was  discussed  at 
some  length  earlier  this  morning. 

The  next  is  Constitution  and  By-Laws  by  Dr. 
Shaffner. 

DR.  SHAFFNER:  We  voted  to  recommend  a 
change  for  Mr.  Hilliard  from  Assistant  Executive 
Secretary  to  Assistant  Executive  Director. 

The  next  thing  we  have  requested  is  a  detailed 
index  of  the  constitution  and  by-laws. 

Then  we  ask  for  some  consideration  of  the  tenure, 
and  consideration  of  the  committe  structure. 

DR.  PASCHAL:  I  think  it  would  be  appropriate 
on  the  part  of  the  Council  to  request  that  the 
Chairman  of  the  Committee  on  Constitution  and  By- 
I.aws  communicate  with  the  respective  component 
societies  and  urge  them  to  up-date  their  constitutions 
and  by-laws  and  resubmit  them  to  headquarters. 

I  would  hope  that  you  would  also  point  out  to 
those  who  have  not  complied  with  this  request  of 
rather  long-standing  agi'eement,  should  do  so  at 
once. 

We  had  representatives  from  Bo\\^nan  Gray,  Uni- 
versity of  North  Carolina  and  Duke.  They  gave 
extensive  reports  on  what  their  chapters  were 
planning  and  what  they  had  accomplished  in  one 
thing  or  another  they  were  undertaking. 

DR.  WILSON:  Our  next  committee  is  Student 
AMA. 

It  was  pointed  out  that  a  lot  of  them  did  not 
have  access  to  the  North  Carolina  Medical  Journal. 
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Some  of  them  had  never  seen  a  copy,  so  it  was 
recommended  that  a  certain  number  of  compli- 
mentary copies  be  sent  in  some  way  or  another  to 
some  of  the  medical   students. 

(A  motion  was  made  and  approved  to  do  so.) 

DR.  W.  L.  WILSON:  The  Governor,  Governor 
Sanford,  on  December  31,  1964,  designated  the  State 
Board  of  Health  as  the  North  Carolina  agency  for 
implementing  a  program  of  reviewing  and  counsel- 
ling rejectees,  who  appear  at  Armed  Forces  examin- 
in  gstations  and  cannot  pass  the  examination  for 
anyof  the  Services,  or  Forces. 

Dr.  Raiford  wrote  Dr.  Jim  Donnelly  of  the  staff 
of  the  State  Board  of  Health  a  two  page  letter 
giving  his  general  reaction  to  the  thing,  but  there 
have  been  quite  a  few  developments  since  Dr.  Rai- 
ford reviewed  the  matter. 

I  talked  with  Dr.  Paschal  and  requested  this 
privilege  of  bringing  it  to  you  now  because  of  m.ore 
recent  developments. 

The  Congress  appropriated  funds  for  doing  certain 
things  with   reference  to  these   rejectees. 

The  funding  is  completely  federal  for  what  would 
be  done  under  the  act.  The  State  would,  through 
its  one  designated  agency,  undertake  a  prompt  re- 
view of  the  reasons  back  of  the  rejection  of  each 
applicant  for   Service. 

This  would  be  done  by  a  state  agency  director  of 
programs  who,  in  this  instance.  Dr.  Norton  design- 
ated me  to  be  the  physician  since  it  is  related  con- 
siderably to  some  past  experiences  in  the  Army 
and,  secondly,  to  pretty  closely  related  to  doctor- 
patient  health  as  Dr.  Beddingfield  and  Dr.  Thurston 
confirmed. 

The  State  Coordinator  will  receive  the  various 
individual  reports  on  the  rejectees.  The  Coordinator 
will  direct  the  activities  of  the  three  law  enforced 
examining  station  reviewers  of  the  cases  rejected; 
two  at  Charlotte  and  one  at  Raleigh  examining  sta- 
tions. 

The  action  from  that  point  on  is  almost  com- 
pletely local;  a  community  service  at  local  level 
which  we  would  hope  local  health  departments 
would  accept  as  a  responsibility  on  a  reimbursed 
fee  basis,  not  to  exceed  $10  per  case  for  follow-up 
and  to  explain  to  the  rejectee  why  he's  rejected,  to 
tell  him  what  can  be  done,  either  in  the  realm  of 
medical  care,  or  surgery  in  certain  instances,  of 
vocational  rehabilitation  in  some  instances,  and  of 
course,  in  telling  the  rejectee  that  hasn't  got  any 
particular  prospect,  if  he  should  be  that  particular 
unfortunate,  that  there's  nothing  that's  going  to  be 
done  by  the  community  on  his  behalf. 

North  Carolina  has  approximately — to  pin  this 
down  for  you — approximately  8,000  rejectees  a  year 
at  the  present  rate. 

By  1970,  according  to  the  best  estimates,  the  way 
things  are  going,  that  would  almost   double. 

So,  this  is  a  significant  matter,  at  least  to  cer- 
tain families  from  the  viewpoint  of  taxation  and 
welfare  and  of  other  benefits,  to  the  indigent  who 


is  unable  to  help  himself,  to  the  unemployed. 

DR.  BEXTOX:  What's  the  big  thing?  Because 
they   didn't  go   through   school? 

DR.  W.  L.  WILSON:  About  fifty  per  cent  of 
them  are  not  rehabilitable,  but  approximately  4,000 
a  year  are  and  we  can't  answer  your  question  di- 
rectly, doctor,  because  until  you  have  a  program 
like  this,  all  of  it  is  purely  mass  statistics.  There's 
nothing  for  the  individual  that  one  can  single  out. 

A  lot  of  administering  arrangements  would  have 
to  be  made  by  the  Medical  Director  of  the  Pro- 
gram with  the  Armed  Forces  examining  station 
director,  but  we  anticipate  no  problem.  I  know  I  can 
work  that  out  all  right. 

PRESIDEXT  PASCHAL:  I  understood  from  ear- 
lier conferences  that  he  would  be  referred  to  either 
his  family  physician,  or  to  a  local  agency  who  is 
now  normally  taking  care  of  people  who  are  unable 
to  pay. 

DR.  W.  L.  WILSON:  Yes,  that's  right,  but  basical- 
ly, what  we  would  hope  to  do,  in  directing  the  pro- 
gram, is  to  work  strictly  through  the  medical  pro- 
fession. 

Remember  now,  we  have  in  the  Medical  Society 
a  committee  on  occupational  health  and  the  local 
health  director  has  begun  to  know  about  this  and 
you  work  with  him  and  vice-versa,  so  there  is  a 
reasonably  easy  channel  for  this. 

(A  motion  was  passed  to  endorse  the  program.) 

(Dr.  Paul  Maness  gave  a  brief  report  on  plans 
for  the  Annual  Session.) 

DR.  STYRON:  Well,  in  essence,  the  Committee 
on  Arrangements,  under  the  Annual  Convention 
Commission,  wishes  to  come  back  to  Pinehurst  and 
this  is  the  recommendation  we  make  to  the  Society. 

The  dates  of  May  21st  to  24th  are  the  dates  that 
we  would  recommend. 

MR.  BARNES:  I  report  also  that  the  hotel  will 
be  completely  airconditioned  in  1967.  Mr.  Smith  tells 
me  they  have  the  installation  already  here.  It's 
functioning  here  today. 

It  has  the  capacity  for  airconditioning  all  the 
rooms  and  all  the  rooms  will  be  airconditioned  by 
1967. 

SECRETARY  STYRON:  The  question  was  asked 
if  there  is  an  earlier  date  and  there  is  no  earlier 
date. 

The  hotel  is  closed  until  the  weekend  before  the 
one  we  have. 

Mr.  Chairman,  I  move  that  the  Council  accept 
one  of  these  two  dates,  tentatively,  one  or  the 
other  and  the  Committee  on  Arrangements  is  to  in- 
form the  Executive  Council  the  preferable  dates  of 
May  14th  to  17th  or  May  21st  to  24th  . 

DR.  KOONCE:  I  second  the  motion. 

PRESIDENT  PASCHAL:    Any  further   question 
on  this? 
(The  motion  passed.) 

DR.  KERNODLE:  I  was  handed  a  report  from 
several  committees  under  Dr.  Lindsey's  Commis- 
sion and   I'll   try  to  extract  from  them  the  resolu- 


80 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


tion  that  will  be  necessary. 

The  first  Committee  on  Disaster  Medical  Care,  a 
report  was  given  on  the  past  activities  by  our  Presi- 
dent, Dr.  Paschal. 

The  new  Chairman  of  the  Committee  is  Dr. 
Anlyan. 

Colonel  Dawson  gave  a  report  on  Civil  Defense 
from  his  commiteee  and  distributed  maps  and 
charts  on  Public  Fall  Out  Shelters  in  North  Caro- 
lina. 

The  other  thing  is  the  Si.xteenth  National  Con- 
ference on  Disaster  Medical  Care  is  scheduled  for 
October  30,  and  31,  1965  in  Chicago. 

The  North  Carolina  Eye  Care  and  Eye  Bank 
Committee  maintains  that  the  physician  has  every 
right  to  dispense  eye  glasses  and  contact  lens  to 
those  patients   who  desire  to  be  fitted  by  him. 

We  reaffirm  the  existing  guidelines  of  the 
American    Medical   Association   viz.: 

One  of  the  most  important  principles  of  the 
American  Medical  Association  has  been  free 
choice  of  physician  .  .  .  This  principle  should 
apply  to  choice  of  optician   .   .   ." 

A   patient  is   entitled   to   a   copy  of   his  or   her 
prescription  for  glasses,  drugs  or  applicanes  and 
he   has   the    privilege   of   having   the   preserijition 
filled  wherever  he  wishes. 
We  reaffirm   our  belief  that: 
Patients    benefit    immeasurably    from    the    re- 
sponsible   physician's   control   over   the   quality    and 
accuracy  of  dispensing  as  well  as  intelligent  fitting 
services ; 

The    prescribing    physician    has    the    sole    re- 
sponsibility for  the  patient's  vision  and  comfort. 

We  propose  the  following  specific  guidelines  for 
ethical  dispensing  of  glasses  and  other  visual  aids 
by  the  physician : 

1.  The  patient  shall  be  given  a  copy  of  his  or 
her  prescription  for  glasses.  This  shall  be  given 
freely,  willingly,  and  without  embarrassment  to  the 
patient. 

2.  The  patient  has  the  privilege  of  having  the 
prescription  filled  wherever  he  wishes. 

3.  The  prescription  blank  shall  not  have  the  name 
of  any  optician  or  optical  company  printed  upon  it. 

4.  In  dispensing  glasses  the  physician  must  in- 
sure that  the  cost  to  the  patient  is  fair  and  reason- 
able. The  cost  of  the  examination  shall  be  listed 
separate  from  that  for  the  glasses. 

5.  The  quality  of  fitting  and  dispensing  must  be 
good. 

6.  Optical  services  shall  be  provided  only  to  the 
patients  of  the  doctor,  except  in  the  case  of  a  true 
emergenc.v  where  the  service  is  not  otherwise  avail- 
able. 

7.  There  shall  be  no  listing  of  dispensing  by 
medical  doctors  in  the  yellow  pages  of  the  tele- 
phone  directory. 

The  above  represents  an  affirmation  of  existing 
practices  by  eye  physicians  of  North  Carolina  and 
should  be  approved  by  the  Executive  Council. 


DR.  WILLIAMS:  I  move  we  endorse  the  guide- 
lines as  presented. 

DR.  JONES:   I  second. 

PRESIDENT  PASCHAL:   All   in  favor  let  it  be 
known   by   saying  "aye";    opposed   like   sign. 
It's  carried. 
Proceed,  Dr.  Kernodle. 

DR.  KERNODLE:  The  next  report  is  from  the 
Committee  on  Professional  Insurances. 

They  held  a  meeting  with  representatives  from 
the  American  Casualty  Insurance  Company,  St. 
Paul   Fire  and   Marine   Insurance   Company. 

The  Committee  on  Necrology  recommends  to  the 
Executive  Council  the  formation  of  a  Memorial 
Servic2  during  the  first  meeting  of  the  House  of 
Delegates  on  Sunday,  without  an  address  or  with- 
out the  appropriate  usual  music,  with  opening  in- 
vocation slanted  toward  the  Memorial  Service  with 
a  roll  call  of  deceased  member  physicians. 

A  time  alloted  for  this  service  would  be  approxi- 
mately twenty  minutes  with  a  closing  prayer. 

It  was  suggested  that  the  Auxiliary  also  hold  their 
Memorial  Services  possibly  at  their  House  of  Dele- 
gates meeting. 

I  mentioned  this  to  one  or  two  and  asked  for  their 
reaction  and  the  feeling  was  that  this  is  a  Memorial 
Service,  and  the  ones  I  talked  with  at  the  House 
of  Delegates  said  it's  a  business  session  and  if  it's 
going  to  be  moved  from  a  position  it  has  had  for  so 
long,  that  probably  it  should  come  under  the  Gen- 
ei'al  Session. 

When  I  discussed  it  personally  with  a  few  friends 
here,  they  said  they  didn't  like  to  see  the  music  go 
and  the  address  taken  away  from  this  program. 
They  thought  it  meant  something  to  the  relatives. 
And,  I  just  pass  this  on  for  what  it's  worth. 
PRESIDENT  PASCHAL:  Well,  let  us  take  action 
on    this   at  this   time. 

I  attended  the  Necrology  meeting  and  the  Chair- 
man wanted  even  longer  than  twenty  minutes.  It 
was  thought  by  some  who  were  there,  that  it  could 
be  done  in  ten  with  dignity  and  appropriateness. 

This    recommendation,    I    think,    is    an    outgrowth 
of  the  very  poor  and  meagre  attendance  at  the  last 
Memorial   Service  and   some   of  the  preceding  ones. 
It  was  their  feeling  that  this  could  be  done  in  the 
early  part  of   the   meeting,  that  it  would   take   ap- 
propriate recognition  of  those  who  have  passed  on. 
But,  it's  up   to   the  Council   for  their  deliberation 
and  if  the  Council  rejects  it,  the  Committee  on  Nec- 
rology will  be  asked  to  continue  as  they  have  in  the 
past    and   make    arrangements    for    some    Memorial 
Service,  possibly  on  Sunday  evening. 
What  is  your  pleasure? 

DR.  GLASSON:  Mr.  President,  I  might  mention 
what's  done  in  the  Academy  of  Orthopedics.  They 
have  a  Service  of  this  type  at  the  meeting  that  is 
attended  by  the  largest  number  of  official  represen- 
tatives at  the  meeting  and  this  Service  consists  of 
a  lantern  slide  picture  of  the  deceased  member,  just 
one  right  after  another,  presented  by  the  Chairman 
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of  the  Committee. 

Then,  they  merely  stand  for  a  moment  of  silent 
prayer  in  memory  of  the  deceased  members. 

It's  dig-nified  and  everyone  who  has  passed  away 
is  duly  recognized  by  a  large  number  of  the  mem- 
bers of  the  organization,  which  I  understand  is  one 
of  the  short-comings  of  our  past  practice  in  this. 

PRESIDENT  PASCHAL:  It  was  thought  that  at 
the  meeting  of  the  House  of  Delegates,  they'd  have 
good  proportionate  representation  and  more  attend- 
ance, possibly,  than  they  would  have  at  any  other 
time. 

MR.  BARNES:   I   might  make  this  observation. 

When  I  came  to  the  Society,  it  was  the  custom  to 
hold  the  Memorial  Service  during  the  course  of  the 
General  Session,  which  in  those  days  was  the 
largest  attended  assembly  of  the  State  Medical 
Society, 

Then  there  began  to  be  some  criticism  of  the 
amount  of  time  they  took  up  in  the  Memorial 
Service  and  they  divised  this  Sunday  Special  Me- 
morial Service  with  an  address  and  appropriate 
music  and  that  went  on  for  a  good  many  years  with 
a  fair  amount  of  success. 

DR.  BRIDGER:  I  move  the  adoption  of  the  rec- 
ommendation as  submitted. 

DR.  MURPHY:  I  second  it. 

PRESIDENT  PASCHAL:  It  has  been  moved  and 
seconded  that  we  accept  the  report  as  submitted. 

Is  there  further  discussion? 

DR.  WILLIAMS:  I'd  like  to  make  an  amendment 
to  your  motion  and  second. 

I'd  like  to  make  a  substitute  motion  that  this  mat- 
ter be  left  up  to  the  Committee  on  Arrangements, 
if  that's  in  order,  with  the  idea  that  they  can  work 
out  with  the  Necrology  Committee  a  short  but  im- 
pressive program  in  a  session  where  it  would  be 
better  attended  to  answer  the  whole  problem. 

They're  going  to  have  to  do  in  the  final  analysis 
anyway. 

DR.  KOONCE:  I  second  the  motion. 

[Secretary  Styron  then  made  some  remarks  off 
the  record.] 

DR.  BRIDGER:  We'll  vote  on  the  substitute  mo- 
tion first? 

DR.  WILLIAMS:   The  other  one  is  withdrawn. 

DR.  BRIDGER:  Oh,  it  has  been. 

PRESIDENT  PASCHAL:  We  will  now  vote  on 
Dr.  Williams'  motion.  Is  that  agreeable  with  the 
seconder  of  your  motion? 

DR.  MURPHY:  All  right. 

PRESIDENT  PASCHAL:  All  in  favor  of  Dr. 
Williams'  motion  let  it  be  known  by  saying  "aye"; 
opposed  by  like  sign. 

It's  carried. 

DR.  KERNODLE:  The  Committee  on  Physicians 
on  Nursing  recommends  there  be  a  speaker  at  the 
next  annual  meeting  and  recommends  one  of  the 
following:  There's  a  doctor  and  three  nurses:  Hale, 
Sleeper,  King  and  Smith. 

It  would  be  my   recommendation   that  the   Coun- 


cil receive  this  as  information. 

PRESIDENT  PASCHAL:  You've  heard  the  rec- 
ommendation. 

Is  there  a  motion  that  that  be  so  received? 

DR.  WILLIAMS:  I  so  move. 

DR.  BRENTON:   Seconded. 

(The  motion  carried.) 

DR.  KERNODLE:  The  next  report  is  from  the 
Committee  headed  by  Dr.  Caldwell  on  Retirement 
Savings  Plan  and  Trust  agreement  that  was  signed 
into  activity  on  June  9th  by  President  Dr.  Paschal. 

Wachovia  Bank  and  Trust  Company  gave  its 
approval  and  the  Internal  Revenue  Service  gave  its 
approval. 

Dr.  Caldwell  advised  that  he  was  contacting  the 
presidents  and  secretaries  of  the  county  medical  so- 
cieties by  letter  and  was  inviting  them  to  have  a 
county  society  program  on  the  North  Carolina  Med- 
ical Retirement  Savings  Plan  sometime  during  the 
next  three  months. 

PRESIDENT  PASCHAL:  Thank  you.  Dr.  Ker.- 
nodle. 

Next,  we  pass  on  to  Public  Relations  Commis- 
sion; Dr.  David  Welton  reporting. 

DR.  WELTON:  There's  one  action  requested  by 
the   Medical-Legal  Committee. 

They  request  that  the  Executive  Council  approve 
that  the  Committee  undertake  to  develop  a  properly 
worded  legal  form  relative  to  the  certification  of 
physicial  fitness  of  high  school  student  participa- 
tion on  athletic  teams. 

Many  of  these  forms  are  brought  in,  in  front  of 
you,  in  a  hurry  by  the  student  or  parent  and  it  was 
the  Committee's  conclusion  that  they  were  all  con- 
cocted by  school  authorities  and  they  let  the  school 
off  the  hook  so  far  as  liability  goes,  but  you  may  be 
subjecting  yourself  to  considerable  liability  if  you 
sign  one  without  doing  a  through  physical  examina- 
tion. 

What  the  Committee  wishes  to  do  is — they've  asked 
Mr.  Barnes  of  the  headquarters  office  to  obtain  a 
sample  of  a  couple  of  dozen  forms  from  schools 
around  the  state.  They  want  to  study  these  and 
then  develop  a  form  which  they  think  is  proper  for 
physicians  to  use  and  then  negotiate  with  the  State 
Department  of  Public  Education  and  Health  for  its 
statewide  use. 

Some  action  is  requested  on  this. 

PRESIDENT  PASCHAL:  Would  you  like  to  move 
that  their  request  be  granted? 

DR.  WELTON:  As  Councilor,  I  so  move. 

DR.  RAIFORD:  I  second. 

(The  motion  was  carrier.) 

DR.  WELTON:  The  next  is  Public  Relations  Com- 
mittee which  has  rather  a  large  budget.  I  think  you 
would  like  just  a  quick  review  of  what  the  program 
is. 

They  are  continuing  the  exhibit  at  the  North 
Carolina  Fair  next  month,  October  11  to  17. 

They  are  continuing  to  support  the  high  school 
science  fair.  This  is  an  item  of  $100  plus  bringing 
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one  of  the  winners   to  our  annual  convention   at  a 
cost  of  another  $100. 

The  "Today's  Health"  magazine  awards  have  been 
sent  as  follows: 

169  members  of  the  North  Carolina  General  As- 
sembly; the  Governor;  the  Council  of  State;  the 
Supreme  and  Superior  Court  Judges  and  56  North 
Carolina  colleges. 

Considerable  discussion  was  given  to  this. 
Mr.  Hilliard  made  a  survey  of  these  colleges  and 
within   two  weeks  received   replies   from   over  fifty 
per  cent  of  them,  all  of  them  appreciative,  and  it  was 
voted  to  continue  these  items  with  this  addition : 

That  the  subscription  going  to  each  member  of 
the  General  Assembly,  there  will  be  from  the  presi- 
dent of  his  county  medical  society  a  letter  and  a 
change  in  the  card  that  goes  with  each  subscription. 
Then  this  letter  is  to  be  added  to  the  kit  that  is 
put  out  at  each  officers'  conference  so  that  each 
president  will  have  one  to  take  home  or  to  send  to 
his  legislative  delegation. 

Authorization  of  this  Council  is  asked  to  proceed 
with  developing  a  guidelines  letter  on  procedure  in 
handling  grievances. 

It  appears  that  there  are  a  good  many  members 
of  the  county  societies,  even  some  who  attended  our 
committee  meetings,  who  do  not  know  the  proper 
procedure  and  a  letter  is  to  be  developed  by  the  Com- 
mittee if  you  so  approve,  and  put  in  the  kit  at  the 
January  officers'  conference. 

So,  as  Councilor,  I  move  that  this  authorization 
be  granted   to  the   Public   Relations   Committee. 

PRESIDENT  PASCHAL:  You've  heard  the  mo- 
tion. 

Is  there  a  second? 

DR.  RAIFORD:  I  second  the  motion. 

PRESIDENT  PASCHAL:  Is  there  any  discus- 
sion? 

If  not,  all  in  favor  let  it  be  known  by  saying 
"aye"  opposed  by  like  sign. 

Their  request  is  granted. 

DR.  WE  ETON:   Thank  you. 

The  "Information  Booklet  for  Physicians"  start- 
ing out  in  p'^actice  for  each  new  member  of  our 
society  is  currently  being  revised  and  will  be  re- 
printed. 

Now,  to  give  you  a  short  run  down  on  the  pro- 
gram planned  for  the  January  Officers'  Conference. 

The  Committee  voted  to  continue  the  Friday 
evening  function  and  to  ask  Dr.  Paschal  to  be  the 
host  at  the  social  hour. 

And,  then  this  evening  is  then  devoted  to  instruc- 
tion of  the  new  county  officers,  particularly  the 
presidents  and  secretaries,  as  to  their  official  duties. 

The  Saturday  program  will  include  Leo  Brown, 
Assistant  to  the  Executive  Vice  President  of  the 
AMA  and  we'vbe  been  fortunate  enough  to  get  Leo's 
consent  to  come  down  here. 

And,  he  has  been  asked  to  speak  on  "Communica- 
tions and  the  Physician". 

Then,  a  program  aimed  specifically  at  informing 


us  so  that  we  can  then  go  back  to  the  county  society 
officers  and  inform  the  people  in  the  communities 
about  the  chiropractic  problem.  Dr.  Sabotier,  one  of 
the  experts  in  the  Louisiana  program,  will  be  invited 
to  present  this;  a  representative  from  H.E.W.  who 
will  be  invited  to  speak  on  Medicare  with  panel  dis- 
cussion in  which  Leo  Brown  will  be  asked  to  par- 
ticipate and  Ed  Beddingrfield. 

And,  Paul  JlcCleave,  former  Chairman  of  the  So- 
ciety's Committee  on  Mental  Health.  Medicine  and 
Religion,  was  invited  and  accepted. 

We  plan  to  use  him  as  a  luncheon  speaker  because 
the  women  plan  to  meet  separately  that  morning, 
but  will  join  us  for  luncheon. 

One  other  talk  is  scheduled  on  the  subject  of 
"Ethics  Today". 

This  is  for  information. 

We  have  two  questions  which  the  Legislative  Com- 
mittee asked  us  to  act  on. 

Number  one:  A  mental  health  education  proposal 
of  a   Health   Affairs   Exposition. 

The  Committee  disapproved  this  as  stated  in  the 
proposal. 

Number  two:  Regarding  a  State  Congress  on 
Quackery  for  lay  persons. 

The   Committee's   statement  is  that  they   approve 
any    means    of  dissemination    of    information    as    a 
method  of  exposing  cults  and  quackery. 
That  is  for  information. 
The  next  committee  is  Rural  Health. 
There  is  no  official  action  requested.  I  would  call 
your  attention  to  the  conference  they  have  planned, 
an   unusually   good   program   to   be   held   in    Raleigh 
October  9th.  If  you  have  not  seen  this  program,  I'm 
sure  Mr.  Hilliard  has  some  copies  available. 
There's  a  very  useful  list  on  the  back  of  it. 
I  would  like  to  have  you  reminded  that  National 
Rural    Health   Conference   which    is   put   on   by   the 
AMA  will  be  held  in  Charlotte,  March  10th  and  11th, 
1967,  and  our  State  Committee  is  taking  action  now 
to   participate   in   the    planning   and    implementatioti 
of  that. 

A  staff  group  from  AMA  will  visit  Charlotte  this 
March  and  make  local  arrangements,  and  this  com- 
mittee is  going  to  contact  them  in  advance  and 
meet  with  them,  and  so  on. 

They  had  considerable  discussion  on  the  need  for 
training  of  physicians  as  family  physicians  in  gen- 
eral practice  and  it  was  the  Chairman's  request  that 
our  President  be  asked  to  ascertain  from  the  deans 
of  the  three  medical  schools  in  the  state  what  plans 
they  have  along  this  line. 

I  think  that  concludes  that  report. 
The  next  is  the  Insurance  Industry  Liaison  Com- 
cumittee    which   makes   its   recommendations   to   the 
Executive  Council  as  follows: 

The  North  Carolina  Claim  Review  Service  con- 
tinues to  function  in  its  assignment  of  review  of 
claims  submitted  to  it  as  they  concern  health  in- 
surarc"^. 

The  North  Carolina  Claim  Review  Service,  as  far 
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as  is  presently  known,  is  the  only  committee  of  this 
type  extant  wherein  the  industry  has  agreed  to  re- 
view claims  having  to  do  with  company  practices. 

Normally,  claim  review  in  the  other  committees 
of  this  type  has  to  do  only  with  cases  submitted  by 
the  industry  involving  problems  concerning  profes- 
sional sei-vices. 

At  their  meeting  on  September  22nd,  1965  the  In- 
surance Section  of  the  Claim  Review  Service  re- 
viewed a  non-industry  submitted  claim  and  voted 
unanimously  that  the  claim,  previously  denied  by 
the  carrier,  should  be  paid. 

This  apparently  is  quite  unusual,  to  get  an  unani- 
mous vote. 

The  Insurance  Industry  Liaison  Committee  rec- 
ommends to  the  Executive  Council  that  a  Committee 
of  the  Society  be  assigned  the  responsibility  of 
undertaking  a  study  to  ascertain  what  the  range  of 
professional  fees  and/or  charges  are  for  various 
services  rendered  by  doctors  of  medicine  in  North 
Carolina. 

If  the  Executive  Council  so  chooses  the  Insurance 
Industry  Liaison  Committee  would  accept  the  re- 
sponsibility for  making  such  a  study,  provided  that 
funds  are  made  available  for  the  necessary  secre- 
tarial help  or  that  such  secretarial  help  is  otherwise 
provided. 

Such  a  study  is  recommended  because  of  the  ob- 
vious need  for  such  information  being  available  to 
this  Committee  in  its  deliberations  in  the  field  of 
health  insurance. 

Official  action  of  the  Council  is  requested  on  this 
recommendation  and  I  so  move. 

DR.  MURPHY:  Second. 

PRESIDENT  PASCHAL:  You've  heard  the  mo- 
tion and  it  has  been  duly  seconded. 

Any  discussion? 

DR.  SHAFFNER:  Question! 

Would  this  overlap  with  this  prevailing  fee  study 
that  was  brought  up  by  Blue  Shield  Committee  re- 
port? 

DR.  WELTON:  I'll  ask  Dr.  Jones  to  speak  to  that. 

DR.  JONES :  It  very  definitely  would  overlap. 

DR.  SHAFFNER:  Then,  it  would  be  a  duplica- 
tion of  information,  right? 

DR.  JONES:  To  answer  your  question,  "Yes". 

Mr.  Chairman,  I  believe  I  might  have  something  to 
say  in  connection  with  this  at  a  later  time. 

Unless  you  intend  to  table  action  on  this  until 
the  completion  of  the  Commission  Reports. 

PRESIDENT  PASCHAL:  I  would  defer  action  on 
it  until  that  time  and  we'll  ask  Dr.  Welton  to  pro- 
ceed. 

DR.  WELTON:  As  information,  it  is  felt  that  as  a 
result  of  the  recommendations  of  the  Health  In- 
surance Advisory  Board,  the  comb-1,  which  is  a  form 
for  physician  reporting  of  health  insurance  claims, 
will  be  designated  by  the  Commissioner  of  Insurance 
as  an  approved  form  in  and  for  the  State  of  North 
Carolina. 

Now,  Mr.  Hilliard  has  informed  me  that  a  mail- 


ing of  all  of  these  forms  will  take  place  within  the 
near  future. 

That  completes  that  report. 

The  next  report  is  from  the  Committee  on  Liaison 
with  the  North  Carolina  Pharmacy  Association  and 
there  are  eight  items  here  I'm  going  to  report  for 
you. 

The  Committee's  chief  effort  during  the  past  year 
has  been  working  with  the  State  Welfare  Depart- 
ment in  developing  the  drug  program  of  Kerr-Mills. 
This  began  functioning  early  this  year. 

Some  problems,  of  course,  have  been  encountered, 
one  of  them  being  what  drugs  can  be  dispensed 
directly  to  patients  and  which  physicians  would  be 
granted  permission  for  so  doing. 

The  Committee  plans  to  repeat  an  explanation  of 
these  drugs,  legend  drugs  and  non-legend  drugs,  to 
be  sent  to  all  members  of  the  Society. 

Then,  they  will  get  up  a  report  of  the  first  year's 
operation  of  this  plan,  probably  early  next  year. 

There  will  not  be  the  joint  Congress  held  this  year 
with  the  pharmacists. 

The  Committee  will  prepare  a  statement  jointly 
with  the  North  Carolina  Pharmacy  Association  call- 
ing attention  to  the  uncontrolled  filling  of  prescrip- 
tions by  certain  out-of-state  organizations;  one  of 
them  being,  for  example,  the  Association  of  Retired 
Persons  which  maintains  a  prescription  pharmacy  in 
Washington,  D.  C. 

They  will  point  out  the  dangers  about  lack  of 
quality  control,  lack  of  refill  control,  etcetera. 

Now,  for  Council  action,  the  Committee  presents 
a  proposed  inter-professional  code  for  physicians  and 

The  Committee  requests  your  approval  to  submit 
this  to  the  North  Carolina  Pharmacy  Association  for 
pharmacists,  modeled  after  the  Indiana  Code, 
their  approval,  wath  or  without  any  changes  that 
they  want;  then,  report  back  to  this  Council  at  the 
January  meeting. 

As  Commissioner,  I  move  that  the  Committee  be 
authorized  to  proceed  in  that  manner. 

PRESIDENT  PASCHAL:  All  right. 

Now,  you've  heard  the  motion. 

Is  there  a  second? 

DR.  BEDDINGFIELD :  I  second  it. 

PRESIDENT  PASCHAL:  Any  discussion? 

If  not,  all  in  favor  of  the  motion  let  it  be  known 
by  saying  "aye";  opposed  by  like  sign. 

They  are  so  authorized. 

DR.  WELTON:  If  you  please,  you  may  take  this 
with  you  and  if  you  want  to  make  any  changes, 
please  mark  them  and  please  mail  them  to  Dr.  John 
Dees. 

I  wish  to  inform  you  about  a  newly  formed — this 
has  got  more  words  in  it  than  I've  seen  come  out  of 
Washington — "Advisory  Commission  of  Plan  of  As- 
sistance for  the  Development  and  Improvement  of 
Pharmacy  Service  in  North  Carolina  Hospitals"  and 
the  sponsoring  organization  is  just  about  as  long — 
by  the  North  Carolina  Hospital  Education  and  Re- 
search Foundation. 
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They  have  a  two  year  budget  of  848,000  which  is 
being  met  by  Duke  Endowment,  SKF  and  other 
foundations. 

The  background  here  is  there  are  a  number  of 
hospitals  which  cannot  obtain,  or  afford,  a  full-time 
pharmacist  and  they  want  to  work  out  some  jdan 
of  making  part-time  jiharmaceutical  supervision 
available  to  them. 

The  last  problem  they  wanted  brought  to  your 
attention  is  that  they  are  encountering  difficulties 
in  getting  VA  prescriptions  filled  by  mail.  They  send 
them  to  Winston-Salem  and  sometimes  it  takes 
two  weeks  and  the  Chairman  of  the  Committee  was 
authorized  to  invite  Dr.  Rose,  the  Regional  Director, 
to  attend  the  next  meeting  of  the  Liaison  Conmiit- 
tee. 

That  concludes  the   report  of  that  Committee. 

I  believe  our  next  Committee  is  the  Liaison  to 
North  Carolina  Department  of  Motor  Vehicles  re- 
port which  meets  four  times  a  year,  I  believe. 

The  system  of  thirty  physician  consultants  to  the 
Department  of  Motor  Vehicles  continues  to  function 
effectively  in  reviewing  the  medical  reports  ordered 
by  the  Department. 

These  are  not  routine  accidents.  These  are 
people  who  have  been  either  cited  for  violations,  or 
who  have  a  medical  problem  that  has  been  brought 
to  their  attention,  of  the  Motor  Vehicle  Department. 

The  Committee  considered  certain  changes  in  the 
question  pertaining  to  eye  examinations  and  ap- 
proved those  recommended  by  the  Society's  Com- 
mittee on  Eye  Care. 

been    referred   for   review   by   the   members    of   this 
consulting  group. 

Since  May  1,   17964,   a   total  of  1,80.5   cases   have 

They  want  to  know  what  their  findings,  what  their 
results  are  an  where  they're  going  and  the  dean 
of  the  School  of  Public  Health  at  the  University 
of  North  Carolina  has  agreed  to  supervise  the  sta- 
tistical analysis  of  these  and  this  is  under  way. 

Next,  we  have  the  Committee  of  Association  of 
Professions,  which  met  last  night  after  the  social 
hour  and  dinner. 

Dr.  Kernodle's  report  is  that  the  quarterly  meet- 
ing of  Association  of  Professions  was  held  with  Dr. 
W.  Graham,  Professor  at  the  University  of  North 
Carolina,  speaking  on  "The  Independent  Certified 
Public  Accountant  as  a   Profession." 

This  was  followed  by  a  business  session  at  which 
time  a  resolution  to  endorse  the  $300  million  Road 
Bond  issue  was  passed. 

The  decision  was  made  to  mail  a  flyer  with  en- 
dorsement to  all  members  of  the  five  professions 
who  are  members  of  this  Association. 

Upon  conclusion  of  the  quarterly  meeting,  the 
Committee  of  the  Medical  Sciety,  met  with  seven 
in  attendance  and  membership  was  the  key  issue. 
The  decision  was  made  for  all  members  to  present 
the  program  to  their  own  local  county  societies 
and  obtain  membership  enrollment. 

This  is  to  be  followed  through  by  Dr.  G.  H.  Sat- 


tei-field  who  is  Chairman  of  the  Membership  Com- 
mittee. 

We  have  one  more  report  for  you ;  that  is  the  New 
Committee  on  Utilization. 

For  your  information  this  new  committee  in- 
cludes two  members  from  the  Blue  Shield  Com- 
mittee; two  members  from  our  Insurance  Industry 
Liaison  Committee;  two  members  from  our  Com- 
mittee on  Hospital  and  Professional  Relations  and 
three  members-at-large,  one  of  whom  is  Dr.  H.  Flem- 
ing Fuller,   Chairman. 

This  was  the  initial  meeting  of  this  Committee 
which  has  been  under  consideration  for  some  time. 

The  initial  discussion  centered  on  (1)  need  and 
justfication  for  this  committee  and  (2)  approach  to 
the  problem. 

Statements  were  heard  from  Doctors  Paschal, 
Raiford,  Jones  and  Raper  and  comments  from  rep- 
resentatives of  Hospital  Saving  and  Hospital  Care 
Associations. 

A  full  discussion  was  held  and  this  plan  of 
action  was  agreed  upon : 

1.  Circularize  all  pertinent  information  to  each 
member  of  this  Committee,  with  a  copy  of  the  policy 
and  statement  suggested  by  Dr.  Frank  Jones.  All  of 
this  material  is  to  be  studied  by  Committee  members 
who  will  then  meet  again  in  the  near  future,  within 
six  weeks,  with  representatives  of  the  State  Board 
of  Health  and  insurance  carriers,  invited  to  attend. 

The  objective  of  that  meeting  will  be  to  develop 
a  suggested  statewide  "Guidelines"  for  Hospital 
Utilization  Committee  duties  and  functions. 

This  would  then  be  disseminated  to  the  Chief  of 
Staff  of  each  hospital  in  North  Carolina  and  to  each 
county  medical  society. 

The  second  objective  at  that  meeting  would  be  to 
develop  and  issue  a  broad  statement  of  policy  re- 
garding the  scope  and  functions  of  this  State  Utili- 
zation Committee. 

Dr.  Paschal  was  of  the  opinion  that  our  compon- 
ent county  societies  and  the  members  of  hospital 
staffs  are  ready,  willing  and  desirous  of  this  help. 

No  official   action  is  required  on  that. 

I  believe  that  concludes  my  report,  Mr.  Presi- 
dent. 

PRESIDENT  PASCHAL:  Thank  you,  Dr.  Wel- 
ton. 

You've  heard  his  report.  Is  there  a  move  that  it 
be  accepted  for  information,  excluding  considera- 
tion of  the  problem  that's  raised  by  the  Committee 
on  Insurance  Industry  Liaison? 

DR.  WILLIAMS:  So  move. 

DR.  MURPHY:  I  second  it. 

PRESIDENT  PASCHAL:  Any  discussion? 

All  in  favor  let  it  be  known  by  saying  "aye"; 
opposed  by  like  sign. 

Let  me  take  this  opportunity  to  say  that  it  seems 
to  me  that  the  Committee  on  Utilization  is  one  of 
extreme  importance  and  it  has  some  urgency  to  it. 

And,  it  is  my  considered  opinion  that  it  would 
be  very  helpful  if  we  asked  the  Chairman,  Dr.  Fuller, 
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to  attend  the  meeting  in  Chicago  and  subsequent 
meetings  that  are  coming  up. 

I  would  just  like  to  have  the  authorization  of  the 
Council  in  having  him  attend  these  meetings. 

DR.  JONES:   So  moved. 

DR.  GLASSON:  I  second  it. 

PRESIDENT  PASCHAL:  All  in  favor  let  it  be 
known  by  saying  "aye";  opposed  by  like  sign. 

All  right,  so  we'll  do  that. 

Now,  we'll  go  along  to  the  Public  Service  Com- 
mission. I  believe  Dr.  McCain  is  going  to  report 
for  Dr.  Thurston. 

DR.  McCAIN:  The  report  from  the  Anesthesia 
Committee  indicates  he  would  like  action  on. 

The  Committee  recommendation  is  that  a  proce- 
dure card  could  be  made  available  to  different 
areas  in  the  hospital  and  that  a  cover  outlining 
a  simplified  approach  to  the  management  of  cardiac 
arrest  be  prepared. 

This  would  be  cleared  with  other  committees  that 
might  be  equally  involved  in  this  matter. 

This  would  be  a  procedure  card  on  cardiac  arrest 
to  be  made  available  in  these  areas  where  it's  like- 
ly to  occur. 

SECRETARY  STYRON:  George,  this  means  if 
somebody  is  suddenly  rendered  unconscious,  ap- 
parently from  a  heart  attack,  that  they'll  have  some 
procedure  to  follow  until  they  can  get  him  to  an 
emergency  room,  etcetera. 

This  is  simply  for  information  for  people  around 
the  hospital. 

DR.  McCAIN:  They  might  use  the  one  from  the 
Heart  Association,  mightn't  they? 

SECRETARY:    Yes,   they   might. 

DR.  SHAFFNER:  You  want  us  to  approve  in 
priniciple  their  work  on  that? 

PRESIDENT  PASCHAL:  Is  that  what  they 
want? 

DR.  McCAIN:  Right.  I  so  move. 

PRESIDENT  PASCHAL:  You've  heard  Dr.  Mc- 
Cain's motion.  Is  there  a  second? 

DR.  GLASSON:    Second. 

PRESIDENT  PASCHAL:    Any   discussion? 

If  not,  all  in  favor  let  it  be  known  by  saying 
"aye";   opposed  by  like  sign. 

Proceed,  Dr.   McCain. 

DR.  McCAIN:  Recommendations  from  the  Com- 
mittee Advisory  to  the  Department  of  Public  Wel- 
fare regarding  the  health  matters  will  be  deferred 
as  of  now. 

The  next  report  on  the  Cancer  Committee,  he  has 
indicated  he  would  like  action  on. 

Recommendations  for  the  Executive  Council : 

WHEREAS,  The  State  Board  of  Health  Cytology 
Lab  cannot  process  anjnnore  Pap  smears  due  to 
the  limited  space  and  cytology  technicians  and, 

WHEREAS,  The  physicians  in  North  Carolina  are 
sending  Pap  smears  from  private  patients  to  the 
State  lab,  and, 

WHEREAS,  The  pathologists  of  North  Carolina 
have  agreed  to  process  all  Pap  smears  locally, 


Therefore,  be  it, 

RESOLVED:  The  Cancer  Committee  recommends 
to   the   Executive   Council  that: 

(1)  There  should  be  a  gradual  phase  out  of  the 
Cytology  Program  in  the  State  Lab  beginning  on 
the  county  level  and  to  be  extended  over  a  period 
of  a  year  or  more;  that  the  pilot  phase  of  the  proj- 
ect will  start  in  the  six  county  area  around  Golds- 
boro.  North  Carolina,  wdth  the  cooperation  of  the 
local  pathologists  and  the  State  Lab. 

(2)  That  all  positive  smears  which  require  a  re- 
peat smear  requested  by  the  State  Lab  will  imme- 
diately be  sent  to  the  private  pathologist  in  the 
local  area. 

(3)  That  the  State  Board  of  Health  write  a 
letter  to  every  doctor  sending  smears  to  the  State 
Lab  stating  that  only  indigent  patients'  smears 
should  be  sent  to  the  State  Lab  and  request  that 
all  physicians  sending  private  patients'  Pap 
smears  to  the  lab  and  send  them  to  the  local  path- 
ologist. 

The  commentary  he  gave  me  on  this  is  that  the 
State  Lab  is  becoming  overwhelmed  with  these  re- 
quests for  smears,  presumably  on  private  patients. 

That  is  sort  of  preserving  the  private  practice, 
but  he  wanted  us  to  write  a  letter  to  the  State  Board 
of  Health  to  back  them  up  to  this  effect. 

DR.  MURPHY:  I  so  move. 

DR.  WILLIAMS:  Second. 

(The  motion  carried.) 

DR.  McCAIN:  The  next  report  is  by  the  Commit- 
tee on  Chronic  Illness. 

They  request  authorization  from  the  Executive 
Council  to  proceed  with  the  planning  and  conduct- 
ing of  a  workshop  conference  on  Medicare  in  North 
Carolina. 

This  conference  may  be  conducted  jointly  with  the 
Governor's  Coordinating  Council  on  Aging  or  it  may 
be  the  result  of  planning  by  the  Committee  in  con- 
junction with  interested  federal  and  state  agencies 
and  private  organizations. 

The  Chronic  Illness  Committee  wishes  to  convey 
to  the  Executive  Council  that  it  looks  with  favor 
on  the  idea  of  the  health  affair. 

I  move  that  this  be  received  as  information. 

The  next  report  is  from  the  Committee  on  Ma- 
ternal Health. 

A  motion  picture  film  called,  "Nine  Months  to  Get 
Ready"  produced  in  North  Carolina  by  the  North 
Carolina  State  Health  Department,  was  previewed 
by  the  Committee  on  Maternal  Health. 

The  film  was  made  as  a  training  vehicle  directed 
toward  the  education  of  young  women  of  the  "high 
risk"  obstetrical  group. 

It  is  the  intention  of  the  State  Health  Department 
to  show  this  film  to  lay  groups,  in  high  schools, 
colleges,  civic  groups,  family  life  classes  and  where 
possible   for   presentation   to   television   audiences. 

The  general  reaction  of  the  Maternal  Health 
Committee  to  this  film  was  highly  favorable  and  they 
did  resolve: 
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That  this  Committee  on  Maternal  Health  does  en- 
dorse the  training  motion  picture,  "Nine  Months  to 
Get  Ready",  it  being  in  good  taste,  highly  profes- 
sional in  quality,  educational,  and  well  documented, 
and, 

That  this  Committee  recommends  it  for  any  lay 
or  professional  group  interested  in  promoting  pre- 
natal care,  and. 

Encourage  county  health  departments  to  ob- 
tain a  copy  of  "Nine  Months  to  Get  Ready"  for 
use  in  prenatal  clinics  and  for  showing  on  local 
television  stations  as  a  public   service. 

I  see  down  the  bottom  here  "endorsement"  but 
without  seeing  the  film,  perhaps  we  could  receive 
it  as  information. 

PRESIDENT  PASCHAL:  All  right. 

We'll  receive  it  as  information  with  no  action 
at  this  time. 

DR.  McCAIN:  All  right. 

Now,  from  the  Committee  on  Mental  Health  and 
Medicine  and  Religion,  for  action: 

The  Committee  on  Mental  Health  approves  the 
Mental  Health  Law  Brochure  and  recommends  it  to 
the  Executive  Council  for  its  approval. 

That  has  been  distributed  to  the  Executive 
Council  in  advance  and  it  has  been  approved  by  the 
Attorney-General. 

In  general,  the  purpose  of  this  brochure  is  an  at- 
tempt to  insure  the  rights  of  the  patient,  of  his 
rights  as  an  individual,  and  also  an  attempt  to  in- 
sure that  the  General  Hospital  take  their  proper 
role  in  treating  these  patients. 

PRESIDENT  PASHAL:  Do  you  want  to  move? 

DR.  McCAIN:  I  move  we  adopt  this  approval. 

(The  motion  carried.) 

DR.  McCAIN:  The  Committee  recommends  con- 
sideration be  given  to  having  medical  meetings  held 
at  the  State  Hospital  facilities  with  the  thought 
of  better  orienting  participants  and  giving  partici- 
pants a  chance  for  questions  and  discussions. 

This  was  in  agreement  with  the  State  Department 
of  Mental  Health  officials  to  be  presented  as  infor- 
mation. 

Another  item  of  information,  the  Committee  on 
Mental  Health  and  Medicine  and  Religion  presents 
the   following   resolution: 

WHEREAS,  the  political  leaders  of  the  State  of 
North  Carolina  carry  a  major  responsibility  in  the 
health  problems  of  the  State;  and, 

WHEREAS,  these  political  leaders  deserve  to  be 
fully  informed  of  the  health  problems  of  the  indi- 
vidual citizens  and  the  health  plans  and  programs 
of  all  medical  and  para-medical  organizations  and 
agencies  within  the  State;  and, 

WHEREAS,  it  is  the  responsibility  of  the  Med- 
ical Society  of  the  State  of  North  Carolina  to  assist 
in  what  ever  way  possible  the  instruction  of  said 
leaders  in  these  matters; 

Now,  therefore  be  it 

RESOLVED,  that  the  Medical  Society  of  the  State 
of   North   Carolina   does   hereby   establish   a   Health 


Affairs  Exposition  to  be  held  in  the  City  of  Raleigh 
soon  after  the  convening  of  the  1967  General  As- 
sembly; 

And,  be  it  further, 

RESOLVED,  that  the  specific  purpose  of  this 
Exposition  shall  be  the  enlightenment  of  the  members 
of  the  General  Assembly  on  all  matters  affecting  the 
health  of  the  citizens  of  North  Carolina  and  to  out- 
lino  advantages  and  disadvantages  of  any  pro- 
posed federal  or  state  programs  concerning  the 
health  and  welfare  of  our  citizens,  and 

be  it  further, 

RESOLVED,  that  the  committee  appointed  by  the 
President  of  the  Medical  Society  should  have  the 
responsibility  for  this  Exposition  and  is  hereby  au- 
thorized and  directed  to  invite  the  participation  of 
all  appropriate  agencies  and  private  medical  or 
para-medical  groups,  the  requirements  for  partici- 
jjation  being  that  the  exhibiting  organization,  shall 
bear  in  full  the  cost  of  the  exhibition  plus  its  pro- 
portionate part  of  the  rental  costs  of  the  Exposi- 
tion site  and  that  any  controversial  matter  exhibited 
shall  clearly  define  advantages  and  disadvantages 
of  the  proposal;  and, 

RESOLVED,  that  the  Exposition  shall  first  be 
opened  exclusively  to  the  members  of  the  General 
Assembly  at  a  time  appropriate  for  their  visiting 
and  study  and  shall  thereafter  be  open  for  a  rea- 
sonable time  to  all  citizens  of  the  state. 

This  is  a  resolution  presented  for  information. 

We  didn't  feel  that  health,  in  general,  has  been 
given  a  fair  shake  by  the  law-making  persons  and 
law-making  bodies,  and  this  would  be  one  way 
of  presenting  it  to  them. 

This  has  been  approved  by  a  number  of  com- 
mittees. 

I  see  it  was  disapproved  by  the  Public  Relations 
Committee  as  stated  earlier,  so  it  has  been  changed 
to  be  presented  to  you  for  information. 

If  someone  wants  to  pick  it  up  and  run  with  it, 
it  would  be  fine.  If  they  want  to  let  it  lie  dormant, 
that's  fine  too,  but  it  is  presented  to  you  for  your  in- 
formation. 

The  Committee  on  Physicial  Rehabilitation  recom- 
mends the  following: 

The  Committee  unanimously  recommended  that 
centers  for  care  of  amputees  be  established  in  stra- 
tegic areas  in  North  Carolina,  where  none  now 
exist,  under  the  direction  of  a  physician  specially 
trained  in  the  handling  of  amputees  and  attended 
by  para-medical  personnel,  such  as  a  physio-thera- 
pist, prosthetist,  nurse,  social  workers  and  others, 
pist,  nurse,  social  workers  and  others. 

Directors  and  possible  centers  for  amputees  are 
suggested  for  Wilmington,  Asheville,  Kinston,  and 
Raleigh. 

DR.  GLASSON:  These  are  centers  which  are 
available  in  some  areas,  but  there  are  large  areas 
in  the  state  which  don't  have  such  services  readily 
available. 

It's    a    support,    a    sort    of    a    team    approach    to 
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prosthetics  and  I  think  it's  the  effort  of  this  com- 
mittee to  provide  this  service  more  readily  in  areas 
which    are    listed    specifically    as    medical    centers 

PRESIDENT  PASCHAL:  It  has  been  moved  that 
this  be  approved. 

Is  there  a  second  to  the  motion? 

SECTETARY  STYRON:  I  second  it. 

(The  motion  carried.) 

DR.  McCAIN:  The  committee  registered  its  pro- 
test to  the  action  of  the  Vocational  Rehabilitation 
and  other  agencies  by  crippled  children  for  the  blind 
at  its  inter-agency  meeting  to  the  asignment  of  dif- 
ferent monetary  values  for  medical  services  in  dif- 
ferent specialties. 

For  example,  medical  for  surgery  $2.50 ;  diag- 
nostic radiology  $3.50  per  unit. 

The  Vocational  Rehabilitation  Commission  feels 
the  monetary  value  or  unit  should  be  the  same  for 
all  medical  specialities  and  that  if  we  and  the  Vo- 
cational Rehabilitation  Division  are  going  to  adopt 
the  Relative  Value  Scale  a  uniform  co-efficient  for 
each  group  should  be  adhered  to. 

That  was  recommended  for  your  information. 

PRESIDENT  PASCHAL:  Let's  accept  it  as  such. 

DR.  McCain  :  Another  item  to  be  received  as 
information — 

The  Vocational  Rehabilitation  Committee  feels 
very  strongly  about  H.R.  8310  now  before  the  House. 
It  is  known  as  the  Vocational  Rehabilitation  Acts 
Amendment  of  1965. 

The  Committee  on  Education  and  Labor  made  no 
amendments  and  recommended  that  the  bill  pass 
our  committee  in  opposition  to  the  entire  amendments 
act,  but  feel  most  strongly  opposed  to  the  elimina- 
tion of  the  financial  needs  requirements  for  the  ac- 
ceptance of  Vocational  Rehabilitation  clients. 

We  recommend,  therefore,  that  the  means  test  be 
retained  as  a  requirement  for  acceptance  of  Voca- 
tional Rhabilitation  clients  and  that  our  delegates 
to  the  AMA  meeting  in  Chicago  urge  at  least  this 
amendment  to  the  act. 

DR.  BEDDINGFIELD :  Dr.  Walter  Hunt  brought 
this  to  our  attention,  that  this  legislation  would 
remove  from  the  vocational  rehabilitation  program 
any  consideration  of  need  of  any  persn  of  whatever 
economic  strata. 

He  recommended  that  vocational  rehabilitation  of 
these  people  and  their  training  be  paid  for  vocational 
rehabilitation  regardless  of  financial  need. 

MR.  BARNES:  In  that  case,  Dr.  Beddmgfield,  he 
would  put  physical  rehabilitation  on  the  same  basis 
as  vocational,  or  education,  rehabilitation,  which  has 
never  been  a  requirement. 

DR.  McCAIN:  Now,  there  is  a  recommendation 
from  the  Committee  on  School  Health  which  is  to  be 
received  as  information. 

(1)  The  Medical  Society  of  the  State  of  North 
Carolina  is  interested  in  the  support  of  expanded 
School  Health  programs  which  incorporate  proper 
safeguards  and  guidelines  for  the  private  physician. 

However,  before  final  acceptance  of  such  a  pro- 


gram there  should  be  a  conference  with  represen- 
tatives of  the  State  Board  of  Health  and  of  the 
Department  of  Public  Welfare  and  the  Department 
ment  of  Public  Instruction  to  study  and  to  plan  the 
details  of  the  expanded  program. 

(2)  The  School  Health  Committee  recommends 
to  the  Executive  Council  that  any  medical  aspect  of 
Operation  Headstart  should  follow  the  same  stand- 
ards and  procedures  that  are  worked  out  for  the  ex- 
panding school  health  program  as  mentioned  above, 
pending  completition  of  this  expansion,  medical  ex- 
amination and  treatment  of  Operation  Headstart  ap- 
plicants should  be  conducted  by  private  physicians 
on  a  fee-for-services  basis  as  determined  by  each 
involved  medical  society. 

(3)  The  School  Health  Committee  supports  the 
that  to  comply  with  the  State  Law,  alcohol  educa- 
Sub-committee  on  Alcoholism  that  the  Medical  So- 
ciety should  recommend  to  tne  school  administratioy 
tion  should  be  included  in  the  school  curriculum  by 
at  least  the  Ninth  Grade,  and  physicians  should 
offer  in  assisting  in  preparation  of  this  curricu- 
lum. 

I  move  that  this  be  received  as  information. 

PRESIDENT  PASCHAL:  You've  heard  his  re- 
port. We've  taken  action  on  the  report  that  re- 
quired action  and  it  has  been  moved  that  we  accept 
the  rest  of  his  report  as  information. 

DR.  WILLIAMS:  Mr.  Chairman,  Miss  Zeigler 
just  called  my  attention  to  the  fact  that  back  up 
under  Cancer  and  this  Papanicolaou  Smear  thing, 
she  feels  that  we  may  not  have  understood  correct- 
ly. 

What  the  Committee  was  trying  to  convey — I  be- 
lieve she  was  there  at  the  meeting — and  she  tells 
me  that  it's  her  impression  that  all  Pap  smears 
will  cease  to  go  to  the  State  Board  of  Health  and  I 
think  some  of  us  thought  it  was  only  the  indigent 
private  patients  of  the  private  physicians  could  be 
sent. 

DR.  McCAIN:  There  seems  to  be  too  much  doubt 
about  this  thing.  I  think  we  ought  to  clarify  this 
statement. 

PRESIDENT  PASCHAL:  Well,  it  seems  to  me  it 
ought  to  be  clarified.  We  ought  to  find  out  the  in- 
tent of  the  Department  of  Public  Health. 

I  would  think  that  they  would  continue  this  ser- 
vice. 

DR.  McCAIN:  In  view  of  the  questions  that  have 
been  raised,  is  there  some  way — I  voted  in  favor  of 
it.  Can  I  say  we'll  consider  it? 

PRESIDENT  PASCHAL:  I  would  prefer  to  send 
it  back  to  Committee  for  clarification. 

MR.  BARNES:  It  can  then  be  brought  back  to  the 
next  meeting  of  the  Executive  Council  for  approval. 
DR.  McCAIN:  I  so  move. 

DR.  WILLIAMS:  I  second  that. 

PRESIDENT  PASCHAL:  Is  there  discussion 
about  that? 

If  not,  all  in  favor  let  it  be  known  by  saying 
"aye";  opposed  by  like  sign. 
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DR.  McCain :  This  completes  my  report. 

PRESIDENT  PASCHAL:  Thank  you,  very  much. 

Now,  it's  my  under.stantling:  that  we  have  no  com- 
munications from  the  Committees  on  Grievances, 
Negotiations  and  Nominations  at  this  time. 

We  do  have  the  problem  of  deferred  action  on 
Item  E  (f)  which  has  to  do  with  the  Insurance  In- 
dustry Liaison  pertaining  to  the  recommendation  of 
a  survey  which  was  deferred  for  further  discussion. 

I'll  entertain  discussion  on  this  point  at  this  time. 

DR.  JONES:  First.  I  want  to  rise  to  a  point  of 
order  and  with  all  due  respect  to  the  chair  and 
apologies  because  of  the  lateness  of  the  hour. 

This  is  in  connection  with  a  previous  piece  of 
transaction  acted  upon  by  this  Society,  earlier  to- 
day. 

It  is  my  intent,  to  ask  the  President,  through  any 
parliamentary  ruling  he  can,  to  call  again  to  the 
attention  of  the  Society  of  this  Council  a  possible 
error  in  a  wide  open,  carte  blanche,  approval  of  the 
proposal  of  the  Committee  which  the  Council  moved 
earlier  in  connection  with  the  report  of  the  Blue 
Shield  Committee. 

If  the  Committee  had  not  used  the  words,  "survey 
in  depth"  and  the  implication  of  such  in  the  pre- 
vailing fees  in  this  state,  I  would  not  object  and  if 
tha  Blue  Shield  Committee  had  asked  for  a  pilot 
program  in  Mecklenburg  County,  with  reference  to 
the  feasibility  for  determination  of  a  possible  in- 
surance program  in  a  given  area,  then  I  would  and 
could  not  object. 

I  am  worried  and  concerned  over  the  future  use 
ol  this  data. 

I  am  not  convinced  that  the  Medical  Society  of 
the  State  of  North  Carolina  has  any  realistic  con- 
trol of  any  Blue  Shield,  Blue  Cross  organization. 

Unless  there  is  any  member  of  this  organization 
who  knows  the  details  of  the  early  determination  of 
Blue  Cross  for  instance;  unless  control  is  obtained 
of  the  Blue  Cross  organization  officers,  othei-  than 
th?  membership  on  the  Boards  of  Directors  of  these 
two  associations,  I  therefore  propose  to  ask  for  a 
ruling  in  the  province  of  action  taken  in  Part  I  on 
a  resolution  presented  by  the  Blue  Shield  Committee. 

Is  the  Council  bound  by  the  by-laws  of  the  State 
Society  under  Chapter  10,  Section  14,  regarding  a 
Committee  to  review  resolutions. 

I  ask  this  right  after  reference  to  Robert's  Rules 
of   Order   regarding  incidental   motions,   Article   IV. 

In  taking  this  means,  I  wish  to  repeat  that  I  have 
a  great  respect  for  both  the  Blue  Cross  and  Blue 
Shield  organizations  in  North  Carolina  and  in  no 
way  do  I  wish  to  make  it  appear  that  I  am,  in  the 
slightest  manner,  or  in  any  way  antagonistic  to 
them. 

PRESIDENT  PASCHAL :You\-e  heard  Dr.  .Jones 
request. 

Action  was  duly  taken  on  this  resolution  this 
morning  and  in  order  to  clarify  this,  we're  talking 
about  the  resolution  as  proposed  by  the  Blue  Shield 
Committee  that  had  to  do  with  the  survey  in  depth 


of  the  prevailing  fees,  as  I  understand  it,  in  a  limit- 
ed area  in  North  Carolina,  for  the  purpose  of  ob- 
taining information. 

Is  it  your  purpose  to  have  that  action  rescinded? 

DR.  .JONES:  It  is  my  purpose,  if  it  was  not  par- 
liamentary, that  this  Council  did  act  on  a  resolution 
without  referring  such  to  a  Committee  on  Resolu- 
tions, in  accordance  with  the  by-laws  of  the  State 
Society. 

DR.  GLASSON:  Mr.  Chairman,  by  way  of  clarifi- 
cation, this  was  a  vote  to  authorize  the  study  of  this 
proposal. 

It  did  not  authorize  the  Blues  to  go  ahead  with 
this  survey. 

Did  I  understand  this  correct? 

PRESIDENT  PASCHAL:  That  was  my  under- 
standing. 

DR.  WELTON:  We  authorized  them  to  go  ahead 
and  do  it. 

DR.  GLASSON:  Ed.  Beddingfield  questioned  if  I 
remember  correctly,  the  fact  that  this  committee 
might  come  up  conceivably  with  the  answer  that  we 
not  do  this  and  indicating — we  didn't  vote  to  do  it — 
but  we  voted  to  consider,  for  the  committee  to  ocn- 
sider,  whether  we're  going  to  do  it  or  not. 

PRESIDENT  PASCHAL:  That  was  my  under- 
standing. 

DR.  BEDDINGFIELD :  We  delegated  authority  to 
the  Blue  Shield  Committee.  They  have  the  responsi- 
bility so  it's  a  Medical  Society  study. 

If  they  want  to  use  Blue  Shield  personnel  in  con- 
ducting this  study,  in  their  data  processing,  and  re- 
port to  the  Blue  Shield  Committee,  they  might.  In 
fact  that  was  the  obvious  intent. 

DR.  MURPHY:  We  didn't  give  them  any  money  to 
do  it  with. 
PRESIDENT  PASCHAL:  No. 

DR.  WILLIAMS:  Mr.  President,  it  would  take  a 
motion  to  re-open  this  by  a  two-thirds  majority  vote 
according  to  Robert's  Rules  to  reconsider. 

I  would  like  to  make  such  a  motion,  if  it's  in  order. 

DR.  .JONES:  I  shall  say  that  I  have  tried  to  do 
what  I  can  in  this  area  because  I'm  frightened  of  it. 

I've  asked  for  a  motion  to  reconsider.  I  can't  make 
such  a  motion.  I  voted  against  it. 

DR.  SHAFFNER:  I  move  we  reconsider  the  ques- 
tion. I  voted  for  it  this  morning. 

DR.  MURPHY:  I'll  second  it. 

PRESIDENT  PASCHAL:  It  does  require  a  two- 
thirds  majority. 

DR.  SHAFFNER:  That's  debatable  isn't  it? 

PRESIDENT  PASCHAL:  Yes,  it  can  be  discussed. 

DR.  MURPHY:  We  have  a  proposal  to  review  the 
fees  in  this  state  from  two  different  groups.  The 
question  comes  up  now  which  group  would  we  rather 
have  do  it. 

PRESIDENT  PASCHAL:  You've  heard  the  ques- 
tion to  reconsider  and  it  has  been  properly  seconded. 

DR.  KOONCE:  Do  we  have  a  quorum? 

SECRET.AY  STYRON:   Twelve  is  two-thirds. 

Now,  the  point  I  raise  is  this;  whether  it  requires 


MINUTES  OF  THE  EXECUTIVE  COUNCIL 


two-thirds  of  those  who  are  now  here,  or  whether 
it  requires  the  vote  of  everybody  here  to  reconsider. 

Does  it  require  two-thirds  of  the  original  vote? 

MR.  ANDERSON:  It  requires  a  majority  vote,  of 
those  voting. 

PRESIDENT  PASCHAL:  We  have  a  quorum  and 
a  majority  vote  will  carry  the  motion. 

The  vote  is  nine  to  three. 

All  rig-ht,  the  motion  is  carried. 

PRESIDENT  PASCHAL:  We  are  considering  the 
motion  that  was  made  this  morning  that  had  to  do 
with  the  prevailing  fees  in-depth  survey. 

Following  presentations  by  the  National  Associa- 
tion of  Blue  Shield  Plans  concerning  the  prevailing- 
fee  concept  of  allowances  for  professional  services, 
the  Blue  Shield  Committee  by  motion  and  unanimous 
vote  recommends  to  the  Executive  Council  the  au- 
thorization of  an  in-depth  exploration  by  the  Blue 
Shield  Plans  of  the  prevailing  fee  concept. 

This  involves  determining  individual  physician 
charges  for  services  to  usual  private  patients. 

The  Committee  assumes  that  the  exploration  will 
be  on  a  pilot  basis  in  a  limited  geographic  area  and 
will  be  done  with  the  full  cooperation  of  the  county 
medical  groups  in  the  areas  involved. 

This  is  the  motion  that  is  being  reconsidered. 

DR.  W ELTON:  Mr.  President,  I  would  like  to 
suggest  — That  the  Blue  Shield  groups  be  asked  to 
present  to  the  Executive  Committee  of  this  Council 
to  present  a  detailed  plan  for  this  exploration  in- 
depth  before  they  proceed  with  same. 

DR.  BEDDINGFIELD:  Mr.  President,  I  do  not 
think  the  two  Blue  Shield  Plans  should  be  authorized 
to  do  this.  I  think  the  Blue  Shield  Committee  of  the 
Society  should  be  authorized  to  do  this. 

PRESIDENT  PASCHAL:  This  says  the  authori- 
zation of  an  in-depth  exploration  by  the  Blue  Shield 
Plans  of  the  prevailing  fee  concept. 

It  goes  on  to  say  that  this  will  be  done  with  the 
full  cooperation  of  the  county  and  local  medical 
groups  in  the  areas  involved. 

DR.  WELTON:  I  think  it  might  get  us  in  diffi- 
culty with  the  local  and  county  societies  if  they  were 
approached  with  a  plan  which  the  Executive  Com- 
mittee of  this  group  had  not  approved,  without 
knowing  the  details. 

DR.  MURPHY:  Is  it  proper  at  this  time  for  the 
other  group  who  vsdshes  to  explore  this,  for  them 
to  present  their  views? 

PRESIDENT  PASCHAL:  This  would  be  appro- 
priate in  in  the  discussion  that  will  follow,  if  they 
would  care  to. 

DR.  JONES:  Mr.  President,  the  Committee  on  In- 
surance Industry  is  not  begging  for  this  job. 

The  Committee  on  Insurance  Industry  realizes 
however  the  very  marked  necessity  for  some  deci- 
sion, some  plan,  some  effort  to  be  made  in  connection 
with  a  determination  of  what  we  like  to  call  "going- 
rates". 

In  the  Committee,  the  discussion  was  largely  with 
reference  to  HIFA,  which  is  our  name  for  Health  In- 


surance For  the  Aged. 

However,  in  the  formulation  of  the  request  and 
recommendation  to  the  Executive  Council,  we  very 
carefully  avoided  any  connection  with  the  Health 
Insurance  for  the  Aged. 

DR.  BEDDINGFIELD:  I'd  like  to  ask  Dr.  Jones 
a  question. 

If  the  Insurance  Industry  Liaison  Committee  is 
authorized  to  carry  out  the  study  that  they  con- 
template, would  it  be  done  on  an  area  basis  as  the 
Blue  Shield  intends  to  do  it,  or  would  it  be  done  on 
a  random  sample? 

DR.  JONES:  It  would  be  done  on  an  area  random 
sampling. 

Say  for  instance,  there  would  be  a  questionnaire 
go  out,  presumably  with  the  approval  of  the  Society, 
saying  we  need  these  figures. 

Then  there  would  be  the  replies  that  come  in  which 
would  not  be  signed,  but  they  would  be  categorized 
in  the  essence  that  we  would  know  whether  they 
came  in  from  Asheville.  In  other  words,  we  would 
know  if  it  came  from  a  man  from  Asheville;  whether 
he  was  in  general  practice,  if  he  was  a  radiologist 
and  what  type  of  practice  he  was  in. 

It's  going  to  take  some  money  to  do  it  and  that's 
one  thing  I  want  you  to  consider  because  it's  going 
to  be  expensive. 

PRESIDENT  PASCHAL:  Dr.  Jones,  can  I  ask  a 
question  for  my  own  information? 

Would  the  information  that  your  survey  would 
gain  be  any  different  from  what  would  be  gained 
by  the    one  that  has  been  proposed  by  the  Blues? 

DR.  JONES:  I  don't  think  the  information  -will  be 
any  different. 

PRESIDENT  PASCHAL:  It  is  my  understand- 
ing that  this  information  that  is  obtained  under  the 
provision  of  the  motion  that  was  made  this  morning, 
is  privileged  information  to  be  shared  by  the  Blue 
Shield  Committee  and  by  the  Medical  Society  and  it 
would  be  on  the  basis  of  this  limited  geographic 
study  that  conclusions  would  be  drawn. 

Is  there  other  discussion? 

DR.  GARRARD:  Blue  Shield,  Blue  Cross  forms  in 
the  last  few  months  that  I've  seen,  each  one  asks  you 
what  your  customary  fee  is  and  I've  been  signing 
these  for  months. 

They  know  what  my  customary  fee  is,  so  that  they 
can  use  the  information  officially.  They've  already 
got  the  figures,  so  that  they  could  extract  the  in- 
formation from  the  claims  in  the  past  twelve  months. 

DR.  JONES:  May  I  say  what  this  group  wants? 

Having  been  in  this  work  for  a  long  time,  they 
want  to  market  a  new  plan.  They  want  to  market  a 
plan  which  might  be  to  our  advantage  as  physicians. 

You,  Dr.  Paschal,  and  several  other  member  of 
this  group  were  at  that  meeting,  at  which  they  were 
presuming  a  new  plan  which  would  pay  a  doctor 
according  to  his  rates  that  he  charged,  his  prevail- 
ing fee,  up  to  a  certain  point  and  then  beyond  that, 
throw  it  out  the  window. 

In  other  words,  if  it  was  ten  per  cent  above,  they 
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couldn't  pay  their  rates.  It  would  be  too  high. 

If  the  motion  simply  that  they  would  go  into 
Mecklenburg  County  with  the  approval  of  the  Meck- 
lenburg society  group  with  the  idea  of  marketing  a 
program,  I  couldn't  have  possibly  objected  to  it,  but 
we  would  still  have  to  have  a  statewide  survey. 

PRESIDEXT  PASCHAL:  I  think  it  was  the  feel- 
ing of  the  Blue  Shield  Committee  that  the  local 
geographical  survey  would  afford  them  information 
that  would  be  very  helpful  in  developing  and  even- 
tually implementing  such  a  plan. 

I  think  the  Blue  Shield  Committee  made  this 
motion,  or  made  this  recommendation,  because  of  the 
facilities  of  the  Blue  Shield  Plans  have  for  ex- 
pediting such  a  survey  and  for  correlation  of  any 
data  that  may  be  obtained,  but  it's  still — 

DR.  McCAIN:  Why  not  refer  this  question  back 
to  these  two  committees,  have  them  make  a  recom- 
mendation and  come  back  to  the  meeting  of  the 
Executive  Council  and  defer  further  action  on  it  for 
now? 

Is  there  any  urgency  about  this  survey? 

PRESIDENT  PASCHAL:  I  think  it  "was  felt  to 
be  urgent  in  that  some  planning  ought  to  be  made 
possibly  before  January. 

SECRETARY  STYRON:  I  believe  you  are  confus- 
ing two  items.  You  are  not  talking  about  Item  2. 

You  are  talking  about  the  survey  only.  You're  not 
talking  about  the  use  of  Blue  Shield  Plans  as  a 
carrier.  That  was  accepted  and  that's  not  apropos 
to  this  discussion. 

Now,  the  first  part,  as  you  may  remember,  Ned 
said  that  they  had  no  idea  in  the  near  future  of  in- 
troducing this  plan.  It  might  be  a  matter  of  three 
years. 

So,  there  is  no  urgency  about  this  particular 
matter. 

There  was  urgency  about  the  other  part  which  was 
passed  and  which  is  not  under  discussion  now. 

DR.  JONES:  The  record  will  show  I  supoported 
verbally  on  the  floor  the  endorsement  of  the  Blue 
Plans  as  the  fiscal  intermediary. 

PRESIDENT  PASCHAL:  That's  true. 

DR.  McCAIN:  About  this  whole  question  on  which 
thjre  is  so  much  controversy,  maybe  having  these 
two  committees  work  on  it  and  make  a  recommenda- 
tion at  the  next  Executive  Council  for  consideration 
of  the  whole  thing? 

That's  just  a  suggestion. 

Do  you  wish  to  make  a  motion? 

DR.  McCAIN:  Yes,  I  wish  to  make  a  substitute 
motion  that  the  Blue  Shield  Committee  and  the  In- 
surance Industry  Liaison  Committee — have  these 
two  meet  together  and  consider  it  and  make  a  rec- 
ommendation back  to  us  at  the  next  Executive  Coun- 
cil meeting. 

PRESIDENT  PASCHAL:  Such  a  motion  is  in 
order. 

DR.  JONES:  May  I  ask  one  thing?  That  only 
those  committee  members  attend,  except  for  Medical 
Society  headquarters  personnel? 


Would  you  accept  that? 

DR.  .McCAIN:  Well,  how  about  letting  the  vote 
be  taken  in  the  absence  of  the  other  persons?  Let 
the  other  persons  present  their  material  and  then 
have  the  vote  taken  in  their  absence.  That  would  grive 
them  an  opportunity  of  presenting  their  material. 

DR.  JONES:  Yes,  all  right. 

PRESIDENT  PASCHAL:  You've  heard  Dr.  Mc- 
Cain's motion. 

Is  there  a  second  to  it? 

DR.  W ELTON:  I  second  it. 

PRESIDENT  PASCHAL:  It  has  been  moved  and 
seconded. 

Now,  this  is  a  substitute  motion  to  the  one  that 
was  made  and  passed  this  morning. 

All  those  in  favor  say  "aye";  opposed  by  like 
sign. 

The  motion  is  carried  without  dissent. 

We  come  to  Unfinished  Business!   [No  response.] 

Is  there  any  Old  Business  to  be  considered?  I  No 
response.] 

Any  New  Business  to  be  considered? 

MR.  BARNES:  I  just  wonder  if  the  actions  of  the 
Executive  Committee  of  the  Executive  Council  at  the 
meeting  on  August  26th  and  referred  to  the  Council 
as  information  need  to  be  recognized  into  the  record. 

That  is  a  schedule  of  seven  items  submitted  for 
information  only  and  then  a  second  schedule  of  six 
items,  information  and  report  of  actions  of  the  Ex- 
ecutive Committee. 

DR.  BRIDGER:  I  make  a  motion  that  they  be  put 
into  the  record,  as  printed. 

PRESIDENT  PASCHAL:  You  have  heard  the 
motion  that  they  be  incorporated  into  the  record.  Is 
there  a  second? 

DR.  \V ELTON:  I  second  it. 

(The  motion  carried.) 

DR.  BEDDINGFIELD:  The  Governor  has  ap- 
pointed Bob  Howerson,  an  attorney,  as  Chairman  of 
the  Board  of  Public  Welfare. 

Mr.  Howerson  is  an  attorney  for  the  Dental 
Society  and  helps  them  with  their  health  matters 
and  a  professional  neighbor  of  Mr.  Anderson's. 

And,  we  hope  we  can  work  closely  with  him  on 
problems  that  involve  public  welfare. 

PRESIDENT  PASCHAL:  Thank  you,  Dr.  Bedd- 
ingfield 

I  want  to  thank  all  of  you  for  your  sustained 
inteiest  and  help  here. 

[The  meeting  adjourned  at  five-fifty-two  o'clock.] 


SUNDAY  MORNING  SESSION 
November  21,  1965 

The  Special  Called  Meeting  of  the  Executive  Council 
of  the  Medical  Society  of  the  State  of  North  Carolina 
convened  at  eleven-six  o'clock  in  the  King  William  and 
Queen  Mary  Room  at  the  Velvet  Cloak  Motor  Hotel, 
Raleigh,  North  Carolina,  Dr.  George  W.  Paschal,  Jr., 
President  of  the  Society,  presiding. 

<Dr.  Charles  W.  Styron,  Secretary  of  the  Society, 
called  the  roll. ) 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NORTH  CAROLINA 

BUDGET   ESTIMATES 

January  1,  1966  to  December  31,  1966 
J      RECEIPTS:   i ESTIMATED)  $280,017 


Estimated  balance  January  1,  1955  Nil 

Assessment  3150  paying  msmbers*  220,500 

Sales  (estimated  on  19651  1,800 

Author  Contributions  to  Cuts  200 

Revenue  Unexpected  i estimated!  600 

Technical  Exhibits  i estimated)  17,000 
Journal  Net  Advertisement 

(estimated  Local  on  1965 1  8,500 
Journal  Net  Advertisement 

(estimated  National  on  1965 1  27,000 
**AMA  Remittance  1%  of  due  3 

processed  i  estimated  on  1965)  1,417 
Annual  Banquet  Revenue 

(500  at  $6.00  each)  3,000 


265,083 


EXPENDITURES: 

1  Estimated  > 

Schedule  A 

120,777 

Schedule  B 

62,510 

Schedule  C 

24,656 

Schedule  D 

6,285 

Schedule  E 

14,000 

Schedule  F 

20,155 

Schedule  G 

16,700 

EXCESS  OF  RECEIPTS 

OVER  EXPENDITURES 

14,934 

EXCESS  OF  EXPENDITURES 
OVER  RECEIPTS 


RESERVES:   iCosts,  26,104.55— Land) 

$156,543.41  for  12,453.732  Shares 
SUBMITTED  TO  COMMITTEE  ON  FINANCE— 

September  19,  1965 
SUBMITTED  TO  EXECUTIVE  COUNCIL  FOR 

APPROVAL-September  26,  1965 
SUBMITTED  TO  HOUSE  OF  DELEGATES  FOR 

APPROVAI^May  2,  1966 
*Based  on  dues  at  $70  per  member  per  annum 
**To  be  appropriated  to  Secretarial  Budget  A-6 


A.  EXECUTIVE  BUDGET 

A-1  President,  expense  of  'travel  & 

communications)  4,500 

A-3  Secretary,  travel  of  1,000 

A-4  Executive  Director-Treasurer 

salary  of  18,000 

A-5  Executive  Director,  Treasurer 

travel  of*  5,000 

A-6  Executive  Office,  Secretarial  & 

Clerical  Assistants**  33,223 

A-7  Executive  Office,  equipment  for 

and-or  replacements  6,600 

A-8  Executive  Office,  expense  of  1 12 
months  rent,  communications, 
printing,  and  supplies,  repairs 
and  replacements  of  expend- 
ables) 13,000 

A-9  Bonding  (in  effect  to  1966)  915 

A-10  Audit  (Quarterly  and  Annual)  700 


120,777 


A-11  Taxes  'salary  tax)  2,593 

A-12  Insurance  fire,  compensation 

and  employer's  liab.  251 

A-13  Membership  Record  System 

(addition  to)  100 

A-14  Publications,  reports  and 

executive  aids  200 

A-15  Insurable:  Interest  insurance  and 


5,295 

12,000 

6,000 

2,400 

2,000 
5,000 

2,000 


retirement  plans 
A-16  Assistant  Exec.  Director, 

salary  of 
A-17  Rural  Health  Consultant, 

salary  of 
A-18  Assistants  Executive  Director, 

travel  of 
A-19  Rural  Health  Consultant, 

travel  of 
A-20  Assistants  to  Executive  Director 
A-21  Assistants  to  Executive  Director, 

travel  of 

*Basis:  Real  for  personal  maintenance  and  travel  at 
7c  per  mile  and-or  common  carrier  rate  and  for  offi- 
cial purposes. 
**Any  revenue  derived  from  collection  efforts  related 
to  American  Medical  Association  dues  and  processing 
of  same  shall  accrue  to  this  item  of  the  Builget. 

B.  JOURNAL  BUDGET  62,510 

B-1  Journal,   publications  38,000 

B-2  Journal,  cuts  for  400 

B-3  Editor,  salary  of  2,310 

B-4  Assistant   Editor,   salary  4,800 

B-5  Editorial  Office,  expense  of  '  12 
months  rent,  communications, 
printing  and  supplies,  repairs  and 
replacements )  450 

B-6  Journal  Business  Managers  Office, 
cations,  printing  and  supplies, 
expense  of  ( 12  months  communi- 
repairs   and   replacements)  450 

B-7  Business  Manager's  Office, 

equipment  for  100 

B-8  Journal,  travel  for  (local  and 

national )  200 

B-9  Taxes   (salary  tax)  300 

B-10  Sales  tax  on  Journal  subscriptions 

and  Roster  sales  500 

B-11  Roster,  publication  5,000 

B-12  Executive  Council  reports.  Trans- 
actions, Annual  Reports 
printing  of  10,000 

C.  INTRA-FUNCTIONAL  ACTIVITY 

BUDGET  24,656 

C-1  Executive  Council  expense  of  and 

travel  of  Councilors  including 

district  travel  2,500 

C-3  Legislative  Com.,  expense  of 

(local  and  National  activity)  5,000 

C-4  Maternal  Health  Com.,  expense 

of  (secretarial  Communications, 

printing  and  supplies)  3,600 

C-7  Scientific  Exhibits  Com,  and 

Audio-Visual  Program 

expense  of  675 

C-8  Com.  on  Mental  Health  Medicine 

&   Religion  500 

C-9  Committee  on  Grievances  200 
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C-10  Committee  on  Ch-onic  Illness  2.0IJU 

C-11  Committees  in  general. 

expense  of  2.500 

C-13  Committe;  on  Occupalioniil 

Healili  2JJ 

C-17  Committee  on  Student  AMA 

'Section  &  Transportation  & 

Delegate  to  SAMA  one  each 

Medical  School  Chapter  '3'  1,931 

C-18  Committee  on  Disaster  Medical 

Care  500 

C-19  Committee  on  Industrial 

Commission  250 

C-21  Committee  on  Medical-Legal  100 

C-22  Committee  Advisory  to  N.  C. 

Highway  Patrol  on  Traffic 

Safety  100 

C-23  Committee  on  Venereal  Disease  150 
C-24  Committee  on  Anesthesia 

Study  Committee  400 

C-23  Committee   on  Blue   Shield  500 

C-27  Committee  on  School  Health  40U 

C-28  Committee  Advisory  to  N.  C.  Board 

of  Public  Welfare  100 

C-30  Committee  on  Liaison  to 

Insurance    Industry  500 

C-31  Rural  Health  Function 

I  Stationary  I  $200:  Sponsorship  of 

4-H  Health  activity  for  one  trip  to 

National  4-H  Club  for  State  Health 

Winner,  $500,  &  Dues  Rural  Health 

Safety  Council.  $100:  Rural 

Health  Conference  $290  1,000 

C-.32  Committee  on  Relative  Value 

Schedule  1.30:) 

C-33  Committee  Liaison  to  N.  C. 

Pharmacy  Association  nil 

C-34  Committee  on  Scientific  Works  150 
C-35  Comm  ttee  on  Headquarters 

Facility  103 

D.  EXTRA  FUNCTIONAL  ACTIVITIES 
BUDGET 

D-1  Delegate.^  to  AMA,  expense  of  '4 
to  each  annual  and  clinical 
session)  3.285 

D-2  Conference  dues  200 

D-3  Womans  Auxiliary  i  contributions 
to  entertainment,  travel  to  Na- 
tional Auxiliary  for  2  and 
productions:  History  factor 
$600,001  2.800 

E.  PUBLIC  RELATIONS  BUDGET 

E-3  Committee.  Chairman,  out  of 

State  travel  500 

E-5    Public  Relations  Equipment  for.     1.250 
E-6  Public  Relations  Office,  expense  o. 
112  months  rent,  communications, 
printing  and  supplies,  repairs  and 
replacemsnts  >  3.000 

E-8  Publications  and  Executive  Aids       100 
E-12  Public  Relations  Bulletin,  pro- 
duction and  printing  of  2.700 
E-13  State  High  School  Science  Fair 

Program,  expense  of  200 

E-14  Exhibits  and  Displays:  Pm-chase, 
rental,  production,  fabrication 


6,233 


14,000 


and   transportation  of 
E-15  Annual  Officers  Conference 
E-16  Physicians  Press  Award 
E-17  Public  and  personified  activities 

in  the  field  of  Public  Relations 
E-18  Collateral  Public  Relations  with 

other  committee  activities 

F.  ANNUAL  SESSIONS  '  112th  i 
CONVENTION   BUDGET 


650 
1,000 
NIL 

600 

500 


F-1 
F-2 
F-3 

F-4 

F-5 

F-6 

F-7 
F-8 

F-9 

F-10 
F-11 
F-12 
F-13 
F-14 
F-15 
F-16 


Programs,  Production  of 
Hotel  and  Auditorium  expense 
Publicity  promotion,  expense  of 
I  reporters  and  expense  > 
Entertainment   i  general  involving 
personnel ' 
Orchestra  and  floor 
entertainment 
Guest  Speakers  i5i  expense  of  and- 
or  for  honorarium  for  1,000 

Banquet  Speaker,  fee  and  expense    300 
Electric  Amplification,  operators, 
installations  and  screening  audi- 
torium 

Booth  installations,  supplies,  ex- 
pense, signs.  I  Scientific  and  Tech 
nicali  including  exhibit  expense 
&  promotion 

Projection,  expense  of  'service 
rentals ' 

Badges  'members,  guest,  exhibitors 
auxiliary '  150 

Reporting  Service  for  Trans- 
actions 'session  &  sections  13 >        1,300 
Rental,  extra  facilities,  trucks  for 


1.750 
2.500 

500 

900 

2.000 


125 


4.000 


700 


sections  and-or  exhibits 
Exhibitors  entertainment  'at  57c 

of  Exhibit  Income! 
Banquet  expense  and  places  for 
members  remitted 
Police  Security 


G.  MISCELLANEOUS  BUDGET 


250 

1,400 

3,000 
280 


7,000 


G-1  Legal  Counsel,  retainer  fees  for 
G-2  Reporting  'Executive  Council. 

etc. I  1,700 

G-3  Fifty  Year  Club  pins  and  certifi- 
cates, and  Presidents  Jewel  100 
G-4  Contingency  and  emergency           1.500 
G-5  Retirement  system  for  Society 

employees  4.900 

G-6  Advalorem   Taxes  32.') 

G-7  .'\ssociation  of  Professions  Loan        350 
G-9  AAMC  'Association  of  American 

Medical  Colleges  225 

G-10  Commissioners,  expense  of  600 

E-9  Audio-Visual  depiction:  photography, 
radio-motion  picture,  production, 
distribution  and  printing,  pur- 
chase of  films,  etc.  300 
E-10  Educational  distribution:  reports, 
periodicals,  press  materials,  pamph- 
lets and  dodgers  for  educational 
purposes:  production,  distribution 
and  printing,  binding,  stuffing  and 
mailing  803 
Ell  News  and  press  releases,  pro- 
duction and  printing  of                       400 


20.155 


16,700 
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SECRETARY  STYRON:  Mr.  President,  a  quorum 
is  present. 

PRESIDENT  PASCHAL:   A  quorum  is  declared. 

This  is  an  official  meeting  of  the  Executive  Council 
called  under  the  provisions  of  the  Constitution  and  By- 
Laws  and  we  have  three  things  to  discuss  today,  and 
only  three  things  to  discuss. 

The  first  item  four  on  this  agenda  has  to  do  with 
the  Blue  Shield  survey  of  prevailing  medical  charges. 

We'll  consider  this  matter  at  this  time. 

I  think  all  of  you  are  familiar  with  the  chain  of 
events  which  led  to  making  this  meeting  necessary.. 

At  the  last  meeting  of  the  Executive  Council,  you 
will  recall  that  an  action  was  taken  concerning  making 
an  in-depth  survey  in  certain  geographic  areas  of  the 
prevailing  fees  in  North  Carolina  and  that  was  to  be 
done  by  the  Blue  Shield  groups  under  the  supervision 
and  direction  of  the  Executive  Council. 

Later  in  the  day,  the  motion  was  made  to  reconsider 
the  action  taken  in  the  morning  and  the  outgrowth  of 
that  was  the  motion  which  was  made  and  passed 
that  the  two  committees  concerned,  p-ima'-ily  the  Blue 
Shield  Committee  and  the  Insurance  Industry  Liaison 
Committee,  hold  a  joint  meeting  as  early  as  feasible 
and  try  to  resolve  the  apparent  differences  of  attitude 
that  were  present. 

This  meeting  was  held  and  information  concerning 
it  has  been  disseminated  to  each  member  of  the  Coun- 
cil. 

You  have  also  been  furnished  with  a  copy  of  the 
joint  resolution  which  was  submitted. 

Now,  I  think  it  would  be  appropriate  here  at  this 
time,  before  we  have  a  motion  put  on  the  floor 
of  any  kind,  to  ask  the  chairman  of  the  two  commit- 
tees who  were  considering  this  matter  to  make  a  state- 
ment if  they  so  desire. 

DR.  MAX  P.  ROGERS:  Mr.  President,  first  of  all,  I 
want  to  express  my  sincere  appreciation  for  your 
calling  this  meeting  concerning  a  problem  which  is 
facing  us  at  the  present  time  in  looking  forward  to  the 
activation  of  P.L.  89-97  in  the  summer  of  next  year. 

I  th'nk  that  by  far,  we  must  say  this  is  going  to  have 
the  greatest  effect  on  medicine  than  any  law  that  has 
been  passed  in  the  history  of  our  nation. 

If  we  are  to  save  any  sort  of  control  over  medicine 
in  the  future,  we  must  get  behind  this  thing  and  be- 
come active  participants. 

To  those  who  know  far  more  about  this  than  I  do,  it 
seems  that  the  prevailing  fee  concept  nearly  more  ap- 
proaches the  idea  than  any  other  plan  which  has  been 
put  forward. 

All  the  information  that  we  could  get  together  has 
been  disseminated  to  your  Blue  Shield  Committee  as  a 
matter  of  education,  so  that  the  Blue  Shield  Committee 
may  be  as  well  informed  as  possible  on  this  subject. 

We  have  studied  the  results  of  plans  of  other  areas 
where  the  prevailing  fee  concept  is  now  at  work  and 
I'm  happy  to  say  there  are  already  fourteen  other 
plans  over  the  nation  that  are  developing  the  prevail- 
ing fee  concept. 

An  explanation,  let  me  say  again,  of  a  prevailing 
fee  concept  is  that  plan  of  prepayment  insurance  where- 


by the  physicians  themselves  establish  their  own 
fees,  or  shall  we  say  the  fees  that  are  paid  are  estab- 
lished by  ninety  per  cent  of  the  physicians  in  par- 
ticular area. 

This  concept  was  developed  by  Blue  Shield  in  answer 
to  Labor  who  was  demanding  a  prepayment,  paid  in 
full,  plan. 

All  fee  schedules  as  would  be  developed  under  the 
prevailing  fee  concept  would   be   confidential. 

Our  knowledge  and  our  schedules,  of  course,  there- 
fore are  the  property  of  the  Medical  Society  and  the 
physicians  in  the  State. 

The  Council  has  the  right,  legally,  to  have  any  com- 
mittee participate  with  us  or  cause  us  to  give  our 
information  to  any  other  committee  of  the  Medical 
Society  as  long  as  it  is  in  the  best  interest  of  the 
practice  of  medicine  in  this  State. 

We,    in    the    Blue    Shield    Committee,    are    strongly 
convinced    that    we    must    get    this    thing    underway 
and  very  rapidly, 
mittee  feel  that  our  work,  at  the  present  time,  is  to 

In  summation  of  this,  we  in  the  Blue  Shield  Com- 
fight  for  the  continued  participation  of  physicians,  to 
obtain  as  much  control  over  the  Health  Insurance  Act 
as  we  possibly  can. 

We  didn't  want  this  Act.  We  fought  against  it- 
all  of  us  did,  but  we  have  it.  We  must  now  make  the 
best  of  it  and  the  best  that  we  can  do  is  by  active 
participation,  get  the  Blue  Plans  of  North  Carolina 
to  be  appointed  as  carrier  for  Pat  "B  ,  where  this 
Council  of  the  Medical  Society  and  your  Blue  Shield 
Committee  can  control  our  fees,  our  utiUzation  and 
act  as  an  intermediary  between  the  government  and  the 
physicians  of  North  Carolina. 

DR.  FRANK  W.  JONES:  As  each  of  you  must  be 
aware,  I  am  and  was  quite  concerned  over  the  im- 
pact of  any  type  of  prevailing  fee  study  done  on  the 
economics  of  the  individual  physician. 

Secondly,  I  was  concerned  over  the  power  that  rest 
with  any  organization  doing  the  prevailing  fee  study 
and  the  availability  to  them  to  schedule  fees  which 
might  not  be,  in  essence,  available  to  the  professor,  in 
general. 

There  are  three  possible  means  of  doing  the 
survey.  This  is  by  means  totally  outside  of  the  So- 
ciety, means  to  tally  outside  the  Blue  Plans,  but  like 
anyone  else  who  hires  an  attorney,  or  physician,  pre- 
sumably, the  data  is  confidential  to  the  purchaser. 

First  is  a  Key  Punch  Verifier,  which  is  the  most  ex- 
pensive. 

The  second  is  a  tape  conversion. 

And,  the  third  is  the  censor. 

The  cost  of  Scheme  one  that  is  the  Key  Punch  Veri- 
fier to  the  Society  would  amount  to  about  $5500. 

From  the  Service  Bureau  Corporation,  I  have  since 
contracted  them — they  say  that  even  with  a  1200  item 
survey,  it  would  be  done  for  about  $10,000  by  an 
outside  agency,  or  less. 

I  would  call  to  your  attention  a  question  that  comes 
up,  "Would  a  survey  done  by  the  Society  be  accept- 
able to  the  Department  of  Health,  Education  and 
Welfare?" 
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Frankly,  1  don't  know  whether  it  wouldn't  be. 

I  know  that  in  many  areas  the  Blue  Shield  organi- 
zation are  under  much  greater  control  by  the  Medical 
Society  than  they  are  in  the  State  of  North  Carolina. 

There  has  been  a  definition  of  reasonable  fees  which 
says  in  essence  as  follows: 

A  usual  fee  is  one  that  is  ordinarily  charged  by  the 
Physician.  A  customary  fee  is  one  that  is  charged 
by  the  majority  of  physicians  in  an  area  and  a  reason- 
able fee  is  a  combination  of  the  two. 

To  paraphrase  Lord  Atkins:  Sometimes  power  placed 
in  an  organization  becomes  somewhat  dangerous  some- 
times, unless  it  is  controlled. 

PRESIDENT  PASCHAL:  If  it  is  agreeable  with  Dr. 
Jones,  I'll  ask  Dr.  Rogers  to  read  the  resolution  that 
was  agreed  upon  at  the  joint  meeting. 

DR.  ROGERS:  Mr.  President,  the  joint  meeting  of 
the  Committee  on  Blue  Shield  and  the  Insurance  Indus- 
try Liaison  Committee  of  the  Medical  Society  of  the 
State  of  North  Carolina,  November  4,  1965  at  High 
Point,  North  Carolina. 

This  is  the  final  resolution,   as  amended. 

WHEREAS,  there  is  an  agreed  need  for  an  ex- 
ploration regarding  the  prevailing  fee  study  in  this 
state,  and, 

WHEREAS,  the  Blue  Shield  oganization  has  been 
requested  by  the  Medical  Society  of  the  State  of  North 
Carolina  to  be  Part  "B"  carrier  'PL.  89-97 1  and  that 
this  request  has  gone  to  the  Department  of  Health,  Edu- 
cation and  Welfare,  and. 

WHEREAS,  there  appears  to  be  fear  concerning  cer- 
tain results  pertaining  to  this  suvey:  The  fear,  first, 
that  some  of  the  results  may  not  remain  confidential: 
the  fear,  secondly,  that  there  may  not  be  an  ade- 
quate determination  of  the  type  of  study  done:  the 
fear,  thirdly,  that  the  results  may  not  be  made  fully 
available  to  the  Medical  Society  of  the  State  of  North 
Carolina,  and, 

WHEREAS,  Blue  Shield  has  the  mechanism  to  handle 
such  a  survey,  and, 

WHEREAS,  the  Blue  Shield  Committee  is  under  the 
control  of  the  Medical  Society  of  the  State  of  North 
Carolina  and-or  the  E.xecutive  Council, 

Be  it  therefore, 

RESOLVED,  that  a  survey  be  instituted  by  th?  two 
Blue  Shield  Plans  under  the  aegis  of  the  Blue  Shield 
Committee  acting  under  the  jurisdiction  of  the  Execu- 
tive Council  of  the  Medical  Society  of  the  State  of 
North  Carolina  subject  to  the  two  following  provisos: 

First,  that  the  determination  of  the  type  of  study 
to  be  done  by  Blue  Shield,  subject  to  the  jurisdiction 
of  the  Executive  Council  of  the  Medical  Society  of  the 
State  of  North  Carolina,  shall  not,  however,  preclude 
the  Executive  Council  from  designating  the  other 
members  of  the  Society  to  participate  with  the  Blue 
Shield  Committee  in  the  type  of  study  to  be  done;  and. 

With  the  second  proviso  that  the  results  of  the  study 
be  made  fully  available  to  the  Medical  Society  of  the 
State  of  North  Carolina  through  its  Blue  Shield  Com- 
mittee and,  at  the  discretion  of  the  Executive  Coun- 
cil, also  to  any  committees  of  the  Society  having  need 


for  the  data  secured  in  the  pursuit  of  assigned  Medical 
Society  business. 

DR.  BEDDINGFIELD:  I  think  that  basically  this  is  a 
good  compromise  and  although  these  are  largely  person- 
al reactions  to  considerations  that  were  involved,  I 
believe  it  is  a  compomise. 

I  think  that  it  represents  concessions  from  the  school 
of  thought  espoused  by  Dr.  Jones,  concessions  from  the 
Blue  Shield  Committee  and  perhaps  some  from  Blue 
Shield  itself,  if  it's  adopted. 

Dr.  Jones  is  our  President-elect.  He's  going  to  be 
in  the  "Hot  Seat"  next  year. 

It  is  the  tendency  for  any  organization  to  blame 
those  then  at  the  helm  for  any  difficulties  that  may 
come  about  and  I  don't  envy  Dr.  Jones,  the  President- 
elect, for  next  year  at  all  and  I  think,  very  wisely,  he 
has  asked  us  to  consider  the  ramifications  of  every- 
thing that  we  are  about  to  do  here. 

Personally,  it  appears  to  me  that  some  determination 
of  fees  has  got  to  be  made,  so  that  we  might  live  un- 
der this  law  that  none  of  us  wanted. 

I  agree  with  Dr.  Rogers  that  the  mechanism  is  at 
hand.  I  personally,  believe  that  the  law  says  that  the 
carrier— and  I  have  heard  no  opposition  to  this  from 
Council  to  Blue  Shield  being  the  fiscal  intermediary  for 
Part  "B"  in  North  Carolina,  not  from  anyone. 

If  Blue  Shield  is  to  be  the  fiscal  intermediary,  how 
shall  they  determine  which  fee  is  to  be  paid  unless  a 
fee  study  is  made. 

Many  physicians  in  the  state  will  be  performing  ser- 
vices under  Part  "B"  for  which  Blue  Shield  has  no 
information. 

For  example,  let's  take  the  example  of  flu  immuni- 
zation. This  isn't  covered  under  Blue  Shield  con- 
tracts at  all,  yet  this  would  be  covered  under  Part  "B". 

I  will  move  the  adoption  of  the  reconmmendation  of 
the  joint  committee. 

DR.  RAIFORD:  I'll  second  the  Motion. 

The  Blue  Shield  Committee  is  a  function  or  an  arm  of 
the  State  Society,  per  se,  and  no  more.  The  Boards 
of  Trustees  of  the  two  Blue  Plans,  Hospital  Savings 
and  Hospital  Care,  comprise  one-third  doctors;  one- 
third  hospital  administrators:  one-third  laymen— four 
of  each. 

What  provisions  are  made  in  this  resolution  or  this 
plan,  for  a  limitation  of  time? 

In  other  words,  is  this  prevailing  fee  concept  subject 
to  annual  or  bi-annual  revision? 

The  point   is   how  can  you   avoid   being   locked  in? 

PRESIDENT  PASCHAL:  You're  not  locked  in. 

DR.  ROGERS:  By  wxitten  notice  to  the  Blue  Shield 
Plan  handling  this  prevailing  fee  concept,  you  may 
change  your  fee  within  ninety  days,  or  you  make 
written  notice  and  in  ninety  days,  the  tape  is  changed 
that  this  is  your  fee  for  an  appendectomy  instead  of 
the  fee  that  was  there  three  months  ago. 

DR.  RAIFORD:  Will  this  be  a  continuing  up-dating? 

DR.  ROGERS:  Yes,  sir. 

DR.  RHODES:  There's  a  provision  within  the 
lau-  that  provides  that  if  you  have  an  assignment  from 
the  patient  for  the  fee,  you  accept  the  total  fee  as  it's 
set  up  in  whatever  fee  schedule  you  have,  but  if  you 
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do  not  accept  an  assignment  from  the  patient,  then  you 
are  privileged  to  make  your  own  fee  charge — that's 
in  the  law. 

DR.  ROGERS:  By  quoting,  reading  if  1  may.  and  I 
think  it  will  clear  the  thing  up  completely. 

The  prevailing  fees  program  while  providing  paid-in- 
full  benefits,  is  not  based  on  a  fixed  fee  schedule 
which  every  physician  is  required  to  accept  regardless 
of  its  being  applicable  to  his  practice  of  charging  pa- 
tients. 

The  control  consists  of  an  internal  plan  check  relating 
the  prevailing  fee  to  others. 

If  this  check  puts  the  physician  in  question  over  the 
ninety  percentile,  he  is  no  longer  a  participating  phy- 
sician. 

Requests  for  fee  increases  are  approved  if  the  in- 
creased fees  are  still  within  the  current  ninetieth  per- 
centile limit  of  actual  area  charged  and  the  phy- 
sician is  charging,  the  same  amount  to  all  of  his  pa- 
tients for  similar  procedures  or  services. 

A  physician  may  request  additional  compensation 
from  Blue  Shield  by  filing  a  special  report  with  his 
claim.  Provisions  are  made  for  review  of  claims 
usually  in  cooperation  with  the  local  medical  society 
when  unusual  circumstances  require  that  a  physi- 
cian's fee  exceed  his  normal  charge. 

DR.  ROGERS:  Let's  take  an  area  of  population,  or  a 
city,  or  a  group,  and  every  doctor  in  that  city  will 
send  in  his  usual  and  customary  fees. 

Then  when  all  of  these  figures  are  in,  then  the  nine- 
ty percentile  group  is  determined— ninety  per  cent  of 
the  doctors  and  what  they  charge. 

Now,  it  has  been  found  from  studies  that  have 
been  carried  on  in  other  areas  that  when  these  doc- 
tors are  sent  these  schedules  to  fill  out  to  give  their 
prevailing  fee,  that  ninety-five  per  cent  of  them  fall 
into  one  group. 
Ten  per  cent  will  be  above. 
AU  right! 

Then  when  the  computer  tells  us  that  your  fee  is 
in  the  ninety  percentile  group,  you're  paid. 

Now,  you  may  send  in— let's  set  a  hypothetical  case — 
for  an  appendectomy.  You  may  send  in  a  fee  of  $150 
and  another  doctor  over  here  may  send  in  a  fee  of 
$100. 

The  man  over  here  is  paid  his  fee.  You're  paid  more 
than  he  is,  but  that's  the  fee  that  you  set  and  that's 
the  fee  that  he  sets  and  as  long  as  you  are  within 
ninety  per  cent  range  of  the  doctors  in  your  area,  then 
your  fees  will  be  paid. 

DR.  BEDDINGFIELD:  The  whole  intent  of  the  nine- 
ty percentile.  I  think,  is  this.  If  you  have  ten  sur- 
geons in  a  city  and  nine  of  them  submit  a  fee  for  an 
appendectomy,  let  say  and  their  fees  range  from  $150 
to  $175.  You've  got  one  guy  who  says.  "My  fee  is 
$500  for  an  appendectomy". 

Obviously,   with   public  funds  paying  for  the  thing, 
there  has  to  be  a  ceiling  somewhere  along  the  line. 
DR.  RAIFORD:  Question. 

PRESIDENT    PASCHAL:     The    question    has    been 
called. 
All  in  favor  of  the  motion  to  institute  this  survey. 


let  it  be  known  by  raising  your  hand.  Opposed  by  like 
sign. 

It's  carried  without  dissent,  but,  I  note,  not  un- 
animously. 

(The  meeting  recessed  at  twelve-fifty-four  o'clock.) 

SUNDAY  AFTERNOON  SESSION 

November  21,  1965 

The  Special  Called  Meeting  of  the  Medical  Society 
of  the  State  of  North  Carolina  reconvened  at  two-one 
o'clock.  President  George  W.  Paschal,  Jr.,  presiding. 

PRESIDENT  PASCHAL:  We  have  two  other  matters; 
Item  five:  Consider  authorizing  and  delegating  the 
appointed  committee  to  function  in  representation 
of  the  Society  in  developing  and  projecting  a  North 
Carolina  Planning  document  to  effect  a  study  of  a 
system  of  medical  research  and  medical  care  related 
to  Cancer,  Heart  Diseases  and  Stroke. 

You  will  recaD  at  an  earlier  meeting,  you  authorized 
your  President  to  appoint  three  representatives  of  the 
Society  to  meet  with  the  Deans  of  the  three  medical 
schools. 

These  representatives  were  appointed  and  for  your 
information  these  were  Dr.  Ladd  Hamrick  of  Shelby; 
Dr.  Robert  H.  Shackleford  of  Mount  Olive;  and,  Dr. 
Hubert  M.  Poteat,  Jr.,  of  Smithfield. 

Our  representatives  met  with  these  deans  on  October 
13  and  once  since.  I  didn't  want  you  to  labor  under 
the  assumption  that  the  Council  had  given  them 
blanket  authority  to  do  anything  that  they  wanted  to  as 
far  as  the  development  of  this  planning  phase  was  con- 
cerned, unless  we  came  back  to  the  Council  and  had  ap- 
propriate authorization  by  the  Council. 

Since  August  this  planning  group  has  been  ex- 
panded to  some  degree. 

They  invited  members  of  the  Hospital  Associa- 
tion. They  hope  to  invite  members  of  the  Public 
Health.  Department  of  Public  Health,  and  the  Hospital 
Care  Commission. 

We  met  with  Mr.  Rankin  just  last  week,  before  the 
meeting  of  the  General  Assembly  and  pressing  affairs 
at  the  time  made  it  impossible  for  him  to  contact 
the  Governor. 

This  is  a  long-range,  comprehensive  studying  and 
planning  undertaking. 

I  do  happen  to  know  that  they  are  in  the  process  of 
looking  to  see  if  they  can  find  someone  who  might  be 
available  to  act  in  the  capacity  of  executive  director 
and  they're  doing  this  because  they  need  to  get  started 
with  it.  as  there's  some  urgency  about  it. 

They  are  going  to  be  in  a  position  to  apply  for  a 
grant  and  if  a  grant  is  given  to  them,  they  don't 
want  to  wait  until  that  time  to  start. 

The  Deans  of  the  three  Medical  School  have  been 
active  with  this.  They've  had  several  conferences 
with  the  people  in  NIH.  I  think,  who  will  administer 
this  and  they're  told,  I  get  the  impression  that  North 
Carolina  has  the  opportunity  of  being  one  of  the 
seven  or  eight  areas  receiving  considerable  favor  at  this 
time.  They  do  think  that  North  Carolina  is  in  a  position 
with  the  three  medical  schools  that  are  here,  working 
as  they  do  together,  and  having  a  good  liaison  one 
with  the  other. 
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So,  it  is  with  thiat  in  mind,  to  give  ttiem  tliat  au- 
tliority  and  go  ahead  and  proceed  with  this,  knowing 
at  the  same  time  that  if  at  the  end  of  their  study  it 
doesn't  seem  feasible  and  doesn't  seem  practicable,  that 
what  has  been  done  will  not  be  binding  and  that  it  can 
be  rejected. 

What  is  your  pleasure  concerning  this'? 

MR.  BARNES:  Mr.  Chairman,  would  you  clarify 
for  the  group  the  difference  between  the  advisory 
council  and  the  executive  committee. 

PRESIDENT  PASCHAL:  Yes,  I'll  try  to. 

The  Advisory  committee  is  one  of  a  very  broad 
nature  in  which  it  would  have  representatives  from  the 
medical  profession,  representatives  from  the  various 
allied  health  fields,  the  Hospital  Association,  the  nurs- 
ing people,  the  medical  technicians,  probably,  and 
interested  and  knowledgeable  lay  people  who  are 
concerned  and  informed  about  this  type  of  problem. 

Now,  (hen,  the  advisory  committee  would  be  one 
we  would  hope  the  Governor  would  appoint.  Provisions 
are  made  and  spelled  out,  I  believe,  in  the  legislation 
for  this  representation. 

For  the  organization  of  an  executive  director,  there 
will  be  three  liaison  repesentatives  from  the  Medical 
Schools:  then,  there  will  be  three  liaison  representa- 
tives from  the  Medical  Society:  then,  one  representa- 
tive from  the  Ho.spital  Association:  one  from  the 
State  Board  of  Health:  one  from  the  Medical  Care 
Commission. 

The  ex  officio  members  which  would  be  the  three 
Deans,  the  President  of  the  State  Medical  Society 
and  the  Dean  of  the  School  of  Public  Health. 

That  would  be  the  executive  committee. 

It  is  quite  likely  that  the  advisory  committee  itself, 
while  being  rather  broad,  would  be  rather  numerous  and 
it  is  thought  there  would  be  forty  or  fifty  members  of 
that  particular  advisory  group. 

DR.  GARRARD:  Where  would  the  money  come  from 
to  pay  for  the  executive  director'? 

PRESIDENT  PASCHAL:  That  would  come  from  the 
grant,  in  part,  but  the  Medical  Schools  now,  the 
Deans  of  the  Medical  Schools  say  that  they  will  under- 
write this  director  in  the  beginning  and  they  figure 
it  will  cost  $25,000,  possibly,  to  get  a  man  of  the  type 
and  calibre  that  they  want,  and  that  they'll  give  him 
some  kind  of  a  tenured  status  on  the  faculties  of  medi- 
cine at  the  respective  schools,  and  they  would  equally 
share  his  cost  for  the  time  being. 

They  would  underwrite  it  in  the  beginning. 

Now,  there's  some  $26  million  I  understand  to  be 
allocated  in  this  initial  phase  of  the  planning  and  a 
portion  of  that  will  be  allocated  to  North  Carolina, 
if  and  when  our  application   is  accepted. 

DR.  DUCK:  I  make  the  motion,  Mr.  Chairman,  that 
the  representatives  of  the  Medical  Society,  as  have  been 
previously  appointed  by  you,  be  empowered  to  pro- 
ceed in  their  designated  capacity  with  the  overall 
Council  on  the  executive  committee  and  the  advisory 
council. 

PRESIDENT  PASCHAL:  Is  there  a  second  to  this 
motion? 

DR.  GARRARD:  I  second  it. 


PRESIDENT  PASCHAL:  All  in  favor  let  it  be  known 
by  saying  "aye":   opposed  by  like  sign. 

That  motion  is  carried. 

Now,  finally,  is  item  number  6:  Consider  the  authori- 
zation of  the  founding  of  a  Medical  Foundation  as  a 
subsidiary  of  the  Medical  Society  of  the  State  of  North 
Carolina  and  to  outline  its  purposes. 

This  was  thought  important  to  include  at  this  time 
because  of  the  possibility  that  you'll  be  involved  in  re- 
ceiving or  spending  a  considerable  amount  of  money 
within  the  next  six  months. 

It  has  been  suggested,  either  by  our  Executive  Direc- 
tor or  our  Counsel,  that  there  might  be  something  of  an 
advantage  fo  the  Medical  Society  to  establish  a  founda- 
tion, thereby  saving  considerable  sums  as  far  as  taxes 
are  concerned. 

MR.  ANDERSON:  Trade  organizations,  while  exempt 
from  certain  income  taxes,  insofar  as  related  income, 
that  is  dues  and  income  earned  from  related  activi- 
ties of  the  corporation,  they're  exempt  from  income 
tax  laws,  but  unless  we're  classified  as  a  tax  exempt 
organization  under  sub-section  three  as  a  charitable 
corporation,  we  would  not  be  exempt  from  income 
taxation  for  unrelated  income  or  contributions  made 
to  the  Society  by  anybody— they  would  not  be  deduct- 
ible as  a  gift  to  a  charitable  organization. 

So  several  of  the  societies  around  the  country  have 
found  it  useful  to  organize  a  charitable  corporation, 
called  a  foundation. 

The  oganization  of  such  a  corporation  would  insure, 
if  we  could  get  it  approved  by  the  Internal  Revenue 
office  in  advance  of  getting  into  operation,  would  in- 
sure that  any  contributions  made  by  any  member  to 
the  foundation  for  any  purpose,  or  any  bequest  left  to 
the  Society  by  any  member  or  any  other  person, 
would  be  exempt  from  inheritance  tax  and  would  be 
deductible  as  given  to  a  charitable  institution. 

DR.  RAIFORD:  I  would  therefore  move,  Mr.  Presi- 
dent, that  the  Council  approve  this  in  principle  and  re- 
quest the  President  to  appoint  a  suitable  committee  to 
draw  up  gi-ound  rules  for  this  and  present  to  the 
Council  meeting  in  January. 

DR.   JONES:    I  second  that  motion. 

PRESIDENT  PASCHAL:  It  has  been  moved  and 
seconded  that  the  President  appoint  an  appropriate  com- 
mittee to  work  with  Mr.  Anderson  and  bring  it  back 
to  this  board,  at  the  meeting  in  January. 

MR.  ANDERSON:  Would  you  provide  in  that  motion 
some  authority  to  make  application  to  the  IRS  before 
January,  if  that  is  the  opinion  of  the  executive  com- 
mittee'? 

DR.  RAIFORD:  I  meant  to  imply  that,  to  secure  any 
information  or  any  decision  from  the  IRS  that  might 
be  available. 

DR.  GLASSON:  I'll  make  a  substitute  motion  that 
we  authorize  the  establishment  of  such  a  founda- 
tion at  this  time,  with  the  understanding  that  we 
don't  necessarily  commit  any  funds,  but  that  we  set 
up  the  mechanics  of  it,  so  that  it  can  be  of  use  to  the 
Society  as  it's  needed. 

PRESIDENT  PASCHAL:  All  right,  you've  heard  his 
substitute  motion. 
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Is  there  a  second? 

DR.  SUMMERLIN:  I'll  second  that.  I  don't  see 
where  we  have  anything  to  lose.  If  it's  the  decision  in 
May  that  we  don't  want  it,  then  we  haven't  lost  any- 
thing except  the  paperwork  that's  involved. 

DR.  JONES:  In  effect,  these  motions  are  identical  ex- 
cept the  one  doesn't  hold  up  on  any  of  the  proceed- 
ings, but  they  are  contingent  upon  the  fact  of  how 
the  House  of  Delegates  will  act  in  May. 

All  in  favor  of  the  substitute  motion,  let  it  be  known 
by  saying  "aye";   opposed  by  like  sign. 

The  motion  is  apparently  carried. 

(The  meeting  adjourned  at  two-fifty  o'clock.) 

SUNDAY  MORNING   SESSION 
January  30,  1966 

The  Mid-Winter  Meeting  of  the  Executive  Coun- 
cil of  the  Medical  Society  of  the  State  of  North 
Carolina  convened  at  nine-fifteen  o'clock  in  the 
Crystal  Room  of  The  Carolina  Hotel,  Pinehurst, 
North  Carolina,  Dr.  George  W.  Paschal,  Jr.,  Presi- 
dent of  the  Society,  presiding. 

[Dr.   John   S.   Rhodes   delivered   the  invocation.] 

[Whereupon  Dr.  Charles  W.  Styron,  Secretary  of 
the  Society,  called  the  roll  and  declared  a  quorum 
present.] 

(The  minutes  were  approved.) 

DR.  PASCHAL:  We  will  have  the  annual  state- 
ment   of   operations    and    the    annual    audit   report. 

MR.  BARNES:  Mr.  President,  we  have  here  this 
morning  the  first  draft  of  the  auditors'  report  for 
1965  and  I  might  just  simply  refer  to  the  fact 
that  we  had  a  profitable  year,  showing  something 
like  $29,000  in  profit  in  the  operations  for  this  year. 

All  of  the  revenues  in  the  budget  exceeded  our 
estimates  and  the  departmental  expenditure  budget 
for  the  most  part  were  under  estimated  expenditures 
and  I  defer  to  Dr.  Wayne  Benton. 

DR.  WAYNE  J.  BENTON:  I  do  think  it's  ap- 
propriate that  we  thank  our  president  for  holding 
the  line  on  our  budget  so  that  we  could  get  a  pro- 
fit. 

I  think,  too,  it  should  be  noted  that  our  Commis- 
sioners have  not  been  sending  in  their  travel  ex- 
penses which  has  saved  us  a  lot  of  money,  and 
they  are  to  be  commended  for  it.  Even  though  they're 
allowed  to  do  that,  they  have  chosen,  on  their  own, 
not  to  charge  the  Society  for  their  expenses. 

I  request  that  the  budget  report  be  accepted  large- 
ly for  information. 

(The  report  was  accepted.) 

DR.  BENTON:  For  your  information,  invest- 
ments in  Investors  Mutual  were  6.7  per  cent  last 
year.  We'll  see  if  we  can't  increase  it  for  the 
following  year. 

On  the  advice  of  Counsel  the  Finance  Committee 
ation  of  the  North  Carolina  Medical  Foundation, 
recommends  that  a  non-stock  certificate  of  incorpor- 
Incorporated,  be  formed. 

Its  purpose  is  to  comply  wnth  the  Internal  Reve- 
nue Service  regulations  and  applies  to  income  from 
our   surplus   land;    that  is,   the   idea   is   to   make   it 


possible  so  that  we  will  not  have  to  pay  tax  on  the 
appreciation  of  our  land  between  Raleigh  and  Dur- 
ham. 

This  is  the  form  that  has  been  written  by  our 
Counsel  and  it's  taken  from  the  statutes  as  well  as 
taking  some  of  the  Florida  group  ideas  and  this 
will  be  given  to  the  Internal  Revenue  Service  for 
their  approval  of  it. 

And,  if  they  approve  it,  then  we  will  have  a 
written  document  so  that  we  will  be  safe  as  far 
as  our  income  tax  is  concerned  with  the  Internal 
Revenue  Service. 

[Discussion  held  off  the   record.] 

DR.  BENTON:  After  studying  this  proposal  in 
depth,  the  Finance  Committee  recommends  to  the 
Council  that  they  order  staff  and  our  attorney  to 
proceed   in   the  implementation   of  this   Foundation. 

MR.  ANDERSON:  You  may  want  to  take  this 
before  the  House  of  Delegates  before  the  corpora- 
tion  is   actually  organized. 

Before  that  time,  this  could  be  submitted  to 
IRS  for  approval  before  the  organization  actually 
takes  place  with  the  Secretary  of  State's  office. 

DR.  BEDDINGFIELD:  I  feel  that  the  simple 
organization  of  such  a  corporation  does  not  jeopard- 
ize the  Medical  Society  in  any  w^ay. 

It  simply  gives  us  an  instrumentality  through 
which  we  might  avoid  placing  ourselves  in  an  un- 
favorable tax  position;  that  we  are  not  precom- 
mitting  the  House  of  Delegates  or  the  Society  but 
simply  providing  a  structure  for  this  Foundation 
and  the  most  we  could  really  lose,  if  we  never 
activated  the  Foundation,  is  simply  the  cost  of  in- 
corporation, $100  and  so,  but  the  savings  may  be 
many  times   over. 

PRESIDENT  PASCHAL:  This,  I  think,  would 
appropriately  be  sent  to  the  House  of  Delegates  for 
their  final  approval,  but  the  planning-  and  the 
preliminary  study  and  preparation  could  go  on  at 
this  time,  as  Dr.  Beddingfield  has  suggested,  with- 
out jeopardy  to  the  Society. 

DR.  BEDDINGFIELD:  Mr.  President,  I  move 
that  the  Finance  Committee  and  our  attorney  pro- 
ceed with  the  certificate  of  incorporation  being  con- 
sidered by  Internal  Revenue  Seiwice  as  it's  present- 
ed to  the  Executive  Council  and,  moreover,  the 
Executive  Committee  prepare  a  documentary  pre- 
sentation for  distribution  to  the  members  of  the 
House  of  Delegates  so  they  may  consider  this  at 
their  next  annual  session. 

(The  motion  was  seconded   and  passed.) 

PRESIDENT  PASCHAL:  At  this  time,  I'll  ask 
Mr.  Barnes  to  make  a  statement  concerning  our 
schedule  of  savings  at  the  First  Citizens  Bank. 

MR.  BARNES:  I  discussed  this  with  Dr.  Ben- 
ton's committee  last  night  and  everyone  is  agreed 
that  the  treasurer  of  the  Society,  \\'ith  the  guidance 
and  permission  of  the  Finance  Committee,  may  ex- 
ercise judgment  in  placing  any  of  the  current  reve- 
nues of  the  Society  that  are  not  going  to  be  need- 
ed for  some  extended  period,  into  a  savings  account 
in  the  fiduciary  which  the  Society  operates  through. 
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\o\v,  to  the  end  that  the  Finance  Committee  and 
the  Executive  Council  might  know  what  was  avail- 
able in  the  way  of  interest  producing  plans  in  tht 
fiduciary,  I  wrote  to  the  Vice-President  of  the  First 
Citizens  Bank  &  Trust  Company  and  asked  him  for 
a  statement  on  what  they  have  to  offer  and  this  is 
a  letter  from  him,  dated  January  11,  addressed  to 
me  and  it  says: 

Currently     we     are     offering     four     forms     of 

savings: 

1.  Pass  Book  Savings  on  which  we  pay  four 
per  centum  per  annum  compounded  quarterly. 

2.  4-1/2  per  cent  Savings  Bonds  (Certificateg 
of  Deposit)  on  which  the  rate  of  interest  is 
guaranteed  for  five  years.  These  bonds  may  be 
redeemed  on  any  quarterly  renewal  date  without 
notice  or  within  ten  days  thereafter.  Interest 
checks   will   be  mailed   semi-annually. 

3.  4.80  per  cent  Savings  Bonds  (Certificates  of 
Deposit)  on  which  the  rate  is  guaranteed  for 
three  years.  These  bonds  may  be  redeemed  on 
any  three  months  period  from  date  after  they  are 

held  for  six  months.  The  holder  must  give 
written  notice  of  his  intention  to  cash  the  bond 
ninety  days  before  encashment. 

4.  5  per  cent  Savings  Bonds  (Certificates  of 
Deposit)  are  issued  for  one  year  with  interest 
payable  at  maturity.  They  may  be  cashed  in  an 
extreme    emergency    prior    to    maturity. 

We  discussed  this  a  bit  last  night  and  we  thought 
the  best  thing  to  do  was  to  make  the  deposits  in 
regular  savings  at  four  per  cent  compounded  quar- 
terly. Then,  you'll  have  freedom  to  move  in  and  out 
as  you  need  to;  from  the  standpoint  of  operations, 
I   suppose  that's  what  we  ought  to  do. 

PRESIDENT  PASCHAL:  I  think  the  Finance 
Committee  is  authorized  to  exercise  their  judg- 
ment in  the  investing  of  these  funds.  Now,  state- 
wide billing. 

MR.  BARNES:  This  has  been  a  rather  fantastic 
experience  following  our  state-wide  billing  on  the 
22nd  of  December.  We've  never  had  more  than 
maybe  $400  or  $.500  coming  in  on  dues  before  the 
end  of  a  year  for  the  succeeding  year. 

But,  interestingly  enough,  there's  a  marked  re- 
sponse to  state-wide  billing  and  some  300  members 
did  respond  before  the  end  of  the  year,  so  that  we 
had  a  sizable  income  for  1966  accruing  at  the  end 
of  the  year. 

We've  already  remitted  for  the  component  so- 
cieties that  we're  collecting  for  and  we've  already 
remitted  to  AMA,  and  to  PAC — I  think  something 
like  300  PAC  members  have  contributed  through 
December  31st. 

In  January,  we've  been  just  literally  clobbered 
and  we  can't  begin  to  tell  you  what  the  rate  of  flow 
of  1966  dues  are  for  the  month  of  January. 

We  have  made  an  effort  to  receive  the  checks  and 
record  them;  two,  immediately  go  into  the  process  of 
making  receipts  for  them  and  immediately  putting 
the  funds  in  the  bank. 

And,  it  has  just  been  too  much  of  a  job  for  us  to 


get  together  and  get  you  a  January  report,  but  we 
will  try  to  get  some  sort  of  summary  of  it  early  in 
February. 

I  think  it  has  been  a  good  idea.  I  wnll  send  every 
member  of  the  Council  a  copy  of  the  monthly  state- 
ment of  the  operations  so  you  can  see  how  the  state- 
wide billing  has  been  and  we  have  received  very 
few  complaints,  or  misunderstanding  and  we  think 
it  is  working  just  like  a  charm. 

And,  we  hope  we're  going  to  get  the  bulk  of  this 
dues  proposition  out  of  the  way  by  the  1st  of 
March  and  if  we  do,  maybe  we  can  work  on  some 
other  things  that  heretofore  we've  had  to  string 
out  through  the  whole  spring  months  because  of 
this  process  of  collecting  through  county  medical  so- 
cieties, in  stages,  with  poor  returns,  and  sometimes 
going  on  until  April. 

I   think  you   all  ought  to  be   pleased   with   it. 

PRESIDENT  PASCHAL:  We  wil  laccept  this  as 
information. 

It  comes  to  my  attention  that  there  are  several 
areas  in  the  state  and  several  counties  who  do  not 
completely  understand  the  central  billing  process 
or  the  additional  billing,  so  to  speak,  of  the  Med- 
Pac  dues. 

I  would  think  that  we're  going  to  be  involved 
with  a  lot  of  patient  repetition  here  to  get  the  mem- 
bership informed  and  toward  that  end,  I  believe  it 
would  b3  helpful  if  we  asked  Mr.  Milliard  to  try 
to  make  a  very  condensed  statement  in  the  Bulletin 
to  the  effect  that  this  is  a  voluntary  contribution 
and  that  they  should  read  carefully  their  state- 
ment, so  they  will  understand  the  nature  of  the 
statement. 

Now,  I'll  ask  Mr.  Barnes  to  consider  the  prob- 
lem of  requests  to  PAC  contribution  refunds. 

MR.  BARNES:  Well,  actually,  Mr.  President, 
there  hasn't  been  a  major  problem. 

We've  had  seven  contributors  to  PAC  make  a  re- 
quest for  refunds.  Three  of  those  seven  withdrew 
their  requests  before  we  could  determine  policy 
through  the  Executive  Committee  of  the  Society  as 
to  what  we  should  do  about  making  decisions  in  the 
headquarters  office  about  PAC  contributions. 

We  thought  that  was  a  decision  that  PAC  itself 
should  make  and  the  Executive  Committee  in  a 
meeting  in  Panuary  agreed  wdth  our  point  of  view. 

And,  Dr.  Rhodes'  Board  met  yesterday  and  I  be- 
lieve they're  agreeable  for  PAC  to  make  the  re- 
funds where  there's  a  reasonable  point  to  the  re- 
quest. 

So  as  I  understand,  PAC  has  already  made  the 
four  refunds,  so  it's  not  really  a  very  material 
problem. 

Now,  I  do  think  that  perhaps  Dr.  Rhodes  and 
Dr.  DeCamp  will  be  faced  with  some  belated  re- 
quests for  refunds  and  somebody  will  be  faced  with 
establishing  policy  on  that,  that  once  a  man  has  paid 
his  dues  and  they  have  been  processed  and  receipt- 
ed and  a  membership  card  issued,  should  he  be 
allowed  to  request  and  collect  a  refund. 
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Nobody  has  ever  authorized  the  recognition  of  a 
request  for  a  refund ;  as  a  matter  of  fact,  there  have 
been  none  and  probably  the  same  sort  of  policy  should 
pertain  to   PAC. 

Scarcely  should  a  man  be  allowed,  in  my  opinion, 
to  come  back  and  say,  "I've  changed  my  mind.  I 
paid  dues  back  in  December  or  January.  Now,  I 
want  to  take  them  back!" 

I  think  the  billing  was  in  line  with  what  we 
were  authorized  to  do,  and  so  far  as  the  PAC 
contribution  entries  on  the  billing  form,  it  seems 
to  me  it  was  clear  and  there  should  not  have  been 
any  misunderstanding. 

DR.  RHODES:  I  would  point  out,  as  yoy  have 
indicated,  perhaps  there  is  some  lack  of  under- 
standing, generally,  about  this,  largely  because 
people  don't  read  their  mail,  because  a  complete 
statement  of  this  central  billing  was  sent  out  to 
every  county  society  president  and  in  the  Decem- 
ber issue  of  the  Bulletin,  a  defined  statement  re- 
lating  to   this   alone   was   inserted. 

However,  that  hasn't  covered  the  subject  and  I 
agree  we  need  to  keep  reiterating  an  explanation 
of  this  billing. 

In  regard  to  refunds,  I  think  there  may  be  some 
distinction  between  Medical  Society  dues  and  PAC 
dues  in  that  they  are  voluntary  and  non-tax  de- 
ductible. 

Therefore,  there  may  be  a  little  distinction  about 
how  we  might  handle  these  in  general. 

I  think  we  could  follow  the  same  procedure  that 
has  been  indicated  by  the  Medical  Society. 

And,  the  other  point  I  want  to  make  is  that  we 
are  going  to  have  to  understand  and  use  the 
money,  I  hope,  wisely  and  we  are  open  for  sugges- 
tions  from   this   Council  for  direction. 

DR.  LOUIS  deS.  SHAFFNER:  I  notice  in  the 
folder  here,  we've  got  a  recommendation,  a  resolu- 
tion, to  go  before  the  House  of  Delegates  about  the 
separation  of  Am-Pac  and   Society  dues. 

There  is  misunderstanding  and  sometimes  a  doc- 
tor will  pass  his  bill  to  a  secretary  to  pay  this  just 
as  he  pays  a  lot  of  bills  that  have  to  be  paid  and 
apparently  they  don't  catch  this  voluntary  pay- 
ment. 

I  was  under  the  impression  from  the  House  of 
Delegates  and  also  from  this  Council  meeting  that 
these  bills  would  be  so  listed,  the  dues  part  for 
AMA  and  state  would  be  underlined  and  totaled 
and  then  AM-Pac  added  to  that  total  with  another 
total,  so  the  fellow  could  pay  either  total. 

This  was  not  on  the  bill,  as  I  understood  it  would 
be  and,  therefore,  one  total  was  there  and  you  had 
to  read  a  footnote  to  be  sure  what  was  deductible 
and  what  was  not  deductible  and  this  has  upset 
many  of  the  members,  who  voluntarily  came  to  me 
and  complained  about  it. 

And,  I  think  it's  going  to  be  a  detriment  to  the 
Society,  especially  if  AMA  dues  go  up.  We're  going 
to  have  a  lot  of  unhappy  people  on  this  and  I 
would    like    to    put    on    record    the    complaints    I've 


heard    and    the    feeling    that    perhaps   we    ought    to 
consider  further. 

PRESIDENT  PASCHAL:  Thank  you.  Dr.  Shaff- 
ner. 

MR.  BARNES:  May  I  make  one  other  comment 
for  the  information  of  the  Council? 

We  sent  the  statement  in  duplicate  and  asked 
the  member,  in  remitting,  to  attach  one  copy  of  that 
with  his  check  and  keep  the  other  copy  for  his 
records. 

While  not  all  members  have  contributed  to  PAC, 
where  they  did  not  contribute,  they  have  obviously 
scratched  out  PAC  on  the  invoice  they  returned 
and  wrote  the  check  for  the  proper  amount,  so  there 
has  been  no  confusion,  apparently,  by  those  who 
did  not  intend  to  make  PAC  contribution. 

I  don't  know,  maybe  it  was  sneaky,  but  the  in- 
voice was  approved  by  the  Executive  Committee 
before  we  sent  it  out  and  by  the  Finance  Com- 
mittee. 

DR.  RHODES:  It's  not  my  intent  or  desire  to 
have  any  part  in  any  sneaky  procedure  and  if  this 
Council  decides  that  it  is  a  sneaky  procedure,  then 
I  would  like  to  see  it  changed. 

DR.  SHAFFNER:  I  am  quoting  the  words  that 
were  given  to  me  by  the  membership,  not  that  I 
said   it   was   sneaky.    They   thought  it  was   sneaky. 

DR.  BEDDINGFIELD:  Mr.  President,  as  a  mem- 
b3r  of  the  Wilson  County  Medical  Society  that  sub- 
mitted this  resolution  and  also  as  a  Councilor,  we 
have  in  our  Society  people  who  are  very  much  in 
favor  of  PAC  operations,  a  few  people  who  are 
luke-warm  and  a  few  who  are  opposed. 

The  vote  in  our  Society  on  this  resolution  was 
unanimous  encompassing  all  three  groups,  even 
those  who  were  very  much  in  favor  of  PAC. 

A  particular  effort  was  made  to  get  this  in  sixty 
days  prior  to  the  meeting  of  the  House  of  Dele- 
gates. The  Wilson  County  Medical  Society  is  very 
anxious  that  the  Council  act  on  this  and  we're 
anxious   that  this  go  to  the   House  of   Delegates. 

We  believe  the  billing  for  PAC  should  be  clearly 
stated,  forthright,  so  that  everyone  knows  what 
they'rec  ontributing.   The   Resolution  says: 

RESOLVED,  that  effective  with  the  central 
billing  of  Medical  Society  dues  in  December,  1966, 
that  solicitation  of  dues  and/or  contributions  for 
AMPAC-MEDPAC  be  included,  if  at  all,  on  a  sep- 
arate sheet  of  paper  from  the  statement  listing 
AMA,  State  Society,  and  local  county  society  dues. 

It  is  further  resolved  that  copies  of  this  resolu- 
tion be  mailed  to  all  county  medical  societies  in 
North  Carolina  and  that  this  resolution  be  presented 
to  the  Executive  Council  with  the  request  that  it  be 
transmitted  to  the  House  of  Delegates  for  considera- 
tion  at  the   May,   1966,   Annual   Session. 

I  move  the  Council  recommend  to  the  House  of 
Delegates  the  adoption  of  this  resolution  by  this 
Council. 

DR.  JOHN  L.  McCAIN:  I  second. 

DR.  W ELTON:   Mr.  President,  I  imagine  a  good 
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many  of  the  Councilors  and  many  of  the  other  men 
here  have  heard  some  complaints. 

It  would  be  unusual — how  many  bills  were  sent 
out? 

MR.    BARXES:    Approximately    3800. 

DR.  \y ELTON:  Regardless  of  what  form  they 
were  printed  in,  we  have  a  few  complaints,  especial- 
ly since  this  is  a  new  form. 

Nevertheless,  this  is  the  point — where  we  can't 
afford  to  injure  our  internal  public  relations,  as 
well  as  our  external  public  relations  and  in  creating 
a  situation  that  would  stimulate  some  criticism  that 
coulil  be  rectified,  I'm  in  favor  of  rectifying  it. 

And.  I  afi-ree  with  the  suggestion  that  the 
AMPAC-MEDPAC  dues  be  put  on  a  separate  slip 
of  pa))er. 

We  need  the  cooperation  of  every  member  of  our 
Society  this  year  and  next  year  and  I  think  this  is 
one  way  we  could  eliminate  a  little  bit  of  criticism. 

PRESIDENT  PASCHAL:  I  would  call  to  your  at- 
tention that  this  does  represent  a  change  in  policy 
if  we  do  it,  because  we  have  collectively  agreed  to 
what  has  been  done  and  the  staff  has  been  authoriz- 
ed to  send  out  the  invoices  as  they  were  sent. 

DR.  KOONCE:  If  the  House  of  Delegates  passes 
it,  after  the  Resolution  Committee  has  approved  it, 
then  it  would  be  a  change  in  policy. 

DR.  BEDDINGFIELD:  We  said  there  would  be 
central  billing.  This  was  the  policy  decision  and 
this  is  the  point,  that  AM.A,  County,  State  dues, 
plus  AMPAC-MEDPAC  contributions  are  totaled 
together.  It  is  misleading  and  that's  the  whole  point 
of  this  resolution  and  I  don't  believe  this  was  voted 
upon. 

I  think,  as  you  say,  the  form  of  this  invoice  may 
have  been  approved  by  the  Executive  Committee, 
and  I  think  this  was  within  their  province,  and  I 
think  this  is  a  criticism  of  that  procedure.  I  think 
it's  a  valid  criticism. 

DR.  PAPER:  I'm  agreement  with  the  resolution, 
but  having  voted  once  for  billing  as  it  did,  I  don't 
see  that  the  Council  has  to  take  any  action  on  this 
resolution  so  that  it's  brought  up  before  the  House 
of  Delegates  or  reconsidered  at  the  time  of  our 
meeting  before  the  meeting  of  the  House  of  Dele- 
gates. 

DR.  BEDDINGFIELD:  The  Wilson  County  Med- 
ical Society  would  like  to  get  this  resolution  before 
the   House  of  Delegates  at  their  next  meeting. 

DR.  KOONCE:  Well,  we  have  it  before  the  House 
of  Delegates  already. 

DR.    BEDDINGFIELD:    On    central    billing? 

MR.  BARNES:  Yes,  it's  before  the  House  of 
Delegates  now. 

DR.  BEDDINGFIELD:  I  move  this  be  received 
as  information. 

And,  I  remove  the  motion  for  approval. 

DR.  McCain :  I'll  accept  that. 

For  clarification,  the  Wilson  County  Medical  So- 
ciety was  wholeheartedly  in  favor  of  this  central 
billing.    They   thought  it   was   a   very   good   service. 


This  is  in  no  way  a  reflection  on  the  central  billing 
service. 

(The  motion  cairied.) 

DR.  P.ASCH.AL:  Now,  we  will  proceed  to  item  six, 
the  prevailing  fee  study  proposal.  This  is  a  report 
by  Dr.  Max  Rogers  who  is  Chairman  of  the  Com- 
mittee on   Blue   Shield. 

I  would  point  out  that  the  Council  has  authorized 
the  proceeding  with  the  implementation  of  this 
study. 

I  would  further  call  your  attention  to  the  fact 
that,  regardless  of  what  action  is  taken  here  today, 
our  decision  about  what  we're  going  to  do  with  the 
prevailing  fee  study  and  the  information  that  comes 
from  it  will  not  be  considered  until  that  phase  is 
complete  and  it's  brought  back  to  the  Council  for 
their    consideration. 

It  might  be  from  a  determination  of  the  study, 
that  the  Council  might  reject  the  thing,  but  right 
now  it's  in  the  process  of  being  worked  on  so  that 
it  will  be  accomplished. 

At  this  time,  we'll  ask  Dr.  Max  Rogers  to  give 
us  a  progress  report. 

DR.  MAX  P.  ROGERS:  Mr.  President,  .sub- 
sequent to  the  September  26th  meeting  of  the  Execu- 
tive Council  that  went  on  record  as  favoring  Blue 
Shield  for  administration  of  Part  "B"  of  HR.89-97 
and  authorized  the  prevailing  fee  survey,  after  joint 
discussion  between  the  Blue  Shield  Committee  and 
Insurance  Industry  Liaison  Committee,  I  can  report 
the  following  developments  of  this  Committee  in 
action. 

On  November  4th,  Blue  Shield  Committee  and  the 
Insurance  Industry  Liaison  Committee  met  together. 

The  final  recommendation  was  that  a  survey 
W'Ould  be  conducted  under  the  aegis  of  the  two 
plans,  two  Blue  Shield  Plans,  the  Blue  Shield  Com- 
mittee and  under  the  jurisdiction  of  the  Executive 
Council  of  the  Medical  Society  of  the  State  of 
North  Carolina,  with  the  proviso  that  the  Execu- 
tive Council  would  have  the  right  to  designate  other 
members  of  the  Society  to  participate  in  the  study 
and  the  results  of  the  study  would  be  made  fully 
available  to  the  Medical  Society  through  the  Blue 
Shield  Committee  at  the  direction  of  the  Executive 
Council. 

Following  this,  the  President  of  the  State  Med- 
ical Society  wrote  a  letter  to  the  Secretary  of 
Health,  Education  and  Welfare  requesting  on  be- 
half of  the  Medical  Society  that  the  two  North 
Carolina  Blue  Shield  Plans  be  made  joint  carrier. 

In  the  December  1965  issue  of  the  North  Carolina 
Medical  Journal  it  contained  an  editorial  summary 
of  the  Committee  and  Council  actions  and  Dr.  Pasch- 
al devoted  a  President's  Page  to  an  explanation  of 
prevailing  fee  concept. 

At  the  present  time.  Hospital  Care  and  Hos- 
pital Saving  Association  have  the  administrative 
task  force  to  implement  the  prevailing  fee  survey. 

An  explanatory  "Handbook  for  Physicians"  is  in 
the  proof  stage  at  the  present  time  and  ready  for 
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printing,  which  can  be  quickly  reproduced  in  any 
number   needed. 

It  is  planned  that  the  handbook  will  have  a  copy 
of  the  fee  schedule  for  the  doctor  to  retain  and 
attached  survey  forms  to  be  returned  to  the  Plans. 

This  Handbook,  I  feel,  is  going  to  try  to  answer 
all  of  the  questions  that  the  individual  physicians 
over  the  State  will  have  with  regard  to  the  purpose 
behind  the  survey,  and  what  can  be  gained  by  the 
prevailing  fee   survey. 

Along  with  this,  we  are  considering  plans  of  ed- 
ucational meaning  to  the  various  physicians  over  the 
State,  so  that  when  this  survey  form  reaches  them 
they  will  know  the  why  and  the  wherefore,  so  that, 
then,  the  reports  can  be  brought  back,  tabulated, 
various  profiles  be  standardized  so  that  then  we 
will  have  a  concrete  set  of  facts  to  be  brought  before 
the  Executive  Council. 

If  the  Blue  Shield  Plans  are  appointed  carrier 
under  Part  "B"  of  the  Medicare  Act,  the  Plans 
will  conduct  a  survey  state-wide. 

If  not,  consideration  will  be  given  then  to  con- 
ducting a  survey  in  various  test  counties. 

National  Blue  Shield  has  confirmation  in  writing 
with  Mr.  Arthur  E.  Hess,  Director,  Health  Insur- 
ance , Social  Security  Administration  ,that  inter- 
mediaries will  not  be  required  to  use  existing  bene- 
fit scales  and  that  prevailing  fee  programs  would 
be  an  acceptable  method  for  determining  the  usual 
and    customary   charges    of    physicians. 

This  is  most  important  because  as  you  read  the 
law,  the  fiscal  intermediary  under  Part  "B"  must 
furnish  to  the  Department  of  Health,  Education 
and  Welfare,  a  schedule  of  prevailing  usual  and 
customary   fees   and   this   must  be   acceptable. 

Now,  the  criteria  for  this  is  where  the  charge  is, 
one,  the  physician's  customary  charge  for  the  serv- 
ice provided;  two,  consistent  with  the  prevailing 
charges  in  the  locality  for  similar  services;  and, 
three,  not  higher  than  the  charges  that  are  ap- 
plicable for  comparable  service  under  comparable 
circumstances  to  the  policy  holders  who  are  sub- 
scribers to  the  intermediary. 

Those  of  you  who  have  read  into  this  law  can  see 
the  diverse  ramifications  and  involvement  in  this 
thing. 

And,  it  is  our  belief  if  we  can  develop  this 
prevailing  fee  concept,  we  then  can  qualify  to  furn- 
ish the  schedule  that  would  be  acceptable  to  HEW, 
because  we  have  that  in  writing  that  the  prevailing 
fee    concept    is    acceptable    to    them. 

Therefore,  the  Blue  Shield  Committee  recom- 
mends that  the  Medical  Society  continues  its  support 
of  Blue  Shield  as  administrative  intermediary  for 
Medicare  Part  "B"  benefits  as  the  organization 
most  responsive  to  the  guidance  at  policy  level  and 
recommend  the  carrying  out  of  the  prevailing  fee 
survey  so  that  the  Blue  Shield  Committee  and  the 
Executive  Council  can  finally  decide  whether  this  is 
a  feasible  way  or  not  of  determining  what  is  reason- 
able and  customary,  and  reasonable  allowances  for 
physician  services. 


As  far  as  the  plan  is  concerned,  the  Council  has 
approved  that  we  conduct  a  survey.  This  requii-es  no 
further  action.  There  is  no  recommendation  here. 

But,  the  plan  of  the  survey,  as  I  mentioned  in 
my  report,  is  the  production  of  a  handbook  which 
is  in  the  proof  stage  now  and  almost  ready  for  print- 
ing; the  handbook  is  an  explanation  of  the  survey. 

The  handbook  will  contain  two  sets  of  proceedings. 

The  physicians  will  be  asked  to,  first  of  all,  state 
his  particular  specialty  and  then  to  fill  in  his  usual 
and  customary  fee  for  that  particular  procedure. 

This  schedule  will  contain  procedures  that  will 
cover  all  specialties  so  that  a  neurosurgeon  will  fill 
out  the  procedures  he  does,  as  well  as  each  individual 
specialty. 

This  also  includes  the  office  visits,  injections, 
etcetera. 

Then  he  retains  a  copy  of  this  survey,  of  what  he 
has  put  down  and  the  other  copy  is  sent  in  to  the 
Blue  Plans. 

This    information,    then,    is    computerized. 

Then,  a  profile  is  developed  for  the  particular 
physician.  This  is  the  way  that  we  determine  the 
prevailing,  or  the  usual,  cutomary  fee  for  a  par- 
ticular area,  a  particular  doctor,  a  particular  pro- 
cedure. 

But,  it  has  been  the  experience  with  the  other 
plans  who  have  put  this  plan  to  useage,  this  answers 
the  question  for  each  specialty  group,  but  as  far  as 
the  technique  of  the  survey  is  concerned,  it  will  be 
a  handbook  that  will  be  sent  to  each  doctor.  He 
writes  down  his  usual  fees.  He  returns  a  copy  to  us 
and  it  is  on  this  that  we  develop  the  prevailing  fee 
for  a  particular  area. 

There  has  been  some  confusion  about  the  business 
of  using  income  levels  in  service  plans. 

This,  of  course,  is  not  true  because  under  the  pre- 
vailing fee  concept,  there  is  no  service  plan,  there  is 
no  income  limit,  and  I  think  this  is  important  to 
bring  out. 

The  survey  will  be  conducted  and  the  results  of 
this  will  be  returned  to  the  Council  and  then  it  will 
be  up  to  the  Council  to  decide  whether  or  not  this  is 
a  marketable  plan  for  Blue   Shield. 

DR.  WELTOX :  I  would  like  to  know  more  speci- 
fically who's  going  to  draw  up  the  wording  of  this 
handbook  and  questionnaire  and  what  bio-statis- 
ticians have  been  consulted  and  so  on. 

I've  had  a  little  experience  with  surveys  myself 
and  this  is  an  extremely  important — 

DR.  ROGERS:  Yes,  sir,  in  answer  to  your  ques- 
tion, the  wording  of  this  has  been  worked  out  by  the 
professional  staffs  of  the  two  Blue  Plans  here  in 
North  Carolina,  under  the  guidance  of  the  Na- 
tional Association  of  Blue  Shield  Plans  and 
utilizing  the  experience  of  the  other  plans  who  have 
conducted  these  surveys,  utilizing  all  of  the  infor- 
mation to  develop  the  correct  wording,  the  right 
wording  and  so  on. 

As  far  as  the  bio-statisticians  are  concerned,  we 
have  these  men  on  the  staffs  of  the  two  Blue 
Plans    who    are    responsible    for    the    computerizing 
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ijf  this  material  and  so  on. 

These  teehinical  details  of  the  statistical  part  of 
it.  of  course,  is  left  up  to  the  statisticians  on  the 
staffs. 

PRESIDENT  PASCHAL:   Thank  you. 

DR.  GARRARD:  I'd  like  to  ask  you,  will  our  Blue 
Shield  Committee  designate  what  areas  of  the  state 
will  be  surveyed. 

I  have  heard  just  recently  that  two  other  states 
were  very  unhappy  with  the  surveys  because  in  one 
state  the  survey  was  limited  to  the  Ford  Company 
and  the  other  to  General  Motors  ,and  it  did  not 
include  a  wide  range  of  areas  and  economies  and 
the  type  of  practice  at  all. 

If  our  committees  exercise  enough  control,  we 
could  get  a  representative  sampling  from  all  over  the 
state.  If  not,  if  we  limit  to  some  big  company  like 
Old  Gold,  they  are  not  representative. 

DR.  ROGERS:  As  discussed  previously,  Dr.  Gar- 
rard, the  ideal  situation  is  if  we  do  not  do  the 
survey  statewide,  the  survey  done  on  a  test  basis, 
will  be  to  consider  like-economic  areas,  like-popula- 
tion areas,  and  so  on,  so  that  we  can  get  a  cross 
section  of  the  urban  and  rural  areas,  that  sort  of 
thing,  and  all  of  this  will  be  put  together. 

So,  we  don't  base  everything  on  one  group  over 
here  and  forget  the  whole  state,  or  that  we  don't 
take  the  eastern  counties  where  there  schedule  fees 
ar  lower  in  comparison,  say,  to  Charlotte,  or  Win- 
ston-Salem. 

Each  individual  area  will  develop  its  own  profile 
of  needs,  so  that  it  will  be  a  true  usual  and  custom- 
ary fee. 

DR.  RAPER:  As  a  matter  of  information,  did  you 
say  your  fee  schedule  must  be  submitted  to  HEW 
and  be  shown  that  it  is  not  above  what  is  usual 
and  customary? 

DR.  ROGERS:  No,  sir,  we  do  not  submit  fee 
schedules  to  HEW.  We  have  to  show  proof  that  the 
fees  that  are  paid  are  reasonable,  usual  and  cus- 
tomary, so  forth,  and  HEW  has  told  us,  or  told 
everyone,  that  a  prevailing  fee  concept  is  acceptable. 

So  if  an  intermediary  has  a  prevailing  fee 
schedule,  then  this  is  acceptable. 

But,  we  do  not  send  those  fees. 

But  as  long  as  we  show  proof  that  we  have  the 
usual  and  customary  charges,  then  billing  can  be 
done  directly  to  the  government. 

PRESIDENT  PASCHAL:  Thank  you,  Dr.  Rog- 
ers. 

Dr.   .Johnson : 

DR.  AMOS  N.  JOHNSON  [AHA  Delegate]  :  Mr. 
President,  I  want  to  say  a  word. 

I  have  some  access  to  experience  and  opinions  of 
those  in  other  states  and  those  in  HEW  and  Wash- 
ington. I  have  helped  in  discussions  with  Wilbur 
Cohen  and  Dr.  Lee,  personally,  in  a  small  group 
about  this  and  I'm  concerned  that  we  are,  perhaps, 
in  the  process  of  rushing  into  something  that  isn't 
at  this  time  essential. 

Mr.  Cohen  and  Dr.  Lee  said  in  the  presence  of  five 
of  us  who  were   meeting  with   them,   from   the  top 


level  of  AMA,  that  it  wasn't  necessary  that  every 
state  establish  and  have  available  to  submit  this 
schedule. 

That  in  the  states  where  this  was  to  be  imple- 
mented by  the  presently  operating  Blue  Cross  and 
Blue  Shield  organizations,  that  this  information  was, 
or  should  be,  already  available. 

That  Hospital  Saving  and  Hospital  Care,  to  be 
specific,  have  already  had  ample  and  sufficient  ex- 
perience to  know  when  charges  are  excessive. 

There  is  the  potential  of  developing  rigid  regional 
fee  schedules  and  handing  it  down  in  writing, 
whether  it  be  with  our  State  Medical  Society  Council, 
or  whether  it  be  later  filed  in  Washington  and  it's 
my  opinion  that  it  will  be  computerized  and  taken 
over  by  Washington. 

And,  in  this  conference,  in  the  business  of  talk- 
ing who  would  be  the  fiscal  intermediaries  in  various 
states  and  who  might  have  this  job,  in  the  wording 
of  some  of  the  answers,  Mr.  Cohen  indicated  that 
perhaps  in  the  not-too-distant  future  Social  Security 
Administration,  perhaps  in  conjunction  with  HEW 
or  alone,  would  take  over  and  be  the  fiscal  inter- 
mediary themselves  in  each  of  our  fifty  states. 

And.  I  asked  the  gentleman  if  he  was  implying 
that  after  the  states  had  gotten  the  kinks  out  and 
the  local  fiscal  intermediaries  had  done  the  hard 
work  and  computerized  all  the  information  .would 
it  be  logical  to  believe  that  Social  Security  Adminis- 
tration would  be  in  the  business  of  taking  it  over  and 
he  said  this  is  a  possibility. 

Now,  in  my  opinion,  we  are  in  the  process,  if  we 
rush  into  this — whether  it  be  at  our  expense  or  at 
Blue  Shield's  expense,  or  whether  it's  going  to  be  at 
the  expense  of  HEW  or  Social  Security — if  we  rush 
into  this,  we  are  in  the  position  of  pushing  our- 
selves into  something  that  I  believe  has  as  much,  if 
not  more,  potential  for  harm  as  it  has  good. 

And,  this  is  something  we  can  always  come  back 
to  in  certain  areas  where  this  proposition  has  been 
worked  out  in  a  different  area,  on  a  different  un- 
derstanding. 

I  think  perhaps  Dr.  Garrard — were  you  referring 
to  Jefferson  County  in  Kentucky? 

DR.  GARRARD:  Yes,  to  Delaware  and  I  think  out 
on  the  West  Coast,  too. 

DR.  JOHNSON:  Well,  in  Jefferson  County  in 
Kentucky,  the  big  plants  there  have  worked  out  a 
system  and  it's  working  out  very  well  with  them. 

Instead  of  setting  up  an  acceptable  usual  and 
customary  fee  schedule,  they've  worked  out  a  system 
whereby  all  fees  that  exceed  90  percent  of  the  fees 
that  are  submitted  are  questioned  and  evaluated. 

The  top  ten  per  cent  fees  are  given  evaluation. 

There,  there  is  no  hard  and  set  rules  of  fees. 
There's  a  measure  of  flexibility. 

And,  I  think  in  this  particular  survey  that  we 
might  set  up  here,  that  we  might  perhaps,  without 
there  being  an  intent  on  the  part  of  any  specialty 
group  to  do  this,  that  we  might  come  up  with  a  set 
of  dual  fees  that  we  would  be  saddled  with. 

I  think  it  best  that  we  give  a  lot  of  thought  to 
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this  and  before  we  cut  a  pattern,  voluntarily,  and 
put  it  over  our  shoulders  that  we  may  have  to  live 
with  for  the  rest  of  our  professional  lives,  that  we 
look  a  little  further  down  the  road  and  not  run 
scared. 

Nobody  in  Washington  has  told  Blue  Cross-Blue 
Shield  or  any  private  company  or  this  Medical  So- 
ciety that  they  have  to  have  and  submit  this  plan 
that  we're  talking  about  here. 

And,  sometimes  in  this  business  of  working  with 
the  government  and  establishing  things  they  would 
love  to  have  us  do  for  their  future  benefit  and  have 
us  hide-bound  by  it,  it  might  be  well  for  us  to  have 
a  little  bit  of  patience. 

We  don't  have  to  have  this  to  submit  it. 

DR.  BEDDINGFIELD:  Mr.  President,  as  I  under- 
stand it,  the  action  of  record  of  this  Council  has  been 
to  authorize  this  study  as  an  information  collection 
to  authorize  this  study  as  an  information  collection 
device,  that  it  not  be  implemented  in  any  way  until 
it  comes  back  to  Council  when  it  is  completed. 

That  is  my  understanding  of  our  policy  action 
to  date. 

Dr.  Rogers'  report  is  simply  a  progress  report  as 
to  how  far  they  have  moved  along. 

I  don't  believe  his  report  indicated  any  change  in 
previously  voted  upon  accepted  policy  of  conducting 
the  survey  as  an  information  collecting  device. 

Point  two:  I  have  a  somevi'hat  different  interpre- 
tation of  the  events  in  Jefferson  County,  KentucKy. 

I  talked  to  some  of  the  same  people  that  Dr. 
Johnson  has  talked  to  and  what  he  says  is  true 
about  the  90  per  cent  level,  but  this  was  arrived  at 
by  a  study  of  prevailing  fees  in  Jefferson  County, 
Kentucky. 

I  talked  in  detail  to  Dr.  Witton  out  there  about 
how  their  study  of  prevailing  fees  went  and,  ac- 
tually, in  a  recent  publication  sent  out  to  physi- 
cians by  National  Blue  Shield,  there  was  an  analy- 
sis of  how  this  study  had  been  made  and  how  it  was 
working  out  in  Jefferson  County,  Kentucky,  and  it 
began  with  the  self-same  study  we're  talking  about 
now. 

Point  three:  This  has  implications,  as  Dr.  John- 
son has  indicated,  over  and  beyond  Section  "B"  of 
Title  XVIII  of  the  Medicare  Act  and  perhaps  to 
our  advantage  rather  than  our  detriment. 

I  refer  to  Title  XIX,  even  now  the  Advisory  Budg- 
et Commission  is  compiling  the  state  budget  for  the 
1967  General  Assembly.  There's  a  very  good  chance 
that  North  Carolina  may  go  into  Title  XIX  an  ex- 
panded version  of  Kerr-Mills.  If  they  go  into  Title 
XIX,  to  secure  additional  federal  funds  for  the  state, 
then  beginning  in  1967,  by  law,  and  we'll  consider 
this  in  another  action  today — the  state  will  have  to 
pay  physicians'  fees  for  all  indigent  and  all  medic- 
ally indigent  in  the  state. 

In  order  that  the  State  Board  of  Public  Welfare 
may  make  budgetary  projections  to  present  in  the 
next  few  weeks  or  months  to  the  Advisory  Budget 
Commission  to  be  included  in  the  budget  to  be  pre- 
sented to  the  1967  General  Assembly,  there  is  going 


to  be  some  data  as  to  frequency  of  various  medical 
services,  units  o  fmedical  services  rendered,  fees  for 
same  and  I  predict  that  this  Society  is  going  to  go 
on  record  as  asking  for  usual,  prevailing  fees  for 
this  group  of  indigent  and  medically  indigent  pa- 
tients. 

We  need,  I  believe,  this  information  in  our  deal- 
ings   with   government   under   these   new   programs. 

We  need,  I  believe,  this  information  in  our  deal- 
ings with  government  under  these  new  programs. 

I  do  not  believe  we  now  have  such  information. 

I  do  not  believe  that  Dr.  Rogers'  report  calls  for 
any  new  action.  I  think  it  should  simply  be  received 
as  information. 

DR.  WELTON:  Mr.  President,  we  have  a  relative 
value  schedule.  It  has  been  approved  by  this  Coun- 
cil, by  the  House  of  Delegates  and  it  should  satis- 
fy any  governmental  agency  in  our  state  or  in 
Washington,  for  that  matter. 

DR.  ROGERS:  As  this  Council  knows,  whenever 
the  Blue  Plans  of  North  Carolina  get  ready  to  mar- 
ket a  new  contract,  it  must  be  done  with  the  ap- 
proval of  this  Council. 

PRESIDENT  PASCHAL:  I  would  point  out  that 
if  this  survey  is  completed  this  will  be  privileged 
information  and  will  be  information  that  will  be 
brought  back  to  the  Council  for  the  Council's  fur- 
ther consideration  and  for  their  action. 

If  they  decide  to  reject  it  at  that  time,  why,  they 
will  have  the  opportunity. 

DR.  JOHN  GLASSON   [Councilor,  6th  District]  : 

I'd  like  to  ask  Dr.  Rogers  a  question. 

Do  all  physicians  get  the  same  lists  of  pro- 
cedures, or  are  there  different  lists  to  different 
physicians,  according  to  the  specialty  of  the  prac- 
tice? 

DR.  ROGERS:  There  will  be  one  book,  one  survey, 
which  lists  everything  and  then  you  will  fill  out  the 
part  that  you  are  involved  with  and  this  way  we 
only  have  one  printing,  one  mailing  and  it  will  cover 
all  specialties. 

I  think  the  advantage  is  this:  Supposing  this  is 
received  by  general  practictioners  and  by  their 
hospital  they  are  allowed  to  do  a  D&C  or  tonsil- 
lectomy. 

Now,  if  we  did  not  send  that  man  any  surgical 
schedules  then  he  would  lose  that. 

DR.  KOONCE:  Now,  we  have  only  one  choice; 
to  rescind  that  action  which  I'm  violently  opposed 
to,  or  accept  this  as  information,  and  I  so  move. 

PRESIDENT  PASCHAL:  It  is  moved  that  we 
accept  this  as  information. 

DR.  Tr.  OTIS  DUCK  [1st  Vice-President]:  Sec- 
onded. 

PRESIDENT  PASCHAL:  Is  there  discussion? 
(Mr.   Barnes  read  two  communications  from  Ca- 
tawba County.) 

(The  motion  was  voted  on.  Dr.  Jones  and  Dr. 
Welton  opposed  the  motion.  The  motion  carried.) 

DR.  PASCHAL:  What  do  you  want  to  do  about 
the  recommendation  to  the  Executive  Council  from 
Catawba   County  Medical   Society  submitted  by  Dr. 
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MacLauchlin.    which    was    read    just    now    by    Mi\ 
Barnes? 

Essentially,   this  asks  us  to: 

That  the  Society  take  immediate  steps  to  abro- 
gate and  rescind  all  existing  agreements  with 
reference  to  negotiated  professional  charges 
and  further  that  the  Society  withdraw  its  en- 
dorsement of  all  service  plans  of  insurance. 
DR.  BEDDINGFIELD:  Mr.  President,  there  are 
two  parts  to  this  communication,  it  seems  to  me. 

The  first  is  related  to  an  action  that  Dr.  Frank 
Jones  is  going  to  bring  up  on  the  existing  posture 
of  the  Society  regarding  fees  for  welfare  patients. 
I  believe  you  appointed  him  as  Chairman  of  the 
Committee  to  report  to  this  Council  and  he  has 
a  report  ready  that  will  take  care  of  and  is  in  sym- 
pathy with  the  first  part  of  that  communication. 

And,  I  would  suggest  that  the  first  part  of  that 
communication  be  deferred  until  Dr.  Jones  makes 
his  report  and  then  it  can  be  considered  together 
and  save  time. 

The  second  part  about  rescinding  all  existing  ser- 
vice contracts  will  not  be  a  part  of  Dr.  Jones' 
Committee  report  and  I  think  that  should  be  con- 
sidered separately  by  the  Council. 

PRESIDENT  PASCHAL:  Let's  defer  action  on 
both  for  the  time  being  and  let's  proceed  with  the 
next  item  on  the  agenda  which  takes  us  to  Dr. 
Jones"  report,  item  seven. 

Item  seven,  consideration  of  ^ndorsing  com- 
mercial insurance  companies  to  HEW  as  inter- 
mediaries to  administer  benefits  under  1965  Social 
Security  Amendments;  item  (a)  consider  the  formal 
resolution  of  Committee  on  Insurance  Industry;  Dr. 
Frank  Jones  to  present  this. 

DR.  JONES:  In  accordance  with  protocol,  I  will 
yield  to  the  Commissioner  of  the  pai-ticular  Com- 
mission to  which  my  particular  committee  is  assign- 
ed, Dr.  Welton. 

DR.  WELTON:  Mr.  President,  I  attended  the  last 
meeting  of  the  Insurance  Industry  Liaison  Commit- 
tee and  they  have  asked  that  this  communication 
be  presented  to  the  Council. 

RESOLVED,  that  the  Councilor,  through  proper 
channels,     submit     to     the     Council     the     following 
statement. 

This   Committee   of  the   Medical   Society  of   the 
State  of  North  Carolina  does  recommend  by  unani- 
mous  vote    that   the    Medical    Society   of   the    State 
of     North     Carolina     give     consideration     and     en- 
dorsement to  reputable  commercial  insurance  com- 
panies   who    indicate    a    desire    to    function    as    a 
carrier  under  Part  "B",  Title  XVIII,  Public  Law 
89-97    equal    to    that    endorsement    already    given 
by  the  Executive  Council  to  the  two  Blue  Shield 
organizations  in  North  Carolina. 

The  Committee  further  recommends  that  the 
proper  officials  of  the  Department  of  Health,  Edu- 
cation and  Welfare  be  notified  of  the  equal  en- 
dorsement as  soon  as  possible. 

I  have  some  similar  requests  from  three  County 
Medical    Societies,    Mr.    President. 


One  is  from  Cabarrus  County  Medical  Society: 

The  Cabarrus  County  Medical  Society  respect- 
fully recommends  to  the  President  and  the  Exe- 
cutive Council  of  the  Medical  Society  of  the  State 
of  North  Carolina  that  endorsement  of  ethical 
commercial  insurance  companies'  applications  to 
the  Department  of  Health,  Education  and  Welfare 
as  fiscal  intermediates  under  the  "Medicare  Act" 
be  given  as  full  and  equal  consideration  as  has 
been  given  the  Blue  Cross-Blue  Shield  organiza- 
tion's   applications. 

Signed  by  John   R  ..Ashe,  Jr.,  M.D.,  President. 
The  next  is  from  the  Mecklenburg  County  Medical 
Society  stating: 

The  Cabinet  of  the  Mecklenburg  County  Medical 
Society  wishes  to  express  its  desire  in  the  selection 
of  a  carrier  for  "Section  B"  of  the  present  Medi- 
care statute.  Our  primary  interest  is  to  secure  a 
carrier  that  will  not  in  any  way  interfere  with 
the    present    physician-patient    relationship. 

The  Cabinet  of  this  society  wishes  to  recom- 
mend that  due  consideration  be  given  to  qualified 
commercial  insurance  company  applicants  as  well 
as  to  the  Blue  Shield  organizations. 

Signed  by  John  Woltz,  M.D.,  President. 
And,  the  next  is  from  Andrew  J.  Dickerson,  Chair- 
man of  the  Insurance  Committee  of  the  North  Caro- 
lina Chapter  of  the  .American  College  of  Surgeons, 
stating: 

Dr.  Alexander  Webb,  President,  the  Council,  and 
Committee  Chairmen  of  the  N.  C.  Chapter  of  the 
American  College  of  Surgeons  met  on  January  9, 
19G6.  There  was  much  discussion  about  the  im- 
pending Medicare  Program. 
The  conclusions  included: 

1.  Need  for  fee  differential  to  compensate  a  board 
certified  man  or  A.  C.  S.  man  for  his  additional 
training. 

2.  More   realistic  fee   schedules. 

3.  The  difficulty  individual  doctors  encounter  with 
liaison  with  the  now  powerful  Blue  Cross-Blue  Shield 
oragnization. 

By  unanimous  vote,  the  Council  of  our  State  Chan- 
ter of  the  American  College  of  Surgeons  is  re- 
questing that  the  commercial  health  insurance  indus- 
try be  utilized  as  much  as  possible  in  the  impending 
Medicare  negotiation. 

PRESIDENT  PASCHAL:  All  right,  Dr.  Wel- 
ton. 

We  have  another  communication  from  Haywood 
County  Medical  Society  which  might  well  be  read 
at  this  time. 

DR.  PAPER:  The  Haywood  County  Medical  So- 
ciety will  oppose  and  object  to  the  use  of  Blue 
Shield  as  fiscal  agent  to  handle  Part  "B"  of  the 
Medicare  program.  Some  of  our  reasons  are  as  fol- 
lows. 

1.  We  do  not  want  to  endorse  a  monopoly. 

2.  We  feel  that  the  Blue  Cross-Blue  Shield  organi- 
zations have  gotten  out  of  control.  Instead  of  re- 
maining "a  doctors  sponsored  program",  they  have 
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become  a  large  bureaucracy.  It  seems  that  the  con- 
trol has  shifted  and  this  group,  having  grown  more 
powerful,  can  ignore  the  needs  and  wishes  of  the 
medical  profession. 

3.  Preservation  of  a  competitive  free  enterprise 
system  is  one  of  our  basic  principles. 

4.  Although  the  State  Society  has  representation 
on  the  Blue  Cross-Blue  Shield  organization,  this 
seems  to  be  on  paper  only.  For  instance,  with  an  un- 
usual or  difficult  case,  we  can  write  a  commercial 
insurance  company  and  obtain  either  a  reasonable 
answer  or  sometimes  a  fee  adjustment.  About  all 
we  receive  from  Blue  Shield  is  a  form  letter  from  a 
clerk. 

5.  The  Blue  Shield  fee  schedules  frequently  are 
unrealistic,  outdated  and  inflexible. 

6.  By  giving  the  Blue  Shield  a  monopoly,  a  mor- 
tal blow  will  be  dealt  to  the  health  insurance  indus- 
try in  our  state  and  wall  hasten  more  complete  so- 
cialization of  medicine. 

PRESIDENT  PASCHAL:   Thank  you. 
DR.  JONES:  I  would  like  to  read  into  the  record 
one  point.. 

This  is  the  report  of  the  Reference  Committee  of 
the  AMA  in  Philadelphia  which  I'm  sure  you're  all 
very  familiar   with   here;    the   following  was   noted 
in  the  extract  of  the  records  and  it  is  as  follows: 
The   concept  of  the  prevailing  fee   program   in 
the    National    Association    of    Blue    Shield    Plans 
should  be  noted  as  one  of  the  methods  of  compen- 
sation   in    those    regions    where   a    prevailing   fee 
program   is    approved   by   local   state   medical   so- 
cieties. 

It  is  important  to  note  the  fact  that  when  re- 
port "J"  used  the  word  "trustees",  it  more  specific- 
ally reiterated  the  policy  established  by  the  House 
of  Delegates  in  June  1965  that  "reimbursement 
for  the  services  of  physicians  participating  in  gov- 
ernment supported  programs  should  be  on  the 
basis  of  usual  and  customary  fees". 
Continuing  the  quotation  from  the  report: 

Report  "G"  of  the  Council  on  Medical  Service 
be  received  for  information,  with  the  exception 
that  the  word  "recognized"  be  substituted  for  the 
word  'approved"  as  according  to  the  prevailing- 
fee  concept  of  the  American  Medical  Association. 
The  end  of  quotation. 

The  only  reason  that  they  ran  into  it  is  to  point 
out  that  this  is  the  posture  of  the  AMA  .It  says  it's 
neither  for  it  nor  against. 

It  gives  the  words  "usual  and  customary"  rather 
than  any  other  wording. 

I  believe,  Mr.  President,  it  was  the  intent  of  the 
chair  to  grant  to  some  industry  member,  represent- 
ing the  industry,  an  opportunity  to  make  a  request 
in  this  area. 

PRESIDENT  PASCHAL:  Thank  you,  Dr.  Jones. 
We  do  want  to  hear  from  Mr.  Jones,  but  before 
we  do  that,  I  would  like  to  ask  Mr.  Barnes  to  read 
a  letter  that  was  directed  to  David  Koppelman  of 
the  Social  Security  Administration,  Bureau  of 
Health   Insurance  in  Baltimore  and  this  was  writ- 


ten   after    some    consultation    with    Mr.    Jones    and 
others. 

But,  after  this  is  read,  we'll  ask  Mr.  Jones  to 
give  what  remarks  he  cares  to  make. 
Mr.  Barnes  will  you  read  that? 
MR.  BARNES:  I  might  comment.  Dr.  Paschal, 
this  letter  was  written  after  a  meeting  of  the  Exe- 
cutive Committee  which  you  had  advised  on  this  par- 
ticular letter. 

Dear  Mr.  Koppelman: 

Reference  is  hereby  made  to  applicants  emanat- 
ing from  North  Carolina  for  your  agency  selection 
of  fiscal  intermediaries  to  administer  benefits  ac- 
cruing to  beneficiaries  under  Part  "B",  Title  I — 
and  it  can  be  referred  to  as  Title  I  or  Title  XVIII 
— of  the  1965  Social  Security  Amendments.  It  is 
our  understanding  that  such  applications  for  selec- 
tion by  your  agency  may  have  supporting  recom- 
mendations among  which  would  be  a  recommenda- 
tion from   the   State   Medical   Society. 

You  should  be  aware  that  on  October  4,  1965  a 
recommendation  authorized  by  the  Executive  Coun- 
cil of  the  Medical  Society  of  the  State  of  North 
Carolina  specifically  favoring  the  selection  of  the 
two  Blue  Shield  Plans  and  added  to  it  Hospital 
Savings  of  Chapel  Hill  and  Hospital  Care  of  Dur- 
ham statewide  administrative  proposal,  was  con- 
tained in  a  letter  to  the  Honorable  John  W.  Gard- 
ner, Secretary  of  HEW.  This  contained  recom- 
mendation has  been  duly  acknowledged  by  the  Sec- 
retary although  we  are  not  aware  of  any  election 
taken  on  the  Blue  Shield  application. 
It  has  recently  come  to  our  attention  that  repre- 
sentatives from  some  commercial  insurance  com- 
panies perhaps  representing  the  industry  within 
the  State  of  North  Carolina,  have  developed  an 
interest  in  being  selected  as  the  designated  car- 
riers in  and  for  the  state  and  have  separately  filed 
applications  for  certain  companies  operating  there- 
in. So,  while  the  action  of  the  Executive  Council 
conveyed  to  Secretary  Gardner  under  date  of  Oc- 
tober 4,  1965  is  still  valid  and  is  of  record,  the 
matter  of  multiple  applications  for  industrial  in- 
surance companies  will  be  considered  in  respect 
to  possible  additional  recommendations  in  support 
of  these  applications  when  the  Executive  Coun- 
cil of  the  State  Society  meets  on  January  30th, 
1966. 

This  letter,  therefore,  is  directed  to  you  as  in- 
formation   and   with   no   purport  to   impede   your 
consideration   of   applications   now   befoi'e   you   in 
adequate  from  for  selection  as  carrier  intermediaries 
for  Part  "B"    of  Title  I  of  the  Act. 

We  shall  promptly  undertake  to  convey  to  you 
any  additional  recommendation  which  may  develop 
as  a  result  of  the  Executive  Council's  considera- 
tion of  January  30,  1966. 

Sincerely  yours,  George  W.  Paschal. 
PRESIDENT  PASCHAL:  Thank  you,  Mr.  Barnes. 
I  thought  that  this  would  be  submitted  as  infor- 
mation. 

Mr.  Jones,  we  would  be  happy  to  have  you  come 
up  and  say  what  you  like. 
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MR.  R.  J.  JOXES  [Pilot  Life  Insurance  Com- 
pany] : 

Dr.  PaEclial,  the  Health  Insurance  Council  is  very 
appreciative  of  this  oppoitunity  to  make  this  state- 
ment. 

As  has  already  been  indicated,  two  of  our  asso- 
ciates, were  supposed  to  be  here  \\ith  me — Mr. 
Harding,  who  is  staff  representative  of  the  Health 
Insurance  Council  called  me  last  night  and  he  and 
Dr.  Thomas  Alphin  of  Equitable  Life  went  to  La 
Guardia  Airport  and  found  that  planes  to  North 
Carolina  were  not  going  out. 

What  I  have  to  say  is  what  Mr.  Harding  would 
have  said.  This  is  on  behalf  of  the  Health  Insurance 
Council. 

As  you  probably  know,  the  Health  Insurance 
Council  is  an  association  of  eight  insurance  federa- 
tions. The  companies  represented  by  the  association 
account  for  more  than  90  per  cent  of  the  health 
insurance  issued  by  insurance  companies. 

I  am  confident  that  all  present  are  aware  that  the 
insurancfi  industry  was  not  among  those  advocating 
the  passage  of  the  supplementary  medical  insur- 
ance plan,   Medicare. 

Our  position  was,  I  assure  you,  not  because  of  our 
selfish  desires,  but  rather  because  of  a  sincere  con- 
viction that  such  an  all-encompassing  law  was  not 
in  the  best  interests  of  the  American  public  in  gen- 
eral and  that  government  should  concern  itself  only 
with   social   welfare   of   the   truly   indigent   citizens. 

Medicare,  notwithstanding  its  opposition,  is  here 
and  now. 

In  this  circumstance,  the  insurance  industry  has 
again  put  itself  into  the  Medicare  picture  as  one  of 
the  prominent  proponents  of  the  voluntary  health 
system  and  of  its  perpetuation. 

And,  further  outlining  the  historical  and  on-going 
philosophers,  may  I  ask  you  to  keep  in  mind  the  one 
basic  tenet  that  supplementary  medical  legislation  to 
the  present  law  must  not  be  allowed. 

Medicare  must  be  contained  to  its  present  scope. 
This  will  require  concentrated  effort  by  all  segments 
of  the  voluntary  health  system. 

Even  before  the  ink  was  dry  on  the  Health  In- 
surance for  the  Aged  Act,  amendments  for  expan- 
sion were  given  to  the  Congress. 

This  is  the  history  of  welfare  legislation  and  the 
proposed  amendments  which  will  follow  will  be 
myriad. 

In  the  face  of  such  powerful  adversaries,  where 
lies  our  strength? 

It  lies  in  our  ability  as  physicians  and  as  provid- 
ers of  health  care  benefits  to  provide  care  and 
reimbursement  for  care  which  does  not  leave  room 
for  further  government  encroachment. 

Medicare  cannot,  in  many  ways,  help  but  set  a 
standard  to  which  we  must  address  ourselves  now 
and  in  the  years  to  come. 

As  you  probably  are  aware,  the  qualification  cri- 
teria for  prospective  fiscal  intermediaries  for  the 
hospital    insurance    program    and    the    qualification 


criteria  for  prospective  carriers  for  the  supplemen- 
tary medical  insurance  program  have  been  pub- 
lished by  the  Department  of  Health,  Education  and 
Welfare. 

Part  "B"  of  Medicare  contains  eight  criteira, 
which  must  be  met  and  of  these  eight,  seven  leave  no 
room  for  question  or  emotion. 

Number  five,  the  one  remaining  criterion  requires 
close  examination  by  all  parties  concerned. 
Number  five  reads  as  follows: 

An  intermediary  must  have  a  wide  range  of 
on-going  professional  relationships  in  the  field 
of  medical  and  health  care  throughout  the  area  in 
which  it  would  administer  a  supplementary  med- 
ical insurance  program. 

There  can  be  little  question  that  in  North  Caro- 
lina such  an  on-going  professional  relationship  exists 
between  insurance  companies  and  the  medical  care 
segment. 

Of  a  population  of  4,838,000 — this  was  in  1964 — 
close  to  2,289.000  are  covered  by  surgical  coverage 
1,029,000  have  regular  medical  benefits;  672,000  are 
covered  by  major  medical  benefits  and  2,39.5,000  by 
hospital  benefits. 

These  figures  amount  to  a  net  total  of  persons 
protected  and  eliminate  duplication  among  persons 
protected  by  more  than  one  kind  of  insuring  organi- 
zation, or  more  than  one  insurance  company  policy 
providing  the  same  type  of  coverage. 

With  the  fact  that  the  criteria  for  qualification 
as  a  carrier  established,  it  then  becomes  the  basic 
philosophy  and  principles  of  the  factors  that  medi- 
cine must  consider  carefully  if  it's  to  choose  to  make 
a  recommendation  regarding  a  carrier  to  HEW. 

Here,  let  me  point  out  that  HEW  has  not  com- 
mitted itself  to  what,  if  any,  regard  be  given  to 
the  recommendation  by  a  State  or  a  local  medical 
society. 

The  first  basic  phisolosphy  which  must  have  con- 
sideration is  that  of  the  method  by  which  the  phy- 
sician is  reimbursed  for  his  services  by  a  third 
party. 

The  insurance  industry  has  long  held  that  it,  in 
itself,  has  no  right  to  interfere  in  the  establishment 
between  the  doctor  and  the  patient  of  the  amount 
charged  for  service. 

It  has,  in  fact,  in  its  major  medical  coverages 
historically  accepted  for  reimbursement  usual  and 
customary  fees  for  reasonable  and  necessary  ser- 
vices. 

At  the  AMA  Clinical  Session  in  Philadelphia  in 
November  at  which  time  the  House  of  Delegates 
noted  the  prevailing  fee  concept,  the  House  hastened 
to  reiterate  and  reaffirm  the  usual  and  customary 
concept  in  the  following  resolution. 

RESOLVED,  that  the  House  of  Delegates  of  the 
American  Medical  Association,  meeting  in  Phila- 
delphia, once  again. 

1.  Reaffirm  its  support  of  the  usual  and  cus- 
tomary fee  concept  as  a  basis  for  reimbursing 
physicians   participants   in   government   programs 
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at  all  levels  of  government,  and, 

2.    Urge    that   the   individual   physician's    usual 

and    customary    fees    be    agreed    to    by    all    third 

parties. 

As  is  obvious  in  such  an  open-end  concept  as  usual 
and  customary,  a  method  had  to  be  created  to  edu- 
cate the  small  segment  of  medicine  which  might 
assume  usual  and  customary  to  be  a  concept  which 
would  allow  inflation  of  prices  for  services. 

As  an  answer  to  this  need,  medical  societies  at 
the  local,  state  and  regional  levels,  with  technical 
assistance  from  the  Health  Insuarnce  Council 
through  its  state  committees,  established  the  Med- 
ical Society  Review  Committee. 

It  is  the  primary  purpose  of  such  committees  to 
provide  impartial,  professional  advice  with  respect 
to  fees  charged  by  physicians  which  appear  to  vary 
from  usual  and  customary. 

Problems  involving  procedures  rendered  by  physi- 
cians and  other  matters  pertaining  to  the  medical 
profession,  or  insurance,  were  also  included  in  the 
considerations  of  a  number  of  committees,  although 
experiences  to  date  indicate  there  has  been  too  few 
such  cases  considered  to  make  possible  a  measure  of 
the  value  of  the  committees  in  those  areas. 

With  respect  to  fees  charged  which  have  been 
questioned  by  insurers,  physicians  of  organized  re- 
view committees  where  they  have  been  concerned 
with  this  matter  only  have  recommended  a  solution 
regarding  insurance  payment  under  the  particular 
circumstances  of  the  policy  and  case,  and  have  not 
attempted  to  alter  or  establish  a  physicians  fee. 

Physician  members  of  review  committees  feel  that 
the  fee  agreed  upon  by  the  doctor  and  patient  is  a 
matter  which  should  remain  within  that  relationship. 

As  of  this  date,  the  34  review  committees  in- 
cluded in  a  March  1965  Health  Insurance  Council 
Report  on  Medical  Society  Review  Committees  in 
the  United  States,  do  not  have  judicial  or  punitive 
powers  and  in  no  way  do  they  function  as  griev- 
ance committees. 

They  serve  as  fact-finding,  advisory  and  educa- 
tional media  through  which  insurers,  physicians  and 
patients  can  communicate. 

The  March,  1965,  study  showed  that  on  the  basis 
of  one  million  claims  paid  under  usual  and  customary 
policy  language — this  is  in  the  major  medical  con- 
tracts— from  July  1963  to  June  1964,  payment  was 
made  on  the  basis  of  the  original  fee  on  99.6  per 
cent  of  all  cases. 

Why  have  I  so  strongly  emphasized  usual  and 
customary  fees  and  Medical  Society  Review  Com- 
mittees? 

Because  its  success  has  proven  that  medical  care 
can  be  reimbursed  on  a  basis  which  allows  the 
physician  freedom  of  pricing  and  through  review 
committees  physicians  can  be  depended  upon  to 
educate  whatever  small  segment  within  their  ranks 
may  escalate  fees  and  to  the  working  satisfaction  of 
insurers. 

Also,   it   is   stressed,   the   insurance   industry   has 


long  recognized  that  multiple  pricing  practices  for 
medical  care  serve  the  public  badly  and  should  be 
eliminated,  not  through  legislation,  but  through 
recognition  and  action  by  those  who  as  third  parties 
pay  the  cost  of  care  and  through  those  primarily  in- 
volved, the  providers  of  care. 

The  matter  of  Hospital  Utilization  Review  is  one 
which  I'm  sure  all  doctors  are  aware  that  they  must 
take  the  initiative  and   secure   other  procedure. 

The  health  insurance  industry's  role  in  health 
insurance  has  been  and  will  continue  to  be  one  of 
support. 

The  latest  report  on  this  subject  is  that  of  the 
Nassau  County  Medical  Society  in  New  York. 

I  have  a  copy  of  the  report  made  by  the  doctors  of 
Nassau  County  with  the  technical  assistance  of  the 
insurance   industry   committee   through   the   Council. 

Now,  the  experience  gained  from  our  involvements 
is  available  for  the  guidance  of  those  who  will  be 
involved  with  this  activity  and  whose  desire  is  to 
control  the  statutory  demands  rather  than  have  the 
statute  control  them. 

I  will  avoid  detailed  comment  on  Utilization  Re- 
view and  will  say  further  that  the  industry  stand 
is  one  of  support  for  the  doctor  in  his  role  in  Utili- 
zation Review  and  in  natural  sequence,  support  of 
medicine  which  has  so  substantially  met  the  medical 
care  needs  of  the  American  public. 

To  summate,  let  me  say  it  is  the  conviction  of  the 
insurance  industry  that  in  order  for  Utilization  Re- 
view Committees  to  be  effective,  their  purpose  must 
be  carried  out  on  the  initiative,  direction  and  guid- 
ance of  doctors. 

The  insurance  industry  has,  can  and  will  con- 
tribute to  effectiveness  through  its  vast  technical 
resources,  where  this  assistance  is  requested,  to  help 
chart  and  operate  a  pattern  which  will  efficiently 
meet  the  requirements  of  this  function. 

There  has  been  and  presumably  will  continue  to 
be  deep  concern  with  the  quality  of  care  with  the 
advent  of  the  Medicare  legislation. 

This  concern  is  most  apropos  as  one  reflects  on 
the  effects  of  socialized  medicine  in  Europe  and  the 
quality  of  care. 

In  Europe,  however,  private  industry  is  given  no 
role  as  it  has  been  in  Medicare  and  there  was  no 
great  health  insurance  industry  to  exert  its  influence 
in  support  of  voluntary  medicine,  nor  to  provide 
a  history  of  noninterference  in  the  provision  and 
pricing  of  care. 

Has  anyone  ever  said  to  doctors,  "Look,  gentle- 
men, do  you  know  that  the  insurance  industry  paid 
benefits,  both  for  surgical  and  medical  expense,  in 
1964  which  total  $1,320,000,000  to  about  90  million 
people  and  this  with  no  involvement  by  the  insurer 
in  care,  extent  or  quality  or  in  the  fee  established 
between  the  patient  and  doctor?  And,  most  point- 
edly, no  demand  upon  the  doctor  that  a  predeter- 
mined fee  must  be  accepted  by  him." 

If  this  sort  of  health  care  financing  has  grown  to 
this   proportion  with   non-interference  in  the   grow- 
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ing  market,  why  should  it  be  at  all  suspect  in  a 
static  area  where  it  will  serve  as  a  vital  link  to 
private  enterprise  in  perpetuation  of  the  voluntary 
medical  system. 

[  Remarks  made  off  the  record.  I 
Dr.  Alphin  was  to  be  here — he  and  I  were  merely 
to  act  as  resource  people  to  answer  questions — Dr. 
Alphin's  company,  Equitable  Life,  has  filed  a  pro- 
posal for  a  carrier  under  Part  "B"  under  HEW 
and  my  own  company,  Pilot  Life,  and  there  are  cer- 
tainly others — I'm  not  familiar  with  how  many. 

I've  been  told  in  the  aggregate  there  are  some  90 
companies. 

DR.  BENTON:  Has  Aetna  filed  too? 
MR.  .JONES:  Yes. 

I  had  a  discussion  with  an  HEW  gentleman  and 
he  confirmed  the  same  thing  that  Dr.  Johnson  has 
commented  on,  that  while  a  prevailing  fee  arrange- 
ment would  be  acceptable,  it  was  not  necessary  and 
their  choice  of  an  insurance  carrier  would  rely  com- 
pletelyo  n  the  carrier  if  they  chose  to  implement 
the  program  on  the  usual  and  customary  basis. 
Thank  you. 

PRESIDENT  PASCHAL:  Thank  you,  very  much, 
Mr.  Jones.  We're  grateful  for  this  informative 
statement. 

I  can  assure  you,  I  think,  that  the  action  taken 
by  the  Council  earlier  was  in  no  way  discriminatory 
to  the  commercial  insurance  companies. 

Gentlemen,  you've  heard  this  discussion  of  Mr. 
Jones. 

Do  you  have  further  remarks,  Dr.  Jones? 
DR.  .JONES:  I  don't  think  so.  Dr.  Paschal,  ex- 
cept to  say  there  is  considerable  thinking  among  the 
file,  as  well  as  the  Medical  Society,  that  many  of 
them  would  like  to  see  this  left  wide  open  as  far 
as  the  choice  by  HEW  as  to  the  fiscal  intermediary, 
or  being  the  carrier  which  I  think  is  a  better  term. 
Further  than  that,  unless  there  are  some  ques- 
tions you  want  to  put  to  Mr.  Jones — there  may  be 
several  states  going  on  record  as  endorsement  that 
might  be  of  interest  to  the  Council. 

DR.  BEDDINGFIELD:  This  Council,  several 
months  ago,  e.idorsed  Blue  Shield  and  the  Chairman 
of  the  Insurance  Industry  Liaison  Committee,  Dr. 
Jones,  spoke  in  support  of  Blue  Shield  being  named 
fiscal  intermediary  under  Part  "B." 

Now,  we  are  asked  today,  I  suppose,  to  either  re- 
scind or  endorse  our  previous  endorsement. 

In  our  judgment,  we  cannot  hope  to  achieve  un- 
animity of  opinon  amongst  the  members;  witness, 
the  communications  that  have  been  read. 

However,  we  either  have  to  bacilate,  endorse  mul- 
tiple friends,  dilute  our  efforts,  or  to  stand  fast 
on  our  previous  action  that  was  taken  by  the  pub- 
lished  deadline. 

DR.  .JONES:  It's  my  understanding,  and  I  am 
subject  to  correction,  that  the  reason  that  no  other 
people  came  forward  at  that  time  was  that  the 
criteria  had  not  been  published  for  the  intermediaries 
and  that  this  was  the  only  application  that  was  avail- 


able to  this   Society   asking   for  endorsement. 

Subsequent  to  that,  the  criteria  did  come  out  and 
this  is  the  first  opportunity  that  the  industry  has 
had  to  ask  the  Society  for  any  endorsement  since 
this  is  the  first  meeting  held  since  that  time. 

PRESIDENT  PASCHAL:  Thank  you.  Dr.  Jones. 
We  have  had  several  communications  from  the 
insurance  companies,  and  Mr.  Jones  included,  and 
we  deferred  action  until  this  time  because  we  thought 
that  this  would  be  the  more  appropriate  time  to  do 
this  since  the  Council  had  taken  previous  action. 

As  I  pointed  out  earlier,  the  action  that  was  taken 
was  not  in  any  way  discriminatory. 

We  didn't  have  the  opportunity  of  much  choice 
and  the  commercial  companies  were  not  brought  into 
the  picture  to  any  degree  at  that  time. 

My  letter  to  Mr.  Koppelman  in  Baltimore  did  not 
close  the  door  to  the  commercial  insurance  companies. 
It  informed  them  of  the  action  we  had  taken  and 
it  did  say  we  would  bring  it  to  the  attention  of  the 
Council  at  this  time. 

Now,  this  was  in  response  to  letters  from  Aetna, 
Equitable  and  Pilot  Life  and  from  representatives  of 
the  Health  Insurance  Council. 

MR.  .JONES:  We  did  not  receive  the  criteria  until, 
in  my  own  office,  November  22nd. 

We  filed  the  required  filing  by  December  1.5th  and 
my  own  company  filed  its  on  December  10th. 

We  were  interested  in  this  thing  from  the  very 
date  legislation  became  effective  in  July,  so  we  had 
to  wait  until  we  got  some  guidelines  from  Wash- 
ceed,  or  what  we  did. 

ington  to  determine  whether  or  not  we  would  pro- 
PRESIDENT  PASCHAL:  Thank  you. 
I  think  we  have  to  make  a  decision  as  to  whether 
or  not  we  want  to  do  anything  about  it,  or  whether 
we  want  to  maintain  our  previously  stated  position, 
or  whether  we  want  to  make  additional  endorse- 
ments. 

DR.  BENTON:   I  have  a  question. 
Under   the  law,   can   we   have   multiple   intermed- 
iaries? 

PRESIDENT  PASCHAL:  It's  my  understanding 
that  they  cannot. 

DR.  WILLIAMS:  You're  saying  in  one  state? 
PRESIDENT  PASCHAL:  In  one  region,  or  state. 
1  think  they  refer  to  it  as  a  region. 

I  think  possibly  in  some  states  they  can  have  one 
section  of  the  state  under  one  and  another  section 
under  another.  It's  my  understanding  of  the  law. 

DR.  McCAIN:  One  of  the  reasons  I've  been  in 
favor  of  the  Blues,  is  that  physicians  are  involved 
in    the   governing   boards. 

I'm  just  wondering  if  any  consideration  has  been 
given  to  that,  with  these  other  independent  com- 
panies. 

DR.  McCAIN:  I  wonder  if  they  could  make  some 
provision  for  this  in  their  proposal  to  us,  that  we 
could  give  consideration  to,  or  perhaps  they  would 
like  to  speak  to  that. 

PRESIDENT  PASCHAL:   Mr.  Jones,  would  you 
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care  to  remark  on  that? 

MR.  JONES:  I  would  like  to  say,  Dr.  Paschal, 
that  to  the  comments  just  made,  it  was  pointed  out 
the  usual  and  customary  concept  had  been  accepted 
with  no  problems,  particularly,  and  99.6  per  cent  of 
one  million  claims  have  been  approved. 

We  feel  that  this  provision  of  usual  and  customary 
concept  could  very  appropriately  go  along  and  be 
handled  in  the  manner  which  we  handle  it  now — the 
liaison  committee  of  the  Society. 

Also,  I  would  ask:  Has  the  representation  you 
have  in  the  Blue  Shield  area  been  effective?  Do  you 
feel  it's  necessary? 

We  do  not  know  whether  or  not  we  would  be 
privileged  to  have  the  Medical  Society  represented 
on  a  committee  of  any  kind.  I  don't  really  know. 

In  talking  to  the  gentleman  from  HEW,  he  very 
pointedly  said  the  present  practice  of  usual  and  cus- 
tomary was  perfectly  satisfactory  to  them  in  any 
carrier's   implementation    program. 

DR.  WELTON:  Mr.  President,  it  appears  a  motion 
may  be  in  order.  I  think  we  should  understand  that 
if  we  do  not  take  any  action,  we  will  have  done,  in 
effect,  endorsed   a  monopoly. 

So,  I  would  like  to  make  a  motion  that  this  Council 
go  on  record  to  give  equal  endorsement  to  reputable 
commercial  carriers  for  Part  "B"  of  HR  89-97. 

DR.    PASCHAL:    You've    heard    this    motion.    Is 
there  a  second. 
DR.  JONES:   Seconded. 

DR.  BEDDINGFIELD:  Wouldn't  you  understand 
whichever  carrier  HEW  designates,  would  be  a 
monopoly  because  there  would  just  be  one? 

DR.  McCAIN:  Just  for  clarification,  is  the  en- 
dorsement— would  it  be  for  one  specific  firm  like 
Pilot  Life,  or  would  it  be  for  a  federation  of  insur- 
ance companies,  such  as  the  Health  Insurance  Coun- 
cil? 

Which  would  we  be  endorsing? 

DR.  WELTON:  My  motion  was  reputable  com- 
mercial carriers.  This  would  include  those  who  have 
applied. 

PRESIDENT  PASCHAL:  Now,  Mr.  Jones  has 
spoken  for  the  Hospital  Insurance  Council. 

There's  a  motion  on  the  floor  but  I  feel  that  it 
would  be  in  order  t  ask  Mr.  Herndon  or  Mr.  Craw- 
ford if  hey  have  a  remark  to  make  at  this  point. 

MR.  E.  HERNDON:  Dr.  Paschal,  I  think  the 
questions  have  been  pretty  well  answered. 

In  view  of  the  number  of  people  who  have  spoken, 
I  don't  think  I  have  anything  to  add. 

MR.  CRAWFORD:  It  would  be  our  hope  and 
belief  that  Blue  Shield  organization  in  this  state 
would  have  the  finest  chance  to  carry  out  the  philo- 
sophy and  principles  that  we're  talking  about. 

PRESIDENT  PASCHAL:  Thank  you,  very  much. 

Is  there  further  discussion? 

DR.  BEDDINGFIELD:  One  group  appeared  at 
the  Council  meeting  prior  to  December  15th.  They 
got  the  criteria  at  the  same  time  as  the  commercial 
companies  did. 


The  commercial  Companies  did  not  appear  before 
us  before  that  time  and  the  same  information  was 
available  to  all. 

PRESIDENT  PASCHAL:  That's  true.  I  under- 
stand that  the  criteria  came  out  about  fifteen  to 
s;ventecn  days  prior  to  deadline,  so  to  speak. 

MR.  JONES:  Mr.  President,  was  not  your  en- 
dorsement made  on   November  5th? 

PRESIDENT  PASCHAL:  September  26th,  I  be- 
lieve. 

MR.  JONES:  September  26th?  The  criteria  had 
not  been  issued  then.  We  received  it  November  22nd. 

DR.  BEDDINGFIELD :  That's  true,  but  in  antici- 
pation of  criteria  being  prepared,  one  group  ap- 
peared and  said  we  will  draw  up  a  plan  that  will 
meet  with  your  criteria;  we  will  meet  and  discuss  it. 

MR.  JONES:  But,  Dr.  Beddingfield,  if  we  had 
known  we  would  have  been  privileged  to  appear  on 
such  an  occasion,  we  certainly  would  have  been 
there. 

We  were  unaware  that  we  had  that  privilege. 

DR.  BEFDINGIELD:  The  liaison  committee  met 
the  night  before  the  Council  meeting. 

DR.  H.  FLEMING  FULLER:  Mr.  President,  may 
I  say  one  word  on  this? 

It  was  brought  out  that  the  Blue  Plans  had  mem- 
bers of  the  State  Medical  Society  as  your  elected 
representatives;  with  the  exception  of  the  speaker 
who  happens  to  be  the  representative  for  Hospital 
Savings,  the  other  two  men,  I  can  say,  are  very 
able.  I  think  all  three  of  us  are  listened  to. 

I  think  our  counsel  is  sought  many  times  in  mat- 
ters pertaining  to  the  state  medical  society. 

You  apparently  had  some  confidence  in  the  ones 
you  elected  and  I'm  sure  that  Hospital  Care  has 
had  the  same  experience — and  Hospital  Savings 
— and  I  can't  help  but  feel  that  with  the  experience 
of  the  Blue  Plans  in  our  state  with  the  Medical 
Society  representation  on  that,  and  the  considera- 
tion that  your  representatives  have  in  overall  policy 
and  what  not,  to  me — I'm  prejudiced,  I  guess,  but 
it  looks  to  me  like  it's  worked  well  and  I  can't  see 
where  it  wouldn't  continue  to  work  well. 

And.  I  can't  help  but  feel  that  there  is  an  ad- 
vantage there  that,  as  excellent  as  is  the  record  that 
Mr.  Jones  quoted  of  the  insurance  companies — we 
respect  them  and  we  depend  upon  them  as  friends, 
that  there  is  with  your  Blue  Plans  and  your  repre- 
hentation  the  Medical  Society,  have  more  of  the 
say-so  and  more  of  the  guns,  of  having  control, 
let's  say. 

Thank  you  for  the  chance  of  saying  my  piece. 

Is  there  further  discussion? 

PRESIDENT  PASCHAL:   Thank  you. 

If  not,  are  you  ready  to  vote  on  Dr.  Welton's  mo- 
tion? 

I  want  to  get  the  vote  on  this  for  the  record,  so 
all  in  favor  of  the  motion  let  it  be  known  by  raising 
your  right  hand — and  I'll  ask  Dr.  Styron  to  count. 

SECRETARY  STYRON:  9  to  5. 

PRESIDENT  PASCHAL:  The  motion  is  defeated 
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nine  to  five. 

Now,  we  will  proceed  with  agenda  item  nine,  Re- 
port on  North  Carolina  Med-Pac  by  Dr.  John  S. 
Rhodes. 

DR.  RHODES:  Mr.  President,  very  briefly.  I 
would  like  to  say  first,  I  make  no  claim  to  political 
astuteness  of  resourcefulness,  but  I  do  believe  that 
Med-Pac  has  a  mission. 

I'm  sure  no  one  here  is  naive  enough  to  believe 
that  those  who  support  it  and  succeeded  in  passing 
Medicare  had  any  idea  that  Medicare  Act  was  the 
final  action,  but  that  merely  it  was  the  key  step  to 
total  national  insurance. 

Ed  Beddingfield  and  I  appeared  some  months  ago, 
before  the  passage  of  Medicare,  on  Channel  4  tele- 
vision program  with  the  man  by  the  name  of  Sum- 
mers, Professor  Summers,  Professor  of  Political 
Science  and  Sociology  from  New  Jersey  who  does  a 
great  deal  of  writing  and  if  you  will  refer  to  your 
last  issue  of  Medical  Economics,  an  article  written 
by  this  gentleman,  I  think  you  will  realize,  if  you 
don't  already  know  it,  that  the  present  medical  bill 
just  doesn't  provide  health  benefits  for  18  million 
old  people  over  age  65,  but  probably  encompasses  35 
million  people  because  of  the  extended  provisions 
under  Kerr-Mills. 

So  that  we  are  already  faced  with  a  pretty  ex- 
tensive federal  health  program. 

We  should  contain  this  and  keep  this,  but  appar- 
ently working  in  that  kind  of  activity  is  not  the 
answer,  but  the  key  lies  in  the  election  and  selec- 
tion of  members  of  Congress  who  have  philosphies 
which  are  in  keeping  with  our  own. 

We  have  made  some  progress  in  the  matter  of 
education. 

We've  had  a  state-wide  workshop  in  Greensboro 
in  December,  which  was  attended  by  some  sixty 
people,  perhaps  a  third  of  what  we  had  hoped  for. 

Now,  one  of  the  things  that  we  are  particularly 
concerned  about  is  the  broadening  of  the  base 
f  this  organizations  and  I  mean  by  that,  funda- 
mentally, the  broadening  of  the  method  and  source 
of  the  members  of  the  Board  of  Directors. 

Up  to  now,  the  Board  of  Directors  has  been  a 
sort  of  self-perpetuating  affair  and  we  don't  be- 
lieve that  is  the  way  to  operate  this  organization 
and  we  are  planning  to  alter  our  by-laws  as  soon 
as   possible. 

We  have  a  by-laws  committee  meeting  scheduled 
for  this  Asheville  workshop,  during  this  time,  in  the 
hope  that  our  by-law  committee  could  come  up 
with  some  recommendation  for  altering  our  by- 
laws to  broaden  the  base  from  which  the  Board 
of  Directors  is  selected. 

I  hope  we  can  take  that  out  of  the  province  of  the 
Board  of  Directors  itself  and  place  it  somewhere  in 
the    Medical    Society. 

We  hope  we  will  have  a  report  on  that  by  the  next 
meeting  of  the  Council. 

PRESIDENT  PASCHAL:  Does  anyone  have 
questions  for   Dr.   Rhodes? 


If  not,  we  will   accept  this   as   information. 

Since  Dr.  Kernodle  has  been  proposed  by  several 
people  for  membership  on  the  AMA  Council  on 
Medical  Service,  what  does  the  Council  wish  to  do 
about  this? 

As  one  of  yuur  delegates,  I'd  like  very  much  to 
endorse  it. 

PRESIDENT  PASCHAL:  Do  you  want  to  make  a 
motion.  Dr.  Johnson? 

DR.  JOHNSON :  I  was  going  to  say,  in  essence, 
what  Donald  said,  that  Dr.  Kernodle  has  done  an 
excellent  job  of  representing  North  Carolina  at 
AMA  level  through  his  work  in  Am-Pac  for  quite 
some  while  and  during  the  past  year,  when  he  and 
Dr.  Koonce  were  seated  as  delegates,  he  continued 
this  work  and  he  has  impressed  a  lot  of  people 
who  are  in  a  position  to  evaluate  the  services  a  per- 
son is  capable  of  rendering. 

It  would  be  quite  a  nitem  of  prestige  for  this 
state  to  have  representation  and  I  would  love  to  see 
a  letter  go  to  Dr.  Russell  Roth  as  Chairman  and 
also  to  Dr.  Percy  Hopkins  who's  Chairman  of  the 
Board  of  Trustees  of  the  American  Medical  Associa- 
tion. 

DR.  KOONCE :  I'd  like  to  make  such  a  motion 
that  he  be  endorsed  by  this  Council  and  the  Presi- 
dent be  authorized  to  write  a  letter  to  Dr.  Roth,  and 
a  copy  to  go  to  the  Board  of  Trustees. 

DR.  DEWEY  H.  BRIDGER:  Seconded. 

(The  motion  carried.) 

DR.  W ELTON:  I  would  like  to  move  that  Dr. 
Beddingrfield  be  endorsed  and  his  name  submitted  to 
the  proper  AMA  authorities  for  a  position  on  the 
Board  of  Trustees  and  the  Council  on  Legislation 
of  AMA. 

DR.  JONES:   I  second  that. 

PRESIDENT  PASCHAL:  The  four  new  members 
came  on  the  Council  on  Legislation  this  year  and  I 
am  told  by  a  member  of  the  Board  of  Trustees  and 
also  by  members  of  the  Council  that  it's  unlikely 
that  a  new  name  would  be  considered,  or  a  new 
member  would  be  added  this  year. 

But,  I  was  also  told  that  it  would  be  helpful  for 
any  potential  person  to  get  his  name  before  them  and 
let  them  have  the  consideration  of  that  and  so  when 
the  vacancy  does  occur,  he  would  likely  get  con- 
sideration because  his  name  had  been  proposed  ear- 
lier. 

All  in  favor  of  the  motion,  let  it  be  known  by 
saying  "aye";   opposed  like  sign. 

The  motion  is  carried. 

[Dr.  Beddingfield  returned  to  the  room  at  this 
point.] 

I'll  inform  you  of  the  action.  Dr.  Beddingfield. 

The  motion  was  to  endorse  you  for  membership 
on  this  Council  and  there  were  no  dissenting  votes. 

PRESIDENT  PASCHAL:  We'll  proceed  to  item 
ten  which  is  the  Legislative  Report. 

DR.  BEDDINGFIELD:  First  of  all,  representa- 
tives of  the  Legislative  Committee,  along  with  other 
Society   officers,   attended   the   AMA    Conference  on 
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federal  medical  services  in  Chicago  on  January  20- 
21. 

(Dr.  Beddingfield  commented  briefly  on  pending' 
national  legislation.) 

DR.  BEDDINGFIELD:  Many  physicians  have 
expressed  concern  about  physician  libaility  in  serv- 
ing on  hospital  utilization  review  committees. 

Those  of  you  who  were  at  the  Officers'  Confer- 
ence yesterday  remember  a  hypothetical  case  that 
I  presented  in  that  discussion;  namely,  if  a  phy- 
sician was  serving  on  a  hospital  utilization  review 
committee  and  it  appeared  a  hospitalization  was 
being  abused  and  the  committee  voted  that  this  was 
the  case  and  reported  the  same  to  the  attending 
physician  and  then  to  the  hospital  administrator, 
and  he  to  the  carrier,  and  later  to  HEW,  so  that  the 
subsequently  had  a  sudden,  unfortunate  and  unex- 
pected demise,  would  the  physician  serving  on  the 
utilization  review  committee  be  liable. 

In  order  to  protect  our  members  from  this  type 
of  civil  liability.  I  move  that  we  sponsor  legislation 
either  generated  on  our  own  or  through  the  State 
Board  of  Health  providing  civil  immunity  to  phy- 
sicians  serving  on  utilization   review  committees. 

DR.  WILLIAMS:   Seconded. 

DR.  GLASSON:  They  have  no  authority  to  do 
the  things  which  yoai  have  outlined  and  that  these 
things  are  done  by  already  existing  committees  of 
the  hospital,  such  as  the  surgical  staff  commit- 
tee or  by  the  executive  staff,  and  if  any  action  is 
to  be  taken,  that  is  taken  by  already  consituted  com- 
mittees. 

Therefore,  this  protection  should  be  for  those 
newly  consituted  committees  of  the  hospital,  which 
are  to  deal  with  this  rather  than  utilization  review 
committees. 

DR.  BEDDINGFIELD:  It's  my  personal  opin- 
ion that  at  the  outset,  for  the  first  year  or  so  per- 
haps, the  hospital  utilization  review  committees 
will  be  educational,  statistics  gathering,  fact  find- 
ing and  gathering  organizations,  but  I  don't  think 
even  a  few  of  us  are  naive  enough  to  believe,  in  the 
event  that  our  hospitals  become  crowded  or  over- 
crowded with  the  implementation  of  this  legislation, 
they  may  become  perhaps  somewhat  more  than  ad- 
visory, educational,  fact  collecting  committees  and 
as  the  pressure  mounts,  then  the  possibility  of  phy- 
sician liability  might  increase. 

I  hope  we'll  never  need  it.  I  hope  that  no  phy- 
sician is  ever  sued  for  his  activities  on  a  utilization 
review  committee,  but  I  believe  it  behooves  us  in 
the  Society  to  try  and  protect  our  physicians. 

DR.  RARER:  One  way  around  this  is  when  you 
have  the  committee  appointed,  by  the  by-laws,  you 
give  them  no  punitive  action.  That's  what  we've 
done  in  our  hopsitals. 

But,  I  do  think  we  need  protection  because  utiliz- 
ation review  committees  are  going  to  be  used  as 
whipping  boys  by  the  staffs  if  they  find  it  neces- 
sary to  say  to  a  patient,  whom  they  may  want  to 
get   out,   and   they   say   to   the   patient,   "Your   case 


has  been  reviewed  by  the  utilization  review  com- 
mittee and  they  feel  that  you  should  go  home!" 

PRESIDENT   PASCHAL:    Thank   you. 

Mr.  Anderson,  would  you  like  to  comment  about 
this? 

MR.  ANDERSON:  There  is— in  the  last  General 
Assembly,  a  statute  was  passed  which  makes  it  a 
misdemeanor  for  a  patient  to  remain  in  a  hospital 
after  being  told  to  leave  and  that  advice  is  con- 
curred in  by  one  other  physician. 

That  statute  does  not  provide  any  protection,  or 
immunity  to  the  two  physicians  who  certify  that 
a  patient  should  be  discharged. 

Perhaps  that  statute  might  be  expanded  to  in- 
clude some  immunity  from  civil  liability  for  phy- 
sicians in  that  capacity,  or  serving  in  the  capacity 
of  utilization  review  committees,  or  any  other  posi- 
tion. 

You  never  know  what  is  needed  until  a  test  case 
arises  but  this  perhaps  would  be  looked  upon  -with 
some  favor  by  the  Legislative  Committee,  if  it 
showed  a  need  for  it. 

DR.  BEDDINFIELD :  This  is  a  case  where  federal 
law  requires,  in  effect,  hospitals  and  hospitals  re- 
quire doctors  to  serve  on  utilization  review  com- 
mittees. This  is  not  an  office  which  is  frequently 
sought. 

This  is  a  public  service  to  help  carry  out  the 
intent  of  a  vast  federal  program  and  I  think  a  rea- 
sonable legislator  would  see  that  a  physician  would 
not  be  held  personally  liable  for  his  honest  service 
on  such  a  committee. 

DR.  JONES:  In  connection  there,  I  believe  it  is 
also  standard  practice  that  the  report  of  the  utiliza- 
tion review  committee  goes  to  the  executive  com- 
mittee, say  physicians  having  to  do  with  the  utiliza- 
staff  then  recommends  to  the  full  staff,  and  probably 
through  joint  conference  back  to  the  administrative 
unit,  or  the  governing  body. 

If  this  wording  could  be  changed  just  a  little  bit 
and  rather  than  specifying  utilization  review  cora- 
mitee,  say  physicians  having  to  do  with  the  utiliza- 
tion function  in  hospitals,  then  w-e  would  encompass 
any  possible  thing  that  could  happen  and  not  just 
limit  it  to  the  number  of  people  serving  on  a  utiliza- 
tion review  committee,  which  has  already  been  said, 
is  a  fact  finding  body  and  for  the  time  being,  ed- 
ucational. 

DR.  BEDDINGFIELD:  I  would  accept  that  and 
I  would  amend  my  motion  to  encompass  the  thoughts 
expressed  by  Dr.  Jones  tc  attempt  to  generate  legis- 
lation to  provide  immunity  to  physicians  having  to 
do  with  utilization  review  function  in  hopsitals. 

PRESIDENT  PASCHAL :  All  right,  you've  heard 
the  amendment.  Who  seconded  it? 

DR.  WILLIAMS:   I  did  and  I  accept  it. 

(The  motion  carried.) 

DR.  BEDDINGFIELD :  As  you  will  recall,  in  the 
last  session  of  the  General  Assembly,  we  sponsored  a 
bill  for  some  state  subsidy  to  assist  in  three  year 
diploma  schools. 
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Considerable  support  was  received  for  this  bill  and 
we  came  close  to  getting  some  money,  and  this  will 
be  one  of  the  things  that  will  be  considered  by  the 
Legislative  Study  Group. 

DR.  BEDDIXFIELD:  There  are  groups,  as  you 
indicate,  particularly  organized  nursing  groups  who 
would  like  to,  I  believe,  abandon  three  year  diploma 
schools,  and  they  would  like  to  have  new  systems 
of  nursing  education  which  are  based  on  college 
campuses. 

Now,  rather  than  fight  them  on  this  specific  score, 
we  are  in  favor  of  all  kinds  of  nurses,  all  nurses 
and  better  nurses  for  every  group,  and  they  find 
it  hard  to  argue  against  this  as  a  nurse  group. 

We  said,  yes,  we're  for  the  associate  degree  pro- 
gram on  college  campuses,  we're  for  nurses  of  all 
kinds  and  I  think  we  are.  This  is  the  policy  we  have 
espoused  before  every  committee,  but  we  are  not 
in  favor  of  new  untried  systems  of  nurse  educa- 
tion, at  the  expense  and  the  demise  of  a  proven 
system  that  has  supplied  the  most  of  our  nurses. 
All  I  ask  for  is  a  reaffirmation  of  that  policy. 
The  Hospital  Association  have  now  come  out 
forthrightly  and  unmistakably  in  support  of  our 
position  in  trying  to  get  state  money  for  three 
year  diploma  schools. 

And,  we've  been  told  they  will  join  us  in  our  testi- 
mony before  the  Legislative  Study  group. 

MR.  AXDERSOX:  But  no  word  from  the  nurses! 
DR.  BEDDIXGFIELD:  No,  sir. 
They   attended    the   meeting  but   said   they   would 
have  to  have  a  meeting  of  the  policy  making  group 
before  they  could  give  us  the  word. 

As  for  funds  available  under  the  Aid  to  Education 
Act  of  1965  for  health  service  for  underprivileged 
children,  I  would  suggest,  perhaps,  a  county  medical 
society  ought  to  be  alerted  to  the  possibility  of  this 
thing  coming  up  and  perhaps  county  medical  society 
approval  be  sought  by  administrators  on  plans 
having  aspects  of  health  care  and  that  physicians 
coming  into  knowledge  of  this,  transmit  this  to  their 
county  medical  societies  for  group  consideration. 

I  can  foresee  what  Dr.  Koonce  used  to  call  the 
"fair  haired  boy"  where  you  might  have  one  doctor 
picked  to  do  a  large  number  of  physical  examina- 
tions and  maybe  sometimes  at  quite  an  attractive 
fee  and  other  doctors  maybe  being  left  out  of  the 
program. 

In  the  one  county  that  I  happen  to  know  about, 
the  County  Health  Director  at  the  request  of  the 
County  Superintendent  of  Schools,  on  his  own  has 
just  drawn  up  a  new  fee  schedule  and  saying  "This 
is  what  we'll  pay!" 

He  did  not  seek  Medical  Society  counsel,  officially. 
He  talked  to  one  or  two   doctors  who  are  members 
of  the  County  medical  society,  but  it  was  not  brought 
up  before  the  county  medical  society  for  action. 
I  think  it  should  be. 

PRESIDEXT  PASCHAL:  Are  you  suggesting  we 
communicate  this  information  to  county  society  presi- 
dents? 


DR.  BEDDIXGFIELD :  I  know  of  no  other  course 
for  information? 

DR.  BEDDIXGFIELD:  Yes. 
of  action  we  could  take  on  it,  actually. 

PRESIDEXT  PASCHAL:  And,  submit  it  to  them 

Governor  Moore  has  announced  his  appointees  to 
a  commission  to  study  the  question  of  whether  or 
not  graduates  of  some  schools  of  osteopathy  teaching 
medicine  are,  or  may  be.  qualified  to  be  permitted  to 
take  the  examination  now  required  for  the  practice 
of  medicine  in  the  State  of  North  Carolina. 

I'm  certain  that  the  members  of  this  commision 
have  not  yet  met  and  I  have  reason  to  believe  that 
perhaps  through  the  physician  representation  on  this 
commission  that  we  will  be  somewhat  aware  of  the 
progress  of  their  study. 

The  chiropractic  group  across  the  state  has  sent 
communications  to  the  present  members  of  the  Gen- 
eral Assembly  indicating  that  they  will  be  back  with 
a  new  bill  in  1967  to  amend  the  Chiropractic  Practice 
Act. 

There  is  a  possibility  that  fees  for  chiropractic 
services  could  be  provided  under  Title  XIX  at  some 
future  time  and  I  believe  that  this  is  the  motivation 
in  attempting  to  have  the  scope  of  practice  increased 
by  changing  the  statute. 

SECRETARY  STYROX:  Would  it  be  appropriate 
to  make  a  brochure  out  of  the  slides  that  Dr.  Sabatier 
used  in  making  his  presentation  because  if  they  read 
it  and  they've  got  any  intelligence  whatsoever,  they 
ought  to  reach  certain  definite  conclusions. 

(A  motion  was  made  and  passed  to  accept  this 
Legislation  Report.) 

DR.  FLEMIXG  FULLER  (reporting  for  Utiliza- 
tion Committee)  : 

Your  LTtilization  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina  would  like  to  present 
this  today  as  guidelines  which  might  be  sent,  with 
your  approval  to  each  of  the  presidents  of  each  of 
the  county  medical  societies  and  to  the  chiefs  of  staff 
of  each  hospital  in  North  Carolina. 

With  the  passage  of  Medicare  Act,  Public  Law 
89-97,  the  activation  and  implementation  of  the 
Utilization  Review  Program  became  the  law  of  the 
land. 

Inorder  to  qualify  each  hospital  or  facility  must 
apply  to  the  North  Carolina  State  Board  of  Health 
for  certification  as  a  Provider  of  Service  under  P.L. 
89-97. 

In  order  to  be  certified,  each  facility  must  submit 
in  writing  a  plan  for  utilization  review  of  medical 
services  rendered. 

Exhibit  I  is  submitted  as  a  possible  guide  in  de- 
veloping utilization  review  forms. 

(See  sample  on  page  .57  of  1966  Compilation  of 
Reports.) 

Each  individual  hospital  or  facility  will  devise 
its  own  mechanism  for  review  on  a  sampling  basis 
or  in-depth  as  indicated  by  the  requirements  of  that 
institution. 

.All  cases  admitted  to  a  facility  are  subject  to  re- 
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view  by  the  utilization  review  committee.  Each  fa- 
cility shall  determine  its  own  sampling  procedures. 

These  plans  must  meet  the  approval  of  the  North 
Carolina  State  Board  of  Health  as  the  officially 
designated  agency  for  certification  of  Providers  of 
Service  under  Public  Law  89-97 

(On  motion  the  report  was  approved  and  the 
guidelines  ordered  disseminated). 

(Dr.  Jacob  Koomen  of  the  State  Board  of  Health 
stated  that  his  organization  would  handle  the  actual 
reproduction  and  distribution.) 

[The  meeting  adjourned  at  one-ten  o'clock.] 


SUNDAY  AFTERNOON  SESSION 
January  30,  1966 

The  Mid-Winter  Meeting  of  the  Executive  Council 
of  the  Medical  Society  of  the  North  Carolina  re- 
convened at  two-ten  o'clock,  President  George  W. 
Paschal,  Jr.,  presiding. 

PRESIDENT  PASCHAL:  Item  twelve,  consider 
vendor  payment  policy  which  was  related  to  previous 
action  taken  February  26,  1961  with  resolution  to 
1966  House  of  Delegates. 

I  believe  Dr.  Jones  is  to  make  a  report  on  this. 

DR.  JONES:  Mr.  President,  as  you  will  recall,  the 
Executive  Committee  appointed  me  to  be  associated 
with  Ed  Beddingfield,  and  our  legal  counsel  to  bring 
to  the  Council  a  certain  resolution. 

PREAMBLE: 

In  1961,  on  February  26,  a  special  called  meeting 
of  the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  North  Caorolina  did  in  effect  rescind 
an  action  taken  by  the  Executive  Council  earlier  as 
such  related  to  vendor  payments  to  physicians  under 
Kerr-Mills.  This  called  meeting  of  the  House  moved 
and  passed  a  later  recommendation  of  the  Executive 
Council  in  this  connection  which  in  substance  said 
that  the  Society  would  not  go  on  record  as  requesting 
physician  vendor  payments  at  this  time  in  relation 
to  the  implementation  of  the  Kerr-Milsl  Act. 

The  governments  have  chosen  to  interpose  in  an 
area  long  cherished  by  medicine  as  a  part  of  their 
service  to  mankind.  This  area  being  the  right  to 
forego  professional  charges  when  the  individual 
physician  felt  that  in  the  interest  of  the  common- 
weal he  should,  of  his  own  free  will  and  volition, 
abstain  from  making  a  charge  for  his  service. 

The  position  of  the  Society  in  1961  is  no  longer 
tenable  or  reasonable  in  view  of  the  developments 
that  have  occurred  since  that  time;   therefore  be  it. 

RESOLVED:  That,  the  physiican,  doctors  of  med- 
icine, in  the  State  of  North  Carolina,  and  the  mem- 
bers of  the  Medical  Society  of  the  State  of  North 
Carolina  do  adopt  the  posture  that  when  govern- 
ment in  any  form  assumes  any  financial  responsi- 
bility for  an  individual's  health  care,  reimburse- 
ment for  professional  services  should  be  on  the 
same  basis  as  other  indispensable  elements  of  health 
care;   therefore,   reimbursement  for  the   services  of 


physicians  rendering  services  to  persons  eligible 
under  government-supported  programs  should  be  on 
the  basis  of  usual  and  customary  fees; 

RESOLVED:  That,  this  statement  of  general 
posture  be  also  specifically  applied  in  connection 
with  the  North  Carolina  implementation  of  Title 
XIX  of  Public  Law  89-97  in  whatsoever  fashion  such 
may  be  done. 

Submitted  by:  Frank  W.  Jones,  Edgar  T.  Bedd- 
ingfield, and  Legal  Advisor,  John  H.  Anderson. 

Mr.  Chairman,  as  a  member  of  the  Executive 
Council,  I  move  this  particular  resolution  be  en- 
dorsed by  the  Council  and  transmitted  to  the  House 
of  Delegates  in  accordance  with  the  usual  procedure 
necessary  for  such  procedure. 

PRESIDENT  PASCHAL:  You  heard  the  motion. 
DR.  RHODES:  Second. 

(The  motion  carried  and  instruction  issued  to 
send  out  notice.) 

MR.  BARNES:  Read  the  following  petition  signed 
by  31  physicians  of  Catawba  County. 

A  Petition  to  the  Executive  Council  of  the  Medical 
Society  of  the  State  of  North  Carolina. 

It  is  understood  that  the  Department  of  Health, 
Education  and  Welfare  in  implementing  Public  Law 
89-97  has  not  requested  and  does  not  require  of  the 
carriers  a  "prevailing  fee  survey".  Feeling  that  such 
a  survey  on  the  part  of  the  two  North  Carolin  Blue 
Shield  Plans  is  not  necessary  and  could  be  detri- 
mental to  the  physicians  of  the  Medical  Society  of 
the  State  of  North  Carolina,  we  the  undersigned 
thirty-one  members  of  the  Catawba  County  Medical 
Society  are  opposed  to  such  a  survey  and  respect- 
fully petition  the  Executive  Council  of  the  Medical 
Society  of  the  State  of  North  Carolina  to  ^athdraw 
approval  for  such  a  survey  until  further  considera- 
tion can  be  given. 

It  is  also  understood  that  other  private  insurance 
companies  have  expressed  a  desire  to  be  carriers  for 
Part  "B"  of  Public  Law  89-97.  We  are  disturbed  by 
the  fact  that  the  Executive  Council  of  the  Medical 
Society  of  the  State  of  North  Carolina  has  endorsed 
North  Carolina  be  the  joint  carriers  to  the  exclusion 
and  recommended  that  the  two  Blue  Shield  Plans  of 
of  other  private  commercial  carriers. 

The  undersigned  are  opposed  to  the  two  Blue 
Shield  Plans  as  joint  and  sole  carriers  and  respect- 
fully petition  the  Executive  Council  of  the  Medical 
Society  of  the  State  of  North  Carolina  to  give  equal 
consideration  and  opportunity  to  those  private  com- 
mercial carriers  wh  have  requested  such  considera- 
tion. 

Dated  January  21,  1966. 

It  is  signed  by  a  series  of  physicians,  amounting 
to  thirty-one. 

PRESIDENT  PASCHAL:  You've  haard  this.  This 
is  a  request  for  action  which  we've  already  largely 
acted  upon. 

Well,  shall  we  put  it  on  the  agenda  and  bring  it 

before  the  House  of  Delegates  at  the  May  meeting? 

I  think  it  would  be  appropriate  to  bring  it  up  for 
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consideration  then. 

If  there's  no  objection,  we  will  proceed  along  that 
line,  without  trying  to  take  any  definitive  action  on 
it  at  this  time. 

Report  on  Medicare  Workshops — 

The  workshops  were  scheduled  for  Thursday  and 
Friday  here  and  of  course,  they  were  cancelle<l. 

But  we  do  have  a  communication  from  Dr.  Mc- 
Laurin,  stating  that  the  workshops  have  been  re- 
scheduled for  February  18  and  19  in  Raleigh. 

DR.  PASCHAL:  Report  of  the  Committee  on 
Pharmacy  where  we  have  a  problem  arising  in  one 
district  and  we  have  a  report  that  has  been  sub- 
mitted. 

DR.  WILLIAMS:  In  October  of  this  past  year,  an 
editorial  came  out  in  my  hometown  paper,  regarding 
a  matter  that  occurred  down  in  Tyrrell  County,  the 
Second  District,  about  a  physician  receiving  a  ten 
per  cent  drug'  kick-back  payment  from  the  local 
druggist  and  the  editor  raises  the  question:  Can't 
medicine  get  enough  money  out  of  the  people  with- 
out doing  this  and  what  is  happening  to  the  Hippo- 
cratic  oath  and  so  forth? 

Well,  I  photographed  this  and  sent  it  to  Dr. 
Paschal  for  advice  and  management  of  what  he 
thought  might  be  best  and  he  felt  that  possibly  this 
should  be  referred  to  Dr.  Dees  who's  the  Chairman 
of  the  Committee  with  liaison  with  the  Pharmaceu- 
tical Association. 

(Dr.  Williams  then  read  Dr.  Dees  report,  includ- 
ing the  court  records.) 

DR.  WILLIAMS:  I  would  move  you  sir,  tht  we 
call  this  matter  and  this  information  to  the  atten- 
tion of  the  doctor's  local  medical  society  and  its 
appropriate  committee  for  investigation  and  action 
on  this  matter  and  that  we  defer  action  for  the 
moment  until  more  information  and  investigation 
has  occurred  and  is  brought  back  to  the  Council. 

DR.  DUCK:  Second. 

(Discussion  held  off  the  record  by  Mr.  Anderson.) 

DR.  PASCHAL:  All  in  favor  of  the  motion  stated 
by  Dr.  Williams,  let  it  be  known  by  saying  "aye"; 
opposed  by  like  sign. 

If  you  wil!  submit  that  information  to  the  com- 
ponent county  involved — the  board  of  censors  of 
that  county. 

DR.  WILLIAMS:  I  would  like  to  state  that  Dr. 
Dees  would  like  to  submit  a  copy  of  his  report  to  the 
Pharmaceutical  Association  and  I  don't  think  we 
should  give  him  that. 

PRESIDENT  PASCHAL:  I  think  it  invokes  per- 
sonalities right  now.  Maybe  it  would  be  best  until 
we  get  his  side  of  it,  to  hold  off. 

This  in  a  sense  incriminates  him  before  he  has  had 
a  chance  to  be  heard. 

DR.  BEDDINGFIELD:  Mr.  C.  Joseph  Statler,  had 
written  John  Kernodle  of  his  concern  because  of 
some  directives  that  have  appeared  recently  in  some 
HEW  manuals  regarding  the  type  of  drugs  that 
HEW  would  approve  under  Title  XIX  for  various 
state  plans  that  would  include  drug  programs. 


These  two  manuals  that  have  come  out  of  HEW 
say  that  special  favor  will  be  given  those  plans  that 
employ  generic  name  drugs  and  that  have  a  formula 
system  of  allowed  drugs  under  the  program. 

I  would  move  that  the  Council  go  on  record  as  op- 
posing the  compulsory  use  of  generic  name  drugs 
under  HEW  programs  and  that  we  be  allowed  to 
transmit  this  information  to  Dr.  Ellen  Winston  of 
HEW. 

DR.  W ELTON:  I  second. 

(The  motion  carried) 

Item  number  seventeen,  Consider  recommendation 
of  the  Insurance  Industry  Liaison  Committee  re: 
(a)  change  in  name  and  (b)  status  as  a  standing 
committee. 

DR.  FRANK  JONES:  presented  a  request. 

(a)  That  the  name  of  the  Committee  be  changed 
to  Insurance  Industry  of  Insurance  Committee, 

(b)  That  the  committee  be  accorded  standing  com- 
mittee status  by  the  Society  utilizing  the  usual  and 
customary  proceduies  for  the  implementation  of  such 
action. 

DR.  JONES:  I  would  move  you,  sir,  that  the  Coun- 
cil express  an  opinion  in  this  area  and  such  opinion 
be  attached  as  an  endorsement,  either  pro  or  con,  to 
its  eventual  submission  to  the  House  of  Delegates 
which  I  believe  would  be  necessary  under  these 
circumstances. 

PRESIDENT  PASCHAL:  Is  there  a  second  to  Dr. 
Jones's  motion? 

DR.  W ELTON:  Seconded. 

PRESIDENT  PASCHAL:  Now,  is  there  discus- 
sion. 

DR.  BEDDINGFIELD :  I  think  it's  a  very  useful 
committee  and  should  be  a  continuing  committee, 
and  should  be  a  standing  committee  and  recognized 
as  such,  in  my  opinion. 

I  would  like  to  offer  a  substitute  motion  that  the 
Council  in  addition  to  passing  this  along  to  the 
House  of  Delegates,  pass  it  along  with  endorsement 
for  approval  of  the  reqeust. 

PRESIDENT  PASCHAL:  We  have  a  substitute 
motion. 

Is  there  a  second  to  that? 

DR.  WELTON:  Seconded. 

DR.  KOONCE:  As  point  of  information,  in  con- 
nection with  this,  there's  no  provision  in  the  Consti- 
tution and  By-Laws  whereby  a  committee  shall  be- 
come a  standing  committee  and  shall  be  added  to  the 
list  of  standing  committees  without  a  change  in  the 
bylaws. 

PRESIDENT  PASCHAL:  A  recommendation 
would  come  from  the  Constitution  and  By-Laws  Com- 
mittee and  I  believe  we  are  in  a  position  to  pass  this 
action  on  to  the  Constitution  and  By-Laws  Com- 
mittee with  a  recommendation  that  they  prepare 
appropriate   changes  for  submission. 

DR.  KOONCE:  For  submission  on  the  first  item 
and  for  approval  on  the  second? 

PRESIDENT  PASCHAL:  That's  right. 

PRESIDENT  PASCHAL:   All  right,  all  those  in 
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favor  of  the  motion,  let  it  be  known  by  saying 
"aye";   opposed  by  like  sign. 

The  motion  is  carried. 

We'll  ask  the  Chairman  of  the  existing  committee, 
to  draw  up  such  a  statement  of  function  and  scope 
for  information  of  the  Constitution  and  By-Laws 
Comimttee. 

Now,  item  eighteen,  Consider  policy  regarding 
coverage  of  emergency  room  by  retired  physicians 
I'etained  by  hospital  on  salary. 

DR.  RAPER:  President  Paschal,  early  in  De- 
cember, I  received  a  telephone  call  from  Dr.  Pat- 
terson. 

They  had  a  problem  where  members  of  the  staff 
wanted  to  have  the  hospital  hire  and  pay  salary 
to  the  semi-retired  physicians  in  the  emergency 
room,  particularly  for  evening  hours. 

In  the  meantime,  two  other  cases  have  come 
up  and  have  been  passed  on  to  me  with  regard  to  this 
same  thing. 

So,  realizing  this  does  have  some  importance,  I 
would  like  to  have  some  statement  from  the  Council 
as  to  what  the  feeling  is  with  regard  to  hospitals 
paying  salaries  to  physicians  for  staff  duties  and 
medical  work. 

Our  recommendation   is: 

1 — First,  it's  a  physician  responsibility  in  a  state 
in  an  emergency  room.  It  isn't  a  hospital  responsi- 
bility per  se. 

2 — In  the  last  meeting  of  the  House  of  Delegates, 
they  spelled  out  in  no  uncertain  terms,  that  the 
physician  himself  must  bill  for  the  work  he   does. 

3 — In  any  case  where  a  hospital  has  a  problem 
with  regard  to  whether  or  not  to  do  this,  the  AMA 
request  that  they  consult  and  do  this  only  after 
consulting  with  the  county  medical  society  and  if 
necessary,  with  the  component  state  society,  before 
taking  any  action. 

Now,  the  other  two  cases  that  have  come  to  my 
attention  with  regard  to  salaried  physicians,  have 
to  do  with  educational  work  in  the  hospitals  and 
in  the  clinics — nurse  and  intern  education. 

DR.  KOONCE:  I  am  involved  in  this  and  Dr. 
Patterson  spoke  to  me  about  it.  They  hired  this  man 
on  a  straight  salary  and  you  all  knowthere's  a  dearth 
of  personnel  in  emergency  rooms  in  many  hospitals. 

The  guidelines  which  have  been  set  up  by  the  AMA 
and  which  we  have  followed  in  New  Hanover  County 
is  that  the  services  in  an  emergency  room  can  be 
somewhat  rented  out  to  a  group  of  physicians  and 
that's  what  we  are  doing  now. 

We  have  two  already  hired. 

'*^?y  are  not  employees  of  the  hospital.  Ever^ 
cas3  they  see  they  put  a  bill  in  for.  The  bill  is  sent 
to  that  patient  on  their  letterhead  by  the  hospital. 
The  hospital  acts  as  a  collection  agency. 

They  pay  their  own  insurance  and  their  own  social 
security.  They  are  not  employees  of  the  hospital  in 
any  way,  shape  or  form,  except  that  they  come 
under  their  jurisdiction  of  their  various  and  sun- 
dry committees  of  the  hospital. 


They  have  a  minimum  guarantee  of  .$18,000  a  year. 

They  get  an  advance  of  $1500  a  month  on  that 
salary. 

If  their  services  are  more  than  $72,000 — we're 
hoping  to  have  foui- — they  will  get  that  divided 
amongst  themselves  with  a  ten  per  cent  deduction 
for  collection  services. 

That  has  been  approved  by  the  AMA  because  we 
have  written  to  them  and  it  has  been  approved  to  the 
local  county  medical  society,  so  there  is  a  way 
to  do  it  and  there's  a  crying  need  in  many  locali- 
ties. 

It  can  be  done  properly  without  violating  the 
priniciples    of    medical    practice. 

DR.  RAPER :  I  think  we  should  go  on  record 
against  hiring  of  physicians  by  hospitals  to  do  the 
work  that  should  be  done  by  the  regular  staff. 

I  think  if  the  staff  wants  to  hire  somebody,  that's 
a  totally  different  thing.  I'm  talking  about  the 
hospital  itself  and  the  Board  of  Trustees.  Where 
the  staff  has  taken  this  on,  this  responsibility  and 
handled  it  in  a  strictly  professional  way,  which  is 
good. 

PRESIDENT  PASCHAL:  As  I  understand  it, 
the  recommendation  of  Dr.  Raper  is  that  we  adhere 
to  AMA  stated  poicy  and  that  would  take  care 
of  this  consideration. 

Is  there  a  motion? 

DR.  GLASSON:  So  moved. 

DR.  BRIDGES:  Seconded. 

PRESIDENT  PASCHAL:  It  has  been  moved  and 
seconded  that  we  approve  the  recommendation  of 
Dr.  Raper. 

If  so,  all  in  favor  please  say  "aye";  opposed 
like  sign. 

The  motion  is  carried. 

Now,  the  Report  of  the  Committee  on  School 
Health  regarding  proposed  school  health  program 
aavisory  council  and  we'll  ask  Dr.  Koomen  if  he'll 
speak  to  this. 

DR.  KOOMEN:  Briefly,  there  is  a  school  health 
coordinating  program  set  up  between  our  group 
and  the  Department  of  Public  Instruction. 

Some  problems  have  arisen  in  the  discussions  be- 
tween the  two  organizations  and  it  was  suggested 
an  advisory  council  be  developed  to  aid  in  decision 
making. 

PRESIDENT  PASCHAL:  Do  you  have  a  recom- 
mendation to  the  Council,  Dr.  Koomen? 

DR.  KOOMEN:  That  we  delay  until  you  and 
I  have  an  opportunity  to  discuss  with  Dr.  Carroll 
the  situation. 

PRESIDENT  PASCHAL:  Criteria  and  guidelines 
for  a  comprehensive  regional  health  care  program  in 
Appalachia — Mr.  Barnes. 

MR.  BARNES:  This  is  excerpted  from  material 
dated  January  14th,  1966  dateline,  Washington, 
D.  C. 

The    Appalachian    Regional    Commission    today 

adopted  a  set  of  criteria  and  guidelines  to  assist 

in  the  administration  of  the  $69  million  health  care 
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program  under  the  Appalachian  Region  Develop- 
ment Act  of  1965. 

The  criteria  and  guidelines  were  submitted 
to  the  Commission  by  the  Appalachian  Advisory 
Council,  a  24  member  committee  of  health  ex- 
perts appointed  by  the  Commission  to  develop 
recommendations  for  a  comprehensive  regional 
health   care   program   in   Appalachia. 

The  Appalachian  Regional  Development  Act 
of  1965  authorizes  the  expenditure  of  $69  million 
of  federal  funds  to  be  used  with  state  funds  for 
the  construction  operation  of  multi— county  dem- 
onstration health  centers  in  twelve  state  regions. 

The  applachian  program  authorizes  .$400  mil- 
lion for  construction  funds  and  $28  million  in  oper- 
ating funds  for  Appalachian  Region  Health  Ser- 
vices. 

The  federal  share  for  construction  grants  may 
not  exceed  80  per  cent.  Operating  grants  may  be 
up  to   100  per  cent  in  federal  funds  for  the  first 
two  years  and  50  per  cent  for  the  years  thereafter. 
The  Health  Advisory  Committee  headed  by  Dr. 
Paul  A.   Miller  of  West  Virginia   University  will 
provide    continuing    advice    and    guidance    to    the 
Commission  on   Appalachian  health  matters. 
This  was  directed   to   Dr.   Paschal   and   the   Coun- 
cil  because  this  is  an  area  of  activity,  undoubtedly, 
which  is  going  to  involve  local  physicians  in   areas 
of  West  and  North   Carolina  and  the  thought  was, 
you  might  want  to  give  some  consideration  to  having 
some  people  act  for  the  Society. 

DR.  KOOMEN:  We  of  course  will  desperately 
need  the  cooperation,  and  help  and  support  of  the 
physicians  of  the  region  and  if  this  is  best  done  by  a 
committee  of  the  Soc-iety,  I  would  certainly  welcome 
that. 

PRESIDENT  PASCHAL:  Thank  you. 
Well,  we'll  accept  this  as  information  and  pass 
on  to  item  number  twenty-four,  under  Old  Business, 
(a)  is  a  progress  report  on  the  DeBakey  Program 
on  heart,  cancer  and  stroke,  which  is  actually  Pub- 
lic Law  89-2.39. 

I  might  give  you  the  information  that  your  rep- 
resentatives of  the  Medical  Society  and  the  three 
deans  have  continued  meeting.  An  excutive  Com- 
mittee has  been  appointed  with  the  agreement  of 
Governor  Moore,  for  the  participation  of  State 
Board  of  Health,  Hospital  Care  Commission,  and  the 
State   School  of  Public  Health. 

So  they  too  are  on  this  Executive  Committee,  or 
this  steering  committee. 

This  committee  is  to  have  a  meeting  next  Wednes- 
day— They  are  in  the  active  process  of  trying  to 
secure  a  first-class,  able  Executive  Director  who 
will  have  a  long-range  tenure,  we  think,  if  the  plan 
is   finally   approved. 

Possibly  on  Wednesday,  they'll  have  some  firm 
recommendation  about  an  Executive  Director. 

(Mr.  Barnes  read  a  letter  from  Dr.  Rachel  Davis 
regaridng    progress    in    establishing    a    Department 


of  family  living  within  the  State  Board  of  Health.) 

PRESIDENT  PASCHAL-.You've  heard  this  re- 
port from  Dr.  Davis.  What  is  your  pleasure? 

Is  there  a  motion  that  it  be  approved? 

DR.  BRIDGE R:   I  so  move. 

DR.  HARRY  H.  SVMMERLIN  [Councilor,  5th 
District]  :   Seconded. 

(The  motion   carried.) 

Under  item  twenty-five.  New  Business,  we  have 
listed  under  (a)  by-laws  committee  instructions  rela- 
tive to  revisions  on  divers,  non  ad  hoc,  committees  as 
to  functional  description  and  tenures. 

This  imposes  quite  a  job  on  the  Committee  on  Con- 
stitution and  By-Laws.  It  has  been  felt  that  the  func- 
tion, scope  and  mission  given  to  these  committees 
would  be  helpful. 

I  don't  know  whether  we  want  to  take  any  defini- 
tive action  on  this  at  this  time,  or  not. 

DR.  SHAFFNER:  Mr.  Chairman,  as  Chairman  of 
the  Constitution  and  By-Laws  Committee,  I  would 
request  that  perhaps  you  let  the  By-Laws  Commit- 
tee delve  into  the  problem  think  about  it  a  little  bit 
and  then  come  back  to  the  Council,  without  giving 
us  orders  to  come  up  with  anything,  any  particular 
recommendation  or  answer  on  proposed  changes  by 
the  next  meeting. 

PRESIDENT  PASCHAL:  I  think  that's  appro- 
priate. 

Without  objection  from  the  Council,  why,  we'll  ask 
the  Constitution  and  By-Laws  Committee  to  do  just 
that. 

Concerning  the  Committee  on  Child  Health  with 
relation  to  the  measles  immunization  program,  Mr. 
Hilliard. 

MR.  WILLIAM  N.  HILLIARD:  A  meeting  of  the 
Child  Health  Committee  was  held  in  Durham,  Jan- 
uary 25. 

The  purpose  of  the  meeting  was  a  discussion  of 
measles  vaccine  and  the  best  method  of  increasing 
its  use  throughout  the  state. 

After  lengthy  discussion,  the  committee  recom- 
mended: 

1.  That  members  of  the  Medical  Society  of  the 
of  the  State  of  North  Carolina  be  more  diligent 
in  urging  the  use  of  measles  vaccine  in  their  prac- 
tice. 

2.  That  the  measles  vaccine  furnished  by  the 
federal  government  be  allocated  to  the  various 
counties  of  the  state  on  a  population  basis; 

3.  That  there  be  a  public  education  campaign  by 
the  State  Health  Department  encouraging  measles 
immunization  for  the  childhood  population  in  North 
Carolina  and  that  the  Medical  Society  of  the  State  of 
North  Carolina  offer  its  endorsement  and  assistance 
to  such  a  campaign; 

4.  That  if  the  federal  allocation  is  not  sufficient 
to  meet  the  needs  of  the  indigent  population,  that 
state  funds  be  made  available  to  carry  out  this 
immunization; 

5.  That  the  State  Board  of  Health  in  its  publicity 
and    educational    campaign    urge    that    children    be 
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taken  to  their  physician  for  measles  immunization 
and  that  it  be  urged  that  those  families  without  a 
physician  secure  the  vaccine  at  their  local  health  de- 
partment. 

PRESIDENT  PASCHAL:   You  heard  this  report. 
DR.  GLASSON:   I  move  it  be  approved. 
(The  motion  carried.) 

A  message  to  me  by  Dr.   Davis,  a  pathologist  in 
Raleigh,   from   a   communication   he   had   with    Don 
Morris  who's  the  president  of   the   North   Carolina 
State  Society  of  Pathologists  and  the  message  is  this: 
Happy  with  existing  contracts  of  percentage  ar- 
rangements.   Not   in    agreement   with    position    of 
AMA  of  College  of  American  Pathologists. 
As  you  know,  the  College  and  the  American  Med- 
ical Association  have  a  different  attitude  about  the 
billing    of    individual    patients    by    pathologists    in 
hosptals. 

The  41  or  42  pathologists  in  North  Carolina  are 
members  of  the  Society  of  Pathologists  in  this  state 
and  the  opinion  I  read  comes  from  their  official 
spokesman. 

One  other  thing  I'd  like  to  report  to  you  is  an  ac- 
tion that  I  took  in  response  to  a  letter  from  Meade 
Johnson  Laboratories  in  which  they  state: 

With  the  aim  of  sponsoring  and  encouraging  the 
development  of  scientific  exhibits  of  high  quality 
Meade  Johnson  has  created  the  "Aescudapias 
Award"  designed  as  an  award  of  excellence  in 
concept  and  originance  of  scientific  exhibits  pres- 
entations at  annual  meetings  of  State  Medical 
Associations. 

Now,  under  the  terms  of  this  program,  the  most 
outstanding  scientific  exhibit  is  selected  by  a  com- 
mittee of  the  medical  society  and  in  our  case  it  would 
ba   Scientific   Exhibits   Committee. 

The  author  of  the  winning  exhibit  is  presented 
with  an  appropriate  certificate  which  is  for  the 
outstanding  scientific  exhibit  and  this  s  the  "Aescu- 
lapas  Award,"  and  they  propose  to  give  with  it  a 
cash  prize  of  $200. 

Now,  I  replied  that  the  Medical  Society  of  the 
State  of  North  Carolina  is  pleased  to  accept  their 
kind  invitation  to  participate  in  this  and  that  we 
would  designate  the  Committee  on  Scientific  Ex- 
hibits to  be  the  judge  of  that  procedure. 

To  further  comment,  the  final  program  for  the 
annual  meeting  has  been  completed. 

Now,  I  have  a  letter  from  the  president  of  the 
State  Medical  Society  of  Wisconsin  in  which  they 
state   they  are  in  their   125th  year. 

One  of  the  vigorous  projects  of  the  Society  is  the 
development  of  an  active  program  of  medical  his- 
tory and  that  is  not  bounded  by  any  state  or  na- 
tional line. 

We  would  like  to  accumulate  during  this  year 
letters  of  congratulations  to  the  Society  which 
may  be  permanently  bound  and  placed  in  our 
headquarters  at  Madison.  We  would  be  most 
grateful  to  you  if  you  would  provide  such  a  letter 
to  be  incorporated  in  this  volume  and  would  ap- 
preciate your  sending  it  to  the  attention  of  our 
secretary. 
Is  there  any  objection  that  that  be  done? 


DR.  WILLIAMS :  I  move  that  that  be  done. 

PRESIDENT  PASCHAL:  Mr.  Barnes,  I  think, 
would  like  to  comment  on  the  current  issue  of  the 
Journal. 

MR.  BARNES:  Under  the  guide  of  the  editorial 
board  the  decision  was  reached  last  September  to 
change  the  auspices  of  the  printing  of  the  North 
Carolina  Medical  Journal  effective  with  the  Jan- 
uary issue. 

Now,  this  will  be  on  your  desks  when  you  get  back 
home  and  I  would  hope  that  at  least  the  members 
of  this  Council  would  cast  a  critical  eye  on  the  qual- 
ity of  the  printing  and  the  reproduction  of  the 
ads  in  this  January  issue. 

It  has  come  out  on  schedule  with  the  new  printer 
after  some  difficulties  of  transition  and  we're  on 
schedule  for  February  and  it  looks  like  we're  coming 
out  probably  around  the  20th  of  the  month. 

DR.  SHAFFNER:  Mr.  President,  may  I  bring 
up  a  piece  of  new  business  for  about  thirty  sec- 
onds? 

PRESIDENT  PASCHAL:  Yes. 

DR.  SHAFFNER:  As  Councilor  for  the  8th  Dis- 
trict I  have   a  problem. 

We  have,  as  you  know,  stopped  having  district 
meetings.  Therefore,  there  is  no  organization  of  a 
district  society. 

The  district  society  presently  has  $300  in  the 
bank. 

We've  been  requested  by,  at  least,  Guilford  Coun- 
ty to  prorate  or  refund  the  money  to  the  societies 
who  have  contributed  this  money. 

There  is  no  officer  of  the  district  to  make  any 
decision  except  me  and  I  would  like  approval  of  the 
Council  to  so  do  and  also  to  ask  Mr.  Barnes  to  re- 
turn to  the  counties  any  money  that  might  have 
been  collected  as  8th  District  dues  as  many  of  them 
have,  and  I  would  so  move  that  Council  approve 
my  doing  that. 

PRESIDENT  PASCHAL:  You've  heard  his  mo- 
tion. Is  it  seconded? 

DR.   WILLIAMS:    Seconded. 

(The  motion  carried.) 

DR.  BEDDINGFIELD :  The  Council  has  previous- 
ly authorized  as  it  has  in  the  past,  a  trip  to  Wash- 
ington in  connection  with  the  Chamber  of  Commerce 
thing,  and  you  were  all  advised  by  letter  from  Mr. 
Barnes  that  the  Chamber  of  Commerce  public  af- 
fairs conference  was  called  off  on  somewhat  short 
notice  this  year  after  we  had  made  tentative  plans 
to  go. 

And,  we  have  had  some  inquiries  from  physicians 
from  within  our  own  membership,  from  AMA  Wash- 
ington office,  and  from  two  Congressmen  about  when 
are  we  going  to  Washington. 

I  would  like  to  propose  that  the  Council  leave  it 
up  to  the  Legislative  Committee  to  sponsor  a  journey 
to  Washington  at  a  cost  not  to  exceed  that  already 
approved,  at  $25  per  person. 

PRESIDENT  PASCHAL:  You've  heard  his  mo- 
tion. Is  there  a  second? 

DR.  BRIDGER:  Seconded. 

(The  motion  carried.) 

[The  meeting  adjourned  at  four-seven  o'clock.] 
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SATURDAY  MORNING   SESSION 
April  30.   19tiB 

The  regular  annual  meeting  of  the  Executive  Council 
of  the  Medical  Society  of  the  State  of  North  Carolina 
held  in  the  Grove  Room  o.'  the  Battery  Park  Hotel. 
Asheville,  North  Carolina,  convened  at  9:15  a.m..  Dr. 
George  W.  Paschal.  Jr.,  President  of  the  Society,  pre- 
siding. Dr.  John  L.  McCain  gave  the  invocation. 

iRoIl  call.  I  'A  quorum  was  declared  present.'  'On 
motion  by  Dr.  Beddingfield  reading  of  the  minutes 
was  dispensed  with,  i 

I  The    motion    was    seconded    by    Dr.    Williams,  i 

I  The  motion  was  put  to  a  vote  and  carried.' 

PRESIDENT  PASCHAL:  We  will  have  the  E.xecutive 
Council  report.  Item  4.  Report  of  the  Executive  Com- 
mittee of  the  Council,  the  April  9th  meeting. 

MR.  BARNES:  That's  been  distributed  to  everybody. 

Items  1  and  2  do  require  consideration.  The  first 
two  items  on  this  addendum  agenda  are  instructions 
to  the  Headquarters  Office  with  reference  to  dues  to 
two  members.  The  third  item  is  the  resolution  of  the 
Academy  of  General  Practice,  and  the  fourth  item 
was  the  problem  of  the  Attorney  General's  ruling  with 
reference  to  the  serving  of  alcoholic  beverages,  and  I 
think  sort  of  being  adjusted  in  the  interim. 

Item  5  was  the  indication  of  the  State  Board  of 
Health  that  the  Governor  had  instructed  the  State 
Board  of  Health  to  write  a  plan  for  the  administra- 
tion of  Title  19. 

Number  6  was  membership  status  of  Annie  V. 
Scott,  and  as  a  result  of  that,  it  was  referred  to  the 
Councilor  of  the  8th  District,  and  he  has  a  report 
to  the  House  of  Delegates  recommending  her  for 
Honorary  Membership  in  the  State  Society,  and  that 
will  come  before  the  Council. 

DR.  EDGAR  T.  BEDDINGFIELD.  JR.:  Are  you 
sure  about  Number  5?  What  you  said  and  what  you 
read'? 

MR.  BARNES:  Oh  yes,  that's  in  reference  to  the 
Relative  Value  Scale  1961.  We  had  been  requested 
by  the  Children's  Department,  which  is  the  Division 
of  Personal  Health  Services,  to  furnish  them  with 
copies  of  tiie  1961  Relative  Value  Scale,  as  they 
wanted  to  postulate  a  revision  of  their  crippled  chil- 
dren's fees  based  on  that. 

I  had  no  authority  to  distribute  that,  and  I  took 
it  to  the  E.xecutive  Committee,  and  they  backed  me  in 
instructing  the  State  Board  of  Health  that  they  could 
not  have  the  1961  Relative  Value  Scale.  They  have 
been  furnished,  of  course,  with  a  1965  adoption  of  the 
Relative  Value  Scale. 

PRESIDENT  PASCHAL:   Number  7. 

MRS.  LARUE  KING:  That's  the  bulletins  that  are 
distributed  quarterly  to  the  State  Board  of  Health. 
.Anybody  can  get  it  if  they  want  to  get  on  the  mailing 
list. 

PRESIDENT  PASCHAL:  It  was  indicated  that  these 
things  were  available  to  anybody  who  wanted  them 
on  request. 

We  will  go  to  Number  III.  Referred  to  the  Council 
with   recommendations   the   request    of   Dr.    Marianne 


Breslin  regarding  the  Medical  Society's  financial  sup- 
port for  Symposium  on  Sexual  Problems.  May  21  and 
22.  1966.  She  is  a  member  of  the  Committee  on  Mar- 
riage Counselling. 

MR.  BARNES:  I  might  say  that  this  is  a  repeat 
program,  more  or  less,  sponsored  by  the  Committee 
on  Marriage  Counselling  to  be  held  in  May  of  this 
.vear,  and  last  year  the  Council  was  called  on  for  a 
special    contribution    to    that,    and    it    was    voted. 

Last  summer,  in  the  preparation  of  the  budget,  we 
communicated  with  Dr.  Rachel  Davis  with  reference 
to  the  need  for  funds  in  1986.  and  for  sometime  we 
had  no  answer.  And  finally  with  a  telephone  call  she 
indicated  she  did  not  contemplate  any  need  for  a 
budget  this  year. 

So  the  Committee  on  Finance,  when  they  reached 
thai  item  in  the  fall,  simply  allocated  a  $100  general 
allocation,  which  went  into  general  committees,  and 
that's  the  only  fund  that  we  have  with  authority  to 
expend  for  this  committee. 

This  program  is  coming  up.  and  I  understand  that 
they  have  some  drug  houses  that  are  helping  with 
the  sponsorship  of  it.  but  it's  going  to  cost  somewhere 
in  the  neighborhood  of  $2,700.  and  they  wanted  about 
$500  contribution  from  the  Medical  Society  in  support 
of  that  program.  Of  course.  I  have  indicated  the  only 
thing  I  can  do  is  bring  it  to  the  Council  and  get 
your  authority. 

The  program  last  year  was  very  well  attended,  and 
from  all  the  evaluations  that  I  have  heard,  it  was  a 
remarkable  program,  and  the  plans  of  the  present 
practical  committee  for  this  year  have  worked  out 
this  program  in  considerable  detail,  and  I  think  it  would 
probably  be   a  repeat  type  of  undertaking. 

I  see  no  reason  why  the  Councilors  should  not  sup- 
port it,  having  established  the  principle  last  year,  but 
we  can't  pay  out  money  we  are  not  authorized  to 
pay  out. 

DR.  T.  S.  RAIFORD:  Mr.  President,  before  making 
a  motion,  I  would  just  like  to  express  this  one  view, 
that  it  is  a  dangerous  precedent  to  let  someone  come 
up  at  the  eleventh  hour  and  ask  for  a  specific  amount 
of  money.  When  they  have  gone  through  the  regular 
channels,  we  have  done  all  we  could  to  try  to  get 
this,  and  we  did  not  get  a  request  until  after  the 
Finance  Committee's  report  was  made  and  the  budget 
set  up. 

I  think  it  might  be  well  to  give  a  token  additional 
contribution  or  allocation,  but  I  would  not  be  in  favor 
of  the  full  $500. 

PRESIDENT  PASCHAL:  You  have  heard  Dr.  Rai- 
ford's  remarks.  Is  there  any  other  discussion  or  any 
motion  about  the  action  that  we  should  take? 

DR.  McCAIN:  'What  about  an  alternative,  one  that 
would  be  participating  up  to  $500?  If  they  need  this 
much— sometimes  they  go  over  on  these  programs, 
and  if  they  have  an  overage,  we  don't  want  to  partici- 
pate in  any  overage. 

DR.  BENTON:  Couldn't  you  tell  them  that  be- 
cau.se  it's  not  in  the  budget  we  could  not  authorize 
it  this  year,  but  we  do  support  what  they're  doing; 
and  if  they  are  unable  to  carry  on  otherwise,  we  will 
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make  every  effort  to  bail  them  out  up  to  $500. 

PRESIDENT  PASCHAL:  You  have  heard  the  sug- 
gestion of  the  Chairman  of  the  Finance  Committee. 
Is  there  a  motion  to  the  effect  of  what  he  said? 

DR.  HARRY  H.  SUMMERLIN:  I  make  such  a  motion. 

(The  motion  was  seconded  by  Dr.  Bridger.  i 

PRESIDENT  PASCHAL:  It  has  been  moved  and 
seconded.   Is   there  discussion? 

AU  in  favor  please  say  "aye":  opposed,  like  sign. 
Carried. 

For  your  information,  I  suppose  all  ox  you  have  this, 
but  for  those  of  you  who  don't,  there's  going  to  be  a 
breakfast  Tuesday  morning  at  which  Isadore  Rubin 
is  going  to  speak,  and  the  subject  will  be  "Sex  for 
Breakfast." 

DR.  BEDDINGFIELD:  Is  the  speaker  a  doctor  of 
medicine? 

MRS.  KING:   A  Ph.D,  Editor  of  Sexology  Magazine. 

DR.  WILLIAMS:  I  note  with  interest  that  this  maga- 
zine he  is  editor  of  is  in  the  pornography  section  of 
the  bus  station  newsstand,  and  I  had  a  funny  feeling 
inside  when  I  discovered  that  and  saw  this  program;  but 
I  will  leave  it  there  with  no  further  comment. 

DR.  McCAIN:  There  is  no  en:lorsement,  just  be- 
cause he's  here  on  a  program. 

PRESIDENT  PASCHAL:   Not  at  all. 

We  will  go  to  Item  8,  Section  i  a  > ,  and  ask  for  the 
Administration  report  by  Dr.   Benton. 

DR.  BENTON:  Mr.  President,  I  have  no  further 
report  to  make. 

PRESIDENT  PASCHAL:  Secondly,  under  Item  6, 
sub-item  <h).  Editorial  Board  of  the  North  Carolina 
Medical  Journal.  Dr.  Nicholson  is  here,  and  he  is 
Chairman  of  the  Editorial  Board,  and  we  will  ask  him 
to  give  his  report  at  this  time. 

DR.  NICHOLSON:  Dr.  Paschal,  Members  of  the 
Council:  We  had  our  annual  meeting  last  evening.  All 
were  present  except  one. 

Requests  have  come  to  our  Editor  several  itmes  about 
the  pubUcation  of  a  biography,  or  a  second  obituary  is 
what  it  amounts  to,  on  some  of  the  outstanding  mem- 
bers of  the  Society  who  died  during  the  past  year. 
This  essentially  is  writing  two  obituaries,  and  it  be- 
comes a  httle  embarrassing  to  us  at  times. 

So  we  recommend  to  the  Council  and  to  the  Society 
that  by  some  means,  and  in  some  way,  a  list  of  the 
deaths  would  be  pubUshed  monthly,  or  every  two 
months,  to  be  in  alphabetical  order,  with  a  short 
sketch  as  to  where  they  were  born,  where  they  prac- 
ticed, and  something  about  their  contributions,  not  to 
exceed  over  three  or  four  Unes. 

This  is  in  keeping  with  the  list  of  the  deaths  in  the 
American  Medical  Association.  I  think  it  would  save  a 
great  deal  of  embarrassment  on  everyone's  part 
rather  than  to  try  to  publish  the  obitiuaries  as  we  have 
in  the  past. 

The  method  by  which  these  names  will  be  ob- 
tained will  be  quite  difficult,  and  we  will  have  to  put 
it  on  the  basis  of  the  local  county  society  reporting  to 
the  Editorial  Offices  in  Winston-Salem.  I  think  that 
win  demand  a  certain  amount  of  legislation  on  the  part 


of  the  Society.  I  don't  know  that  our  committee  can 
necessarily  rule  on  this. 

Another  item  for  information  is  that  the  decision  was 
made,  and  it  has  been  set  by  precedent,  to  pubhsh 
special  numbers  commemorating  events  or  subjects,  or 
people. 

One  Journal  will  be  given  over  to  the  Robert  A. 
Ross  Obstetrics  and  Gynecological  Society  for  publica- 
tions commemorating  Dr.  Ross.  This  has  been  done 
in  the  case  of  Dr.  Menzies,  Dr.  Davidson,  and  Dr. 
McKnight. 

There  will  be  a  psychiatric  edition  at  a  later  date 
too. 

Dr.  Graham's  resignation  was  accepted  by  the  Edi- 
torial Board  members;  Dr.  Robert  A.  Ross  was  ap- 
pointed to  fill  out  his  unexpired  time,  and  we  will, 
on  Wednesday,  nominate  Dr.  Ross  for  a  new  term  of 
foui-  years,  and  we  will  nominate  Dr.  Prichard 
for  another  four-year  term.  He,  as  you  recall,  is  our 
Editor. 

Mr.  Barnes  and  Mr.  Pace  assure  us  that  we  are 
sound  financially. 

The  last  item.  We  were  requested  to  publish  the 
address  of  Dr.  Leo  Jenkins  to  the  Guilford  County 
Medical  Society,  and  our  decision  was  that  until  the 
Medical  Society  had  formulated  a  policy  and  had  ap- 
proved or  disapproved,  we  did  not  feel  that  we  were, 
from  the  standpoint  of  the  pubhcation  of  the  Society, 
able  to  publish  such  controversial  subjects  in  the 
Journal  as  a  lay  person's  address.  This  will  not  be 
published  in  the  foreseeable  future. 

PRESIDENT  PASCHAL:   Thank  you,  Dr.  Nicholson. 

Are  there  questions  that  you  would  like  to  direct 
to  Dr.  Nicholson  regarding  his  report? 

MR.  BARNES:  I  might  make  this  inquiry  of  Dr. 
Nicholson. 

With  these  special  issues,  it's  usually  an  experience 
that  they  run  much  above  the  page  quantity  for  that 
particular  issue,  and  that  these  sponsoring  organiza- 
tions usually  take  care  of  tlie  cost  of  the  pages  in 
excess  of  the  normal  rate  of  pages  appearing  in  that 
particular  issue. 

DR.  NICHOLSON:  These  individuals  have  been  so 
informed,  to  get  in  touch  with  your  office  for  the 
expense  over  that  incurred  in  the  publication  of  that 
particular  issue.  So  they  will  meet  all  the  expenses 
above  that. 

PRESIDENT  PASCHAL:  Any  other  questions?  Is 
there  a  motion  that  the  report  be  accepted? 

I  Such  motion  was  made  by  Dr.  Raper  and  seconded 
by  Dr.  McCain.  > 

PRESIDENT  PASCHAL:  Any  further  discussion?  If 
not,  all  in  favor  please  say  "aye":  opposed  like  sign. 
Carried. 

Now  we  will  continue  with  Item  6,  sub-item  ia>.  and 
we  will  have  a  report  from  Dr.  Schoenheit  of  the  Com- 
mittee on  Constitution  and  By-laws. 

DR.  E.  W.  SCHOENHEIT:  Mr.  President,  this  report 
was  to  be  presented  by  Dr.  Shaffner  who  could  not  be 
here  today,  but  will  be  here  for  the  meeting  of  the 
House  of  Delegates.  He  asked  me  to  make  it  for 
him,   and   I   believe   that   you   have   copies   of  this   in 
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your  portfolio.  It  might  be  advisable  to  follow  along, 
as  some  of  these  things  are  quite  important,  as  I 
read  it. 

Report  of  the  Committee  on  Constitution  and  By- 
Laws  to  the  House  of  Delegates.  May  1.  1966.  Ashe- 
ville.  N.  C. 

This   change   was   proposed   and   presented  to   the 

House   of   Delegates   last   year   and   along   with   the 

By-Law  changes  of  last  year  will  assure  that  only 

the  active  physician  members  of  component  county 

societies  shall  be  the  active  members  of  the  State 

Society. 
Amend  Article  IV.  Section  2  of  the  Constitution  by 

inserting    between    the    words    "the    members"    the 

word  "active." 
The   Section   will   then   read: 
"Active  members  of  this  Society  shall  be  the  active 

members  of  the  component  societies,  and  those  phy- 
sicians who  are  admitted  by  the  Executive  Council 

as  hereinafter  provided." 

DR.  STYRON:  This  needs  some  explanation.  The 
change  really  means  heretofore  members  could  be  taken 
into  the  Society  when  they  were  not  taken  into  com- 
ponent societies.  This  means.  I  take  it,  that  if  the 
Executive  Council  votes  a  member  into  the  Society, 
he  then  becomes  a  member  of  the  component  society; 
isn't  that  what  it  means? 

PRESIDENT  PASCHAL:   No.  I  don't  think  so. 

Mr.  Anderson,  do  you  want  to  speak  to  this? 

MR.  ANDERSON:  "The  active  members  of  this 
Society"  means  it  shall  be  composed  of  the  active 
members  of  the  component  society.  It  doesn't  mean  an 
active  member  of  the  State  Society  shall  be  an  ac- 
tive member  of  the  component  society. 

DR.  STYRON:  1  think  you  can  get  some  argument 
on  that  in  the  way  it's  worded:  I  really  do. 

DR.  RAIFORD:  That's  all  I  was  going  to  say.  I 
think  the  intent  of  the  motion  has  been  lost  here.  This 
was,  in  a  sense,  to  take  some  of  the  component  socie- 
ties off  the  hook  if  for  some  reason  or  other  they  did 
not  see  fit  to  admit  to  active  membership  in  the 
county  society.  That  would  not  jeopardize  their  eUgi- 
bility  for  active  membership  in  the  State  Society.  I 
think  it  is  so  svorded  there. 

MR.   ANDERSON:    That's   correct. 

DR.  RAIFORD:  I  think  the  wording  is  sufficiently 
cleai",  because  it  says  "and  those  physicians  approved 
by  the  Executive  Council."  It  means  if  he  is  an  asso- 
ciate member  or  member  of  a  component  medical  so- 
ciety, the  Executive  Council  can  then  approve  him 
as  an  active  member  of  the  State  Society. 

DR.  BEDDINGFIELD:  I  think  it  might  help  speed 
the  action  of  the  House  of  Delegates,  and  I  would 
like  to  make  a  motion  that  Council  endorse  this  change 
and   recommend   it  to  the   House  of  Delegates. 

PRESIDENT  PASCHAL:  You  have  heard  Dr.  Bed- 
dingfield's  motion. 

DR.   RAIFORD:   I'll  second  it. 

PRESIDENT  PASCHAL:  It  has  been  moved  and 
seconded.  Is  there  further  discussion? 

DR.  FRANK  W.  .JONES:  Something  that  might  be 
of   a   little   interest.    Under   Section   5   of   Chapter  X'V 


of  the  county  societies,  it  reads  as  follows:  "These 
county  societies  shall  be  the  judge  of  the  qualifica- 
tions of  its  own  members,  but  said  society  to  the  por- 
tals of  this  Society  and  the  AMA,  only  applicable  and 
legally  registered  physicians  who  are  practicing  or 
will  agree  to  practice  nonsectarian  medicine  shall  be 
admitted  as  active  members." 

Then  an  amendment  "The  county  society  must- 
may— admit  other  members  on  such  basis  of  qualifi- 
cation as  it  may  determine." 

Doesn't    that    tie    the    whole   picture    into   the    word 
"active?" 
PRESIDENT  PASCHAL:  I  think  it  does. 
Are  you  ready  for  the  question?  All  in  favor  please 
say    "aye";    opposed,    like   sign.    Carried. 
Dr.  Schoenheit,  will  you  proceed? 
DR.   SCHOENHEIT:    We  now  come  to  a  change  in 
the  By-Laws: 

These  proposed  changes  are  presented  today  but 
must  lay  on  the  table  one  day  i  until  the  meeting  Tues- 
day, May  31  before  a  final  vote  is  taken,  a  majority 
vote  being  required  for  passage.  Item  1: 

Amend  Chapter  VI.  Section  of  the  By-Laws  by 
changing  the  words  "Assistant  Executive  Secretary" 
changes  the  wording  to  make  it  consistent  with  other 
to  "Assistant  Executive  Director."  This  merely 
wording  in  the  section  describing  the  duties  of  the 
Executive  Director  and  his  assistant. 

Item  2:   The  Secretary  of  the  Society  and  each  of 
the   Councilors   and   'Vice-Councilors   are   elected   for 
terms  of  three  years.  Provision  has  been  made  that 
the    Vice-Councilor    shall    succeed    to    the    office    of 
Councilor  should  the  incumbent  Councilor  for  any  rea- 
son be  removed  from  office.  No  provision  has  here- 
tofore been  made  to  fill  any  vacancy  in  the  offices  of 
Secretary   or   of   any   of  the   Vice-Councilors   should 
it  occur  between  meetings  of  the  House  of  Delegates, 
nor  more  often  than  every  three  years. 
The    following    three    proposed    changes    would    em- 
power the  Executive  Council  to  fill  any  such  vacan- 
cies until  the  next  meeting  of  the  House  of  Delegates 
and  would  instruct  the  Committee  on  Nominations  to 
submit   to   that   next   meeting  of  the   House   of   Dele- 
gates names  of  nominees  to  fill  the  unexpired  terms  of 
those  vacant  offices. 

Amend  Chapter  V.  Section  2  by  adding  to  the  last 
sentence  so  that  it  will  read: 

"The  nominations  for  the  ten  i district)  Council- 
ors and  ten  ( district  i  Vice-Councilors,  and  the  Sec- 
retary shall  be  made  each  third  year,  except  that 
nominations  shall  be  made  in  any  year  as  necessary 
to  fill  the  unexpired  terms  of  any  such  offices  that 
may  have  become  vacant  since  the  last  meeting 
of  the  House  of  Delegates." 

Amend  Chapter  VI.  Section  4  by  adding  this  sen- 
tence: 

"In  the  case  of  death  or  removal  of  the  Secretary, 
the  Executive  Council  shall  appoint  an  Acting  Secre- 
tary to  serve  until  the  next  meeting  of  the  House  of 
Delegates,  at  which  time  the  House  shall  elect  an  elig- 
ible member  to  fill  the  unexpired  portion  of  the  term 
of  Secretary." 
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Amend  Chapter  VIII,  Section  1  by  adding  the 
following: 

"Upon  the  death,  resignation,  or  removal  of  a 
Vice-Councilor,  or  upon  his  succession  to  the  office 
of  Councilor,  the  Executive  Council  shall  appoint 
an  Acting  Vice-Councilor  to  serve  until  the  next 
meeting  of  the  House  of  Delegates,  at  which  time 
the  House  shall  elect  an  eligible  member  to  fill  the 
unexpired  portion  of  the  term  of  the  Vice-Councilor. 
If  an  acting  Vice-Councilor  succeeds  to  the  office 
of  Councilor  he  shall  serve  in  like  manner  until  the 
next  meeting  of  the  House  of  Delegates." 
Item  3:  The  Insurance  Industry  Liaison  Committee 
has  been  an  active  working  committee  of  the  Society 
since  1959,  but  it  has  to  date  had  no  standing  com- 
mittee status,  being  appointed  from  year  to  year 
at  the  pleasure  of  the  president.  Because  of  the 
increasing  importance  of  such  a  committee  in  repre- 
senting the  Society  and  its  individual  members  to  the 
various  health  insurance  companies,  it  is  recom- 
mended that  it  be  given  standing  committee  status  in 
the  By-Laws 

The  following  changes  are  therefore  recommended: 
Amend  Chapter  X,  Section  2  by  inserting  the  follow- 
ing in  the  Ust  of  standing  committees: 

"A  committee  on  Insurance  Industry,"  and  furth- 
er 

Amend  Chapter  X  by  adding  a  new  section: 

"Section  21:  A  Committee  on  Insurance  Industry, 
appointed  by  the  president,  shall  consist  of  a  chair- 
man and  at  least  fifteen  members  representing  as 
well  as  possible  all  geographic  areas  of  the  State 
and  aU  subdivisions  of  medical  practice.  It  shall 
be  the  purpose  and  the  duty  of  this  committee,  sub- 
ject to  the  authority  of  the  Executive  Council  and 
the  House  of  Delegates,  to  represent  and  act  for  the 
Society  in  all  matters  affecting  the  relationship  of  the 
Society  and  its  membership  with  all  commercial 
health  insurance  companies.  It  may  organize  itself 
into  as  many  subcommittees  as  necessary  for  its  func- 
tions, and  one  of  these  shall  be  the  Medical  Section 
of  the  North  Carolina  Insurance  Claims  Review  Ser- 
vice. 

The  actions  of  this  committee  shall  not  usurp  the 
functions  of  other  committees  of  the  Society  as  herein 
provided,  upon  request  of  any  such  committee  and 
with  approval  of  the  president,  this  committee  may 
assume  such  overlapping  duties  and  functions  as 
may  involve  the  commercial  health  insurance  com- 
panies. The  committee  shall  present  and  promote 
to  the  health  insurance  industry  the  viewpoint  of 
medicine  on  matters  involving  the  two  disciplines  and 
shall  effect  a  continuous  liaison  with  the  industry  in 
matters  relating  the  best  interests  of  the  public. 

Your  Constitution  and  By-Laws  Committee  has  con- 
sidered a  recommendation  that  the  continuous  tenure 
of  a  member  on  any  specific  committee  be  limited  to 
a  specified  number  of  years,  so  that  the  work  of  the 
Society  may  be  shared  by  more  members.  While 
recognizing  the  merits  of  this  proposal,  your  com- 
mittee also  sees  that  experienced,  knowledgeable, 
and  interested  members  might  thereby  be  forced  off 


a  committee  at  a  time  they  can  and  are  willing  to 
contribute  much.  A  blanket  limitation  on  tenure 
could  be  a  detriment  to  good  committee  function. 
Except  as  specifically  provided  in  the  By-Laws,  the 
president  has  the  prerogative  of  appointing  commit- 
tee members  each  year,  and  it  would  appear  to 
your  committee  that  the  president  should  have  the 
opportunity  to  change  or  retain  committee  members 
as  would  best  serve  the  Society.  We,  therefore,  do  not 
recommend  any  limitation  on  tenure  at  this  time, 
but  would  encourage  comments  from  delegates  and 
the  membership  at  large  for  future  consideration. 
PRESIDENT  PASCHAL:  Thank  you  very  much.  Dr. 
Schoenheit. 

You  have  heard  this  report  and  the  recommendations, 
and  the  proposals.  Is  there  a  motion  that  these  be 
accepted? 

I A  motion  of  acceptance  was  made  by  Dr.  Duck  and 
seconded  by  Dr.  Summerlin.) 
PRESIDENT  PASCHAL:  Discussion? 
DR.  McCAIN:   In  a  questionnaire  that  was  sent  out 
this  year  regarding  the  formation  of  new  committees 
for  next  year,   there  was   a  comment   about  whether 
you  thought,  whether  the  Chairman  of  the  Committee 
felt   that   this   committee   should   have   standing   com- 
mittee status.  I  was  wondering  if  that  would  be— later 
on,   if   this   is   adopted   today,    would   there   be   some 
further  consideration  of  this?   Maybe  there  would  be 
a   number   of   committees   on   this,    involved   in   this, 
to  be  brought  in  together  at  one  time. 
I  wonder  what  Dr.  Jones  would  have  to  say. 
DR.  JONES:  Am  I  permitted  to  speak  to  that? 
PRESIDENT  PASCHAL:   Will  you  please? 
DR.    JONES:    The    questionnaire    was    sent    to    all 
committee    chairmen    of    Dr.    Paschal's    administra- 
tion more  to  get  information  for  the  President-elect 
than  anything  else. 

The  question  at  the  top  "Was  your  committee  Consti- 
tution provided?  y-Laws  provided?  Did  it  have  stand- 
ing committee  status?  There  were  actually  thirteen 
standing  committees  in  the  Society.  There  were  some 
listed  in  the  By-Laws  that  do  not  have  standing  com- 
mittee status. 

Now  in  direct  answer  to  your  question,  this  possibly 
could  be  an  opening  to  a  re-evaluation  of  which  com- 
mittee should  have  standing  committee  status. 
PRESIDENT  PASCHAL:  Is  there  further  discussion? 
MR.  BARNES:  I  might  say  with  reference  to  this 
final  paragraph  in  the  report,  Mr.  President,  about 
the  involvement  of  the  membership,  that  we  were 
interested  sometime  ago  in  making  a  tally,  and  that 
there  are  some  700  positions  in  the  State  Society  in- 
volving the  membership.  We  were  a  little  bit  amazed 
at  that. 

PRESIDENT  PASCHAL:  That's  a  fairly  sizable  rep- 
resentation. 
Is  there  any  further  discussion  on  this  point? 
If  not,  are  you  ready  for  the  question?  All  in  favor 
please  say   "aye":    opposed,   like  sign.   Carried. 
Now  this  concludes  Dr.   Schoenheit's   report. 
DR.  BEDDINGFIELD:   May  I  raise  one  thing,  smce 
the  report  has  been  voted  on? 
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We  have  discussed  for  many  years,  in  the  work 
(il  ihe  Const I'.uiion  and  By-Laws  Committee,  the  directive 
from  the  State  Society  that  county  societies  Constitu- 
tion and  By-Laws  with  the  State  Society,  and  unless 
I  am  mistalcen.  probably  less  than  half  of  the  component 
county  societies  have  on  file  in  the  headquarters  office 
a  copy  of  their  Constitution  and  By-Laws. 

I  think  that  this  might  become  very  important  with 
the  change  and  complexion  of  our  membership.  I 
could  even  conceive  a  situation  whereby  if  some  legal 
action  might  come  up  at  times  against  the  county  so- 
ciety who  didn't  choose  to  admit  all  members,  that 
the  State  Society  not  be  a  party  to  such  a  legal  ac- 
tion  unwillingly. 

I  believe  that  we  ought  to  do  everything  that  we  can 
in  the  leadership  of  the  State  Society  to  see  that  each 
county  society  has  an  updated  Constitution  and  By- 
Laws  thai  they  understand. 

I  believe  the  leadership  could  properly  be  provided 
by  our  Committee  on  Constitution  and  By-Laws,  per- 
haps to  the  extent  of  compiling  a  model,  suggested 
draft  of  a  component  county  constitution  and  by- 
laws, send  it  to  those  who  do  not  have  it,  and  ask 
them  to  act  on  it,  modify  it  anyway  they  want  to,  and 
return  it  to  State  Society  headquarters.  I  believe  this 

PRESIDENT  PASCHAL:  We  would  urge  that  the 
Committee  on  Constitution  and  By-Laws  explain  this  to 
the  various  county  societies  and  urge  their  cooperation. 

PRESIDENT  PASCHAL:  It  has  come  to  my  attention 
through  the  Speaker  of  the  House  of  Delegates  that 
we  have  actually  been  out  of  order  in  the  election 
of  members  to  the  Board  of  Medical  Examiners,  and 
possibly  to  other  boards  in  the  past  few  years,  in  that 
this  election  has  been  held  in  the  third  general  ses- 
sion. 

I  will  ask  Mr.  Barnes  to  read  the  section  that  desig- 
nates the  time  of  election  for  these  people,  and  we'll 
talk  about  it  further  after  that. 

MR.  BARNES:  Article  IX.  Section  1.  The  election 
shall  be  held  on  the  second  day  of  the  annual  meeting, 
and  the  balloting  shall  continue  until  the  required  num- 
ber is  elected." 

Then  Section  3:  "The  seven  elected  members  of 
the  Editorial  Board  of  the  North  Carolina  Medical 
Journal  shall  be  elected  by  ballot  in  the  scond  gen- 
eral session  at  the  annual  meeting  as  follows:  Three 
for  a  period  of  four  years,  two  for  a  period  of  three 
years,  and  two  for  a  period  of  two  years.  The  ballot- 
ing shall  continue  until  the  entire  number  is  elect- 
ed   " 

The  problem,  if  I  may  comment,  is  that  this  was  writ- 
ten many  years  ago,  and  I  will  first  say  that  during 
those  years  after  it  was  written,  the  Society  had  two 
may  become  very  important  to  us  at  some  foreseeable 
time  in  the  future. 

general  sessions,  the  first  and  the  second.  Usually 
the  House  of  Delegates  met  on  Monday,  and  the  first 
general  session  was  on  Tuesday,  and  the  second  general 
session  was  on  Wednesday. 

About  1961.  this  was  changed  to  establish  a  general 
session  for  Monday,  and  the  Committee  on  Scientific 
Works    in    designing    the    program    labeled    Monday 


as  the  first  general  session.  Tuesday  as  the  second, 
and  Wednesday  as  the  third:  and  the  staff  had  always 
assumed  that  you  elected  them  at  the  final  general 
session,  and  so  the  elections  have  been  held  each 
election  year  that  these  two  boards  were  involved  on 
Wednesday,  rather  than  on  Tuesday,  which  is  the 
second  meeting  of  the  general  sessions. 

PRESIDENT  PASCHAL:  This  year  they  are  scheduled 
to  be  elected  on  the  same  day.  We  have  not  been  com- 
plying with  the  letter  of  the  law.  so  to  speak,  but  I 
wanted  to  bring  this  to  the  Council,  and  I  believe  it 
would  be  in  order  to,  at  this  time,  have  the  Committee 
on  Constitution  and  By-Laws  submit  a  change  that 
would  rectify  this,  and  that  it  would  be  considered  at 
this  present  meeting  as  well. 

MR.  BARNES:  Since  they  are  Articles,  it  would 
take  a  year  to  do  it. 

PRESIDENT  PASCHAL:  It  would  be  presented  this 
year  and  lie  over  for  a  required  time. 

DR.  RAIFORD:  Mr.  President,  I  would  therefore 
move  that  the  Council  recommend  to  the  Constitution 
and  By-Laws  Committee  to  make  two  changes  in  Article 
IX,  Section  1  and  in  Section  3.  Change  "second  day"  to 
'last  day."  This  is  a  recommendation  to  the  Constitution 
and  By-Laws  Committee. 

I  The   motion   was  seconded   by   Dr.    Bridger.  i 

Is  there  any  further  discussion?  I  just  wanted  to 
be  in  a  position  of  trying  to  conform  to  the  Constitution 
and  By-Laws,  and  I  was  aware  that  we  were  out  of 
order. 

Are  you  ready  for  the  question?  All  in  favor  of  Dr. 
Raiford"s  motion  let  it  be  known  by  saying  "aye": 
opposed,  like  sign.  Carried. 

MR.  ANDERSON:  If  you  wanted  to.  Mr.  President 
you  could  just  call  for  a  motion  to  postpone  the 
election,  suspend  the  By-laws  on  Tuesday,  and  have 
the  election  Wednesday  as  published,  and  then  no- 
body would  raise  any  question  about  it. 

PRESIDENT  PASCHAL:  We'll  go  back  to  Item 
No.  4.  subsection  III.  item  No.  '2K  which  has  to  do 
with  the  Committee  on  Headquarters  Facility. 

MR.  BARNES:  I  don't  believe  Dr.  Rose  is  here. 

PRESIDENT  PASCHAL:  I  talked  with  Dr.  Hewitt 
Rose  last  night  by  phone,  and  he  gave  me  information 
which  Mr.   Anderson  also  has  with  him. 

The  Committee  on  Headquarters  Facility  has  met 
on  at  least  two  occasions  recently  to  consider  the 
acquisition  of  certain  property  for  a  headquarters 
facility. 

As  was  brought  to  the  attention  of  the  Executive 
Committee  at  their  last  meeting,  we  talked  to  the 
Headquarters  Facility  Committee  about  the  property 
on  which  we  hold  an  option.  Explorations  have  been 
made  about  this  matter.  Consultations  have  been  car- 
ried on  with  those  who  knov\-  what  the  state's  plans 
are,  and  we  are  informed  that  the  property  which  we 
do  have  an  option  on  is  in  an  area  which  the  state 
plans  eventually  to  utilize,  and  they  have  been  auth- 
orized to  make  acquisition  of  this  property  eventually, 
when  it  might  become  available. 

My  own  investigation  led  me  to  understand  that  this 
property  might  not  be  used  for  forty  years,  it  might 
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not  even  be  used  for  75  years.  But  they  did  intend  to 
incorporate  this  in  the  area  of  the  so-called  Heritage 
Square. 

There  is  some  possibility  that— we  had  no  assurance 
from  them,  I  might  say,  that  if  we  did  acquire  this 
property  and  did  institute  some  building  program  on  it, 
that  no  condemnation  proceedings  would  be  forth- 
coming. We  don't  get  this  assurance,  so  the  Commit- 
tee began  looking  for  alternate  sites,  and  on  the  24th 
of  this  month,  just  last  Sunday,  they  did  meet. 

Dr.  Webb  and  Dr.  Ellas  Faison  met  with  Dr.  Rose, 
and  Mr.  Barnes  met  with  them,  and  Mr.  Anderson. 
They  spent  some  four  to  six  hours  looking  over  proper- 
ties and  the  committee  does  have  a  recommendation, 
and  I'm  going  to  ask  Mr.  Anderson  to  pick  up  where  I 
had  left  off  and  bring  further  information  to  the  Coun- 
cil about  this  matter. 

MR.  ANDERSON:  Mr.  President,  the  Committee's 
recommendation  regarding  the  disposition  of  the  prop- 
erty on  which  we  hold  an  option  was  to  report  to  the 
Council  and  the  House  of  Delegates,  through  you, 
the  situation  regarding  the  state's  plans,  which  is 
that  the  acquisition  was  formally  authorized,  presum- 
ably at  the  price  we  have  paid  for  it,  plus  any  ex- 
penses, I  would  assume.  The  authorization  was  to  ac- 
quire it  for  $5,000.  plus  paying  another  $85,000  to  the 
seller. 

The  Committee's  feeling  about  that  proposition, 
whether  or  not  we  attempt  to  retain  this  property  or 
whether  or  not  we  attempt  to  retain  any  additional 
price  other  than  that  which  we  would  pay  for  it  from 
the  state,  the  feeling  was  that  we  are  not  in  a  very  good 
bargaining  position,  and  we're  practically  stuck  with  go- 
ing along  with  what  the  state  wants  to  do. 

Their  feeling  was  that  it  would  be  not  wise  to  for- 
mulate any  firm  plans  to  build  and  run  the  risk  of  hav- 
ing the  commission  recommend  that  the  state  acquire 
the  property  by  condemnation,  feeling  that  members  of 
the  commission  in  their  duty  to  the  state  would  be 
forced  to  use  whatever  means  the  state  may  have 
at  their  disposal  to  acquire  the  property  before  a 
several  hundred  thousand  dollar  building  were  put 
on  the  property,  which  would  involve  the  state  paying 
for  the  building  in  future  years. 

Secondly,  the  committee  did  not  feel  that  due  to  all 
the  circumstances,  that  they  would  recommend  that 
the  Society  attempt  to  make  a  profit  on  the  land  sale, 
or  the  option  sale. 

Then  after  considering  all  the  sites  available  in 
Raleigh,  the  Committee — the  majority  of  the  Com- 
mittee— recommended  that  the  Society  acquire  a  tract 
of  land  which  is  now  known  as  the  Mordecai  Property, 
located   on   Wake   Forest   Road   in   Raleigh. 

PRESIDENT  PASCHAL:  That's  an  old  homesite. 
The  house  on  it  is  over  a  hundred  years  old  con- 
sisting of  an  entire  block,  400  x  300  feet  approximately. 
It  has  an  old  home  on  it  with  some  other  tenant  houses 
on  it.  It's  wooded.  It  has  trees,  shrubbery,  a  beautiful 
place.  It  sits  high  from  the  surrounding  land.  It's  not 
zoned  for  anything  except  residential  purposes  now. 
It  would  be  available  subject  to  rezoning  for  purposes 
of  building  a  headquarters  building,  or  so-caUed  insti- 
tutional classification  by  the  City  Council, 


The  neighbors  who  have  been  contacted  by  Mr. 
Mordecai,  who  is  an  attorney  and  relative  of  the  owner, 
Mr.  Burke  Little,  who  is  now  84  years  old  and  resides 
in  a  nursing  home  in  Raleigh,  but  who  is  mentally 
competent— Mr.  Mordecai's  inquiry,  some  limited  in- 
quiry of  the  neighbors,  reveals  that  there  would  be 
no  serious  objections  from  the  neighbors,  who  would 
be  in  a  position  to  object  to  such  rezoning. 

The  price  stated  by  the  seller  was  $100,000  at  first, 
and  then  after  some  discussions,  the  Committee  won- 
dered whether  that  price  would  hold  up.  Mr.  Mordecai 
indicated  that  he  would  have  to  have  it  appraised  by  a 
real  estate  appraiser,  and  the  Committee  of  Dr.  Rose 
and  Dr.  Elias  Faison  said  "We'll  never  get  it  for  that 
price." 

But  on  Thursday  and  Wednesday  of  last  week,  I  had 
a  discussion  with  Mr.  Mordecai  and  told  him  that 
unless  something  concrete  and  in  «Titing  were  given 
to  us  to  present  to  the  meeting  this  weekend,  this  Society 
might  go  ahead  and  purchase  another  site. 

So  as  a  result  of  all  the  discussions,  Mr.  Mordecai  de- 
livered to  me  yesterday  a  written  option  for  the  sale  of 
the  property  for  $100,000  to  the  Medical  Society.  It's 
not  assignable,  George.  So  that's  open.  The  offer  will 
be  open  until  November  1.  1966,  but  not  thereafter.  We 
didn't  feel  that  we  could  ask  him  to  hold  it  open  any 
longer  than   six   months. 

What  I  hold  in  my  hand  is  a  firm  option  under 
seal  for  the  sale  of  the  property  for  $100,000  cash,  or 
$30,000  cash,  balance  in  7  annual  payments  of  $10,000 
each.  Mr.  Mordecai  and  I  discussed  varying  those 
terms,  and  I  told  him  that  I  would  recommend  that  if 
the  Society  purchased  it.  the  Society  adjust  the 
terms  to  suit  the  tax  advantages  of  Mr.  Little  to  what- 
ever extent  necessary. 

So  the  Committee  recommended  the  purchase  of  this 
property. 

Would  you  want  to  go  into  the  discussion  of  any  of 
the  other  available  tracts? 

PRESIDENT  PASCHAL:  Let  me  speak  to  this  just  a 
moment. 

I  said  Dr.  Rose  did  call  me  last  night  and  gave  me  the 
recommendation  of  his  Committee.  I  would  point  out 
that  this  property  is  situated  on  Wake  Forest  Road, 
which  as  John  told  you  is  a  continuation  of  Person 
Street.  That's  the  street  on  one  side.  The  other  is 
Mordecai  Drive,  and  the  street  to  the  north  of  that  is 
Cedar  Street,  and  I  don't  remember  the  other  little 
street    . 

MR.    ANDERSON:    Mimosa    Street. 

PRESIDENT  PASCHAL-  This  property  is  8/lOths  of  a 
mile  from  the  State  House.  It  is  approximately  some- 
thing more  than  four  acres.  I  believe.  These  houses 
that  are  on  their.  I  don"t  beUeve  would  be  usable,  al- 
though there  is  some  fine  timber  in  the  old  building. 

The  other  properties  that  were  looked  at,  some  ten 
or  twelve  of  them,  some  were  adequate  and  some 
were  inadequate.  The  one  that  was  given  further  con- 
sideration was  one  on  Person  Street  directly  to  the 
east  of  the  Governor's  mansion,  right  across  the  street 
from  the  Governor's  mansion. 

This  piece  of  property  had  48,000  square  feet. 

The   pricetag   on   that   was   $175,000.    This   property. 
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the  Mordecai  Property,  is  situated  in  a  desirable  area. 
It  would  lend  itself.  I  think,  to  any  building  that  we 
want  to  do.  It  would  afford  us  ample  parking  facilities 
and  space,  and  let  us  expand  if  we  so  desire,  and  it 
was  the  recommendation  of  the  committee  that  this 
property  be  bought  and  used  for  a  headquarters 
facility. 

DR.  BRIDGER:  How  much  more  land  do  you  have 
there  than   the  original  place   near  the  State  House? 

PRESIDENT  PASCHAL:  It's  about  four  times  as 
much.  I  would  say. 

I  might  say  that  the  $5,000  option  that  we  have  on 
the  property  within  Heritage  Square  will  be  taken 
up  by  the  state,  and  they  have  proper  authorization 
even  now  to  go  ahead  and  pick  up  our  option,  so  that 
we  will  lose  nothing  on  that. 

Would  someone  like  to  make  a  motion  that  the  com- 
mittee's  recommendation   be   accepted? 

DR.  BRIDGER:  I  will  make  such  a  motion.  1  think 
I  know  where  that  property  is. 

PRESIDENT  PASCHAL:  You  have  heard  Dr.  Bridg- 
er's  motion:  that  is.  approve  the  recommendation  of 
the  Headquarters  Facility  Committee. 

I  The  motion  was  seconded  by  Dr.  Raiford.  i 

Any  further  discussion? 

DR.  McCAIN:  In  the  earlier  site,  one  of  the  desir- 
abilities of  that  you  didn't  have  to  get  in  your  car 
to  go  to  the  State  House.  But  I  understand  this  8/lOths 
of  a  mile,  it  may  be  necessary  to  get  into  your  car. 

DR.  RHODES:  It's  not  over  eight  blocks  at  the  out- 
side from  the  State  House. 

DR.  McCAIN:  One  of  the  things  about  the  accessi- 
biUty  to  road  arteries,  if  it's  really  close  to  the  State 
House,  why  that  would  be  fine:  but  if  you  had  to  get 
in  your  car,  it  might  give  more  importance  to  accessi- 
bility to  main  arteries  as  a  meeting  site  for  phy- 
sicians outside  the   area. 

PRESIDENT  PASCHAL:  It's  accessible.  It's  not  dif- 
ficult to  get  to.  It  has  better  parking  facilities  than 
any  place  that  we  could  have. 

DR.  BENTON:  And  the  closer  you  get  to  the  State 
House  the  better  chance  for  taking  it  over  too. 

PRESIDENT  PASCHAL:  Certainly  it's  within  the 
area  which  tney  call  Heritage  Square. 

Is  there  further  discussion?  John,  do  you  have 
anything  else  you  want  to  say  to  this? 

MR.  ANDERSON:  No.  sir.  All  of  the  other  prop- 
erties in  Raleigh  the  Committee  looked  at,  except  one, 
the  $175,000  tract  behind  the  Governor's  Mansion,  were 
either  so  expensive  or  so  small,  around  30.000  feet,  as  to 
make  it  undesirable  in  the  Committee's  judgment. 

We  tried  to  get  the  state  to  consider  some  possibility 
of  swapping,  and  the  state— Mr.  Turner  representing 
the  state— indicated  that  they  would  be  very  happy  to 
try  to  arrange  a  swap,  but  they  had  no  property  avail- 
able except  some  property  which  is  on  the  boulevard 
right  off  Glenwood  Avenue,  which  Jim  and  I  investigat- 
ed. The  Committee  didn't  choose  to  look  at  it.  That 
was  not  feasible  or  practical  for  building  purposes, 
such  as  you  would  desire. 

PRESIDENT  PASCHAL:  All  right.  Mr.  Barnes,  you 
were  with  the  committee:  do  you  have  anything  you 
would  like  to  say? 


MR.  BARNES:  I  don't  believe  so.  Dr.  Paschal.  I 
think  the  location  of  this  property  is  relatively  close  to 
the  present  state  complex,  and  of  course  as  the  Heri- 
tage Square  is  developed,  it's  going  to  be  more  and 
more  so.  because  it's  actually  less  than  two  blocks 
from  the  eventuality  of  the  Heritage  Square  develop- 
ment. Of  course,  that  may  be  50  or  70  years,  so  I 
shouldn't  be  worrying  about  that  individually. 

I  think  that  outside  of  this  $175,000  piece  of  property 
that  you're  not  going  to  get  property  any  closer  to 
the  state  complex  of  offices.  It  would  be  relatively  as 
close  to  the  Post  Office  as  the  other  site  that  we  have 
the  option  would  be  when  the  new  Post  Office  is  built. 

PRESIDENT  PASCHAL:  There  is  a  Mordecai  Street 
Post  Office  just  within  two  blocks  of  the  property. 

MR.  BARNES:  I  think  that  in  commuting  from  the 
Headquarters  Office  to  any  state  department,  or  the 
legislature,  or  capitol,  or  what  have  you,  that  there 
would  be  just  a  little  bit  too  much  distance  for  leg- 
work,  and  one  staff  member  is  going  to  have  to 
push  another  one  up  to  where  his  appointments  are. 
particularly  in  rainy  weather.  But  doing  a  lot  of  danc- 
ing and  a  lot  of  walking,  eight  blocks  is  not  much 
problem  for  me.  even  at  my  age. 

PRESIDENT  PASCHAL:  Are  you  ready  for  the  ques- 
tion? 

All  in  favor  please  say  "aye";  opposed,  like  sign. 
Carried. 

I  think  we're  lucky,  and  we've  got  something  that 
is  worth  twice  as  much. 

Going  to  Item  i3>,  consideration  oi  naming  a  com- 
mittee to  work  with  Pilot  Life  Insurance  Company  in 
the  administration  of  Part  "B"  of  Medicare  (Pilot 
carrier  for  one  yeari.  Establish  committee  repre- 
senting different  segments — surgery,  pediatrics,  in- 
ternal medicine,  and  so  forth,  primarily  charged  with 
liaison  between  Medical  Society  and  Pilot  with  im- 
plementation of  the  law. 

Now  the  Executive  Committee  recommends  to  ap- 
prove representatives  from  the  Insurance  Industry 
Committee  to  go  to  Pilot  and  report  back  to  Council 
with  recommendation  as  to  each  function. 

Dr.  Jones.  I  believe,  has  contacted  them,  made 
some  contact  with  them,  and  has  carried  out  the  recom- 
mendations of  the  Executive  Committee.  This  will 
proceed  further  as  time  goes  along,  and  we  bring 
this  to  you  for  information,  and  I  will  ask  Dr.  Jones  if 
he  has  any  comment. 

DR.  JONES:  Mr.  President,  the  Executive  Com- 
mittee did.  at  a  recent  meeting  in  Raleigh,  direct  the 
undersigned  to  state  to  the  Insurance  Committee  that 
they  should  formulate  a  plan,  working  as  a  Medical 
Society  Committee  in  the  area  of  Public  Law  89-97, 
Part  B. 

The  suggestion  was  made  at  first  that  an  entirely 
new  committee  be  formed,  and  later  this  was  modified 
to  suggest  that  a  subsection  or  subcommittee  of  the 
existing  committee  be  designated  for  this  function. 

It  was  indicated  that  a  proposal  of  operation  sub- 
mitted by  the  Insurance  Industry  Committee  would  be 
brought  to  the  Executive  Council  and  that  depending 
upon  their  approval  the  Insurance  Industry  Committee 


MINUTES  OF  THE  EXECUTIVE  COUNCIL 


125 


would   be   designated   as   having   this   assignment    "at 
least  for  the  time  being." 

The  Insurance  Industry  Committee  did  meet,  and  after 
many  hours  of  thought  and  deliberation,  the  perusual 
of  the  Act  itself,  the  advice  of  all  the  members,  of  the 
Committee  present,  and  probing  with  representatives  of 
Pilot,    came   up   with   the   following   statement: 

The  Insurance  Industry  Committee  of  The  Medical 
Society  of  the  State  of  North  Carolina  will  be  most 
pleased  to  act  in  the  area  of  Public  Law  89-97,  Part 
B,  and  will  work  with  the  Medicare  fiscal  intermediary 
•  carrier)  in  the  same  fair  and  unprejudiced  manner 
that  it  has  functioned  in  regard  to  other  previously 
handled  health  insurance  matters. 

Should  the  Executive  Council  designate  this  Com- 
mittee and  any  subdivisions  as  may  be  necessary  to 
work  with  the  carrier  for  Part  B  of  Public  Law  89- 
97,  the  experience  developed  as  a  result  of  seven 
years  of  deliberations  in  the  health  insurance  field, 
including  "claim  review"  function,  is  considered  to  be 
of  incalculable  value  with  reference  to  the  pubhc 
interest  and  to  the  interest  of  all  parties  concerned 
in  the  implementation  of  Public  Law  89-97. 

Further,  it  would  be  the  intent  of  this  Committee 
to  call  upon  other  committees  of  The  Medical  Society 
for  consultation  where  the  need  for  their  advice  and 
counsel  becomes  apparent.  This  Committee  will  con- 
tinue to  represent  the  proper  interests  of  the  medical 
profession  at  all  times. 

This  Committee  agi'ees  it  is  advisable  to  enlarge  the 
membership  of  the  Committee  to  include  the  special- 
ties of  medical  practice.  Other  than  for  enlargement 
of  the  membership,  this  Committee  feels,  at  this  time, 
there  should  be  no  different  or  otherwise  separate 
method  of  handUng  Public  Law  89-97  matter  than  in 
handling  any  other  health  insurance  matter.  This 
will  insure  consistent  and  equitable  perspective  regard- 
ing all  health  insurance  situations  brought  to  consid- 
eration. 

There  is  no  reason  that  government  confrontation 
would  make  this  Committee  any  less  stanch  in  its  at- 
tude  with  reference  to  the  public  interest,  the  interest 
of  our  patients,  and  the  interests  of  The  Medical  So- 
ciety of  the  State  of  North  Carolina. 

This  was  very  carefully  recorded,  Mr.  President, 
based  upon  the  attitudes  that  have  been  presented 
over  the  country  by  various  organizations,  by  state  so- 
cieties, by  government  people.  This  undoubtedly  will  be 
a  statement  that  would  be  accessible  to  the  public. 
It  is  therefore  wise  that  we  put  ourselves  in  a  position 
of  not  being  painted  into  a  corner,  so  that  we  may 
move  in  any  direction  that  we  want.  We  have  em- 
phasized the  attitude  generaUy  of  the  Society. 

Now  in  addition  to  this,  we  have  some  information 
which  is  not  a  formal  presentation  to  this  Society 
from  the  carrier,  but  is  the  gist  of  the  remarks  made 
by  the  carrier  as  it  applies  to  any  posture  that  they 
might  take  with  reference  to  being  the  carrier  at  this 
time. 

For  over  18  years,  this  particular  organization 
states  that  they  have  experimented  with  the  health 
insurance  benefits  paid  under  the  reasonable  and  cus- 


tomary concept.  Literally  millions  of  claims  have  been 
based  upon  reasonable  and  customary  fees  and  thus 
far  no  rigid  guidelines  have  been  required  to  control 
claims  cost. 

The  industry  has  discovered  in  the  study  of  a  million 
claims  paid  under  reasonable  and  customary  that  99.6 
per  cent  were  paid  according  to  the  doctor's  original 
insurance.  It  has  worked  well  because  insurance  has 
not  assumed  the  obhgation  of  controlling  medical  care 
costs,  but  is  intere.sted  only  in  avoiding  abusive  claims 
in  establishing  premiums  at  a  level  sufficient  to  cover 
claim  costs. 

They  go  on  to  say  that  they  feel  that  they  must 
prevent  premium  increases  necessitated  by  careless 
claims  administration. 

It  is  the  opinion  of  the  companies  that  the  develop- 
ment of  individual  physician's  profiles  at  this  time  with 
the  expectation  of  controlling  Medicare  claims  would 
necessarily  result  in  an  immediate  escalation  which 
would  be  to  the  disadvantage  of  the  public  and  lead 
ultimately  to  the  disadvantage  of  the  physicians. 

For  this  reason,  the  industry  has  been  adamant,  and 
I'm  sure  that  this  was  done,  in  urging  the  Social  Se- 
curity Administration  to  withdraw  its  request  that  these 
individual  profiles  be  obtained  at  this  time. 

The  industry  proposes  that  it  be  permitted  to  follow 
the  usual  system  of  reasonable  and  customary  fee 
determinations  used  in  other  health  insurance.  Rela- 
tive Value  Scales  are  useful  as  a  rough  guide  in  de- 
termining reasonable  and  customary  fees.  Depending 
upon  the  level  of  practice  of  the  physician  concerned 
including  specialty  certification,  hospital  and  teaching 
appointments  and  geographical  location,  a  rough  esti- 
mate of  an  appropriate  conversion  factor  for  use  with 
the  Relative  Value  Schedule  can  be  determined.  If  the 
fee  determined  by  the  use  of  the  Relative  Value  Sched- 
ule with  an  appropriate  conversion  factor  is  within 
acceptable  limits,  no  further  investigation  should 
be  necessary  and  the  claim  should  be  paid.  If  the  fee 
submitted  is  higher,  then  it  should  have  additional 
investigation  to  determine  whether  any  unusual  cir- 
cumstances, such  as  complications,  special  services, 
or  other  extenuating  situations  which  would  indicate 
a  greater  than  usual  fee.  It  should  be  questioned  only 
if  it  is  greater  than  the  usual  level  of  charges  of  other 
physicians  or  similar  training  and  ability  with  pa- 
tients of  similar  circumstances  in  the  same  geographic 
area. 

The  Social  Security  Administration  is  considerably 
concerned  that  fees  not  only  be  reasonable,  but  also 
customary.  There  is  considerable  apprehension  that 
the  advent  of  Medicare  will  be  similar  to  the  exper- 
ience of  companies  when  major  medical  insurance 
was  first  devised  to  provide  reimbursement  based 
upon   reasonable   and   customary  charges. 

In  these  early  days,  there  was  generally  some  abuse 
of  major  medical:  but  as  it  strung  itself  out,  there 
is  practically  no  abuse  under  major  medical  now.  I 
think  the  Claim  Review  Service  can  show  this  very 
clearly. 

It  appears  that  charges  of  physicians  to  patients 
insured  under  major  medical  is  essentially  the  same 
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as  to  all  other  patients.  If  Medicare  is  subjected  to 
the  same  abuses  which  major  medical  insurance  re- 
ceived initially,  it  is  almost  certain  the  Social  Security 
Administration  will  be  obligated  to  establish  rigid 
controls  which  will  not  be  to  the  liking  of  either  the 
carriers  or  physicians.  Insurance  carriers  hope  that 
physicians'  familiarity  with  major  medical  insurance 
will  permit  them  to  treat  Medicare  exactly  as  they 
would  any  other  insurance  program  and  thus  avoid 
the  necessity  of  rigid  governmental  guidelines  lor  the 
determination  of  reasonable  and  customary  fees. 

One  other  point  should  be  mentioned,  and  that  is 
that  any  carrier  that  is  going  to  be  forced  to  start 
keeping,  if  they  do  not  already  have  'most  of  them 
have  I  a  profile— but  at  this  time  it  is  my  under- 
standing that  the  industry  has  prevailed  upon  HEW 
not  to  make  it  mandatory  that  they  have  a  prior 
profile   on   each   individual   physician. 

That  generally  is  the  thinking  of  the  Insurance  In- 
dustry Committee.  One,  the  committee  will  handle  it,  if 
it  is  designated  to  do  it,  and  will  expand  its  commit- 
tee: but  in  view  of  the  ramifications  and  the  position  in 
which  medicine  will  be,  it  is  better  not  to  paint  our- 
selves, as  I  have  said,  into  a  corner,  or  box  our- 
selves in,  if  we  cannot  move  in  a  fluid  way  if  it  becomes 
necessary. 

PRESIDENT  PASCHAL:   Thank  you.  Dr.  Jones. 

You  have  head  the  comments  of  Dr.  Jones  regarding 
this  matter.  Are  there  any  questions? 

DR.  BEDDINFIELD:  The  Advisory  Committee  from 
the  American  Medical  Association  on  Public  Law  89-97 
has  objected  to  some  of  the  proposals  of  the  Social  Se- 
curity Administration  in  setting  up  physician  profiles, 
as  Dr.  Jones  indicated.  There  has  even  been  implication 
that  individual  physician's  fiscal  records  might  be  sub- 
jected to  scrutiny  in  order  to  obtain  a  profile  of  their 
charges,  and  I  am  sure,  but  I  would  like  to  reiterate 
it  would  be  my  thinking— and  I  think  the  thinking 
of  this  Council— that  this  committee  exert  every  in- 
fluence it  has  with  the  Pilot  Company,  where  it  is  an 
intermediate  carrier,  that  such  indignities  not  be  im- 
posed upon  the  physicians  of  this  state. 

PRESIDENT  PASCHAL:  I  think  we  should  bend  our 
influence  to  resisting  this  sort  of  thing. 

Is  there  a  motion  that  we  approve  the  recommenda- 
tion, that  we  approve  representatives  from  the  In- 
surance Industry  Committee  to  go  to  Pilot  and  report 
back  to  us  periodically?  I  don't  know  that  we  need  that 
specifically. 

'Such  a  motion  was  made  by  Dr.  Welton.  seconded 
by  Dr.  Murphy,  put  to  a  vote  and  carried,  i 

The  Executive  Committee  agreed  and  recommended 
that— agreed  with  the  suggestion  of  Dr.  Raiford  that  the 
mileage  rate  be  changed  from  seven  to  ten  cents  per 
mile,  and  we  would  pass  this  on  to  the  Finance  Com- 
mittee with  the  hope  that  they  might  approve  it.  tha 
change  in  voucher  forms,  and  he  also  wanted  to  recom- 
mend that  officers'  expenses  be  paid  for  national  meet- 
ings. 

Dr.  Raiford,  do  you  want  to  speak  further  on  this? 

DR.  RAIFORD:  My  feeling  on  this— and  I  purposely 
waited  until  I'm  about  to  become  a  past-past  president 


so  I  could  not  be  accused  of  having  any  financial  in- 
terest in  it— is  that  seven  cents  a  mile  is  not  a  very 
realistic  figure.  It  may  have  been  25  years  ago.  but  it's 
not  now,  and  ten  cents  a  mile  is  the  average  allow- 
ance for  Governmental  employees  and  is  fairly  well 
accepted  the  country  over. 

As  regards  the  second  one,  our  recommendation  was 
simply  this:  That  when  officers  or  representatives  of 
the  Society  were  requested  by  the  President  or  the 
Executive  Committee  to  attend  certain  functions,  that 
the  President  and  the  Executive  Director  be  auth- 
orized to  pay  their  expenses. 

PRESIDENT  PASCHAL:  Is  there  a  motion? 

DR.  KERNODLE:  As  Past  President,  I  would  like  to 
speak  in  behalf  of  this,  and  I  don't  think  it  has  to  go 
to  the  House  of  Delegates.  I  think  this  is  an  administra- 
tive affair  of  cost  of  operation.  I  know  that  this  was 
no  problem  as  far  as  designating  some  one  to  cover 
a  meeting.  There  was  always  money  available  to  pay 
their  expenses. 

I  think  what  Ted  wants  to  do  is  make  it  an  official 
action  of  the  Council  as  an  administrative  effort,  and  it 
doesn't  have  to  go  to  the  House  of  Delegates  at  all. 

The  interest  is  that  the  State  Board  of  Health  gives 
them  a  per  diem,  plus  the  ten  cents  or  eight  cents:  or 
the  State  of  North  Carolina  gives  a  per  diem.  So 
I  would  say  that  I  think  you  would  have  the  authority 
in  this  body  to  move  on  this  and  never  take  it  before 
the  House  of  Delegates.   It's  administrative  action. 

PRESIDENT  PASCHAL:  Let's  take  up  the  first  one 
regarding  the  mileage  allowance. 

I  would  think  there  would  be  some  advantage  to  have 
this  in  a  flexible  situation,  so  that  if  the  mileage  is 
obviously— if  even  ten  cents  a  mile  would  be  too  little 
—that  the  administration  would  have  authority  to  au- 
thorize the  going  rate,  whatever  that  might  be. 

Do  I  hear  a  motion  that  we  approve  the  increase  in 
the  mileage  allowance  to  a  reasonable  ongoing  figure? 

DR.  GLASSON:   I  move  that  it  be  done. 

I  The  motion  was  seconded  by  Dr.  Bridger. ) 

PRESIDENT  PASCHAL:  Is  there  discussion?  If  not, 
all  in  favor  say  "aye"  please:  opposed?  Like  sign.  Car- 
ried. 

DR.  BENTON:  While  you're  on  the  subject  of  finance, 
one  thing  I  would  like  to  get  Council  thinking  on,  a 
little  bit  more  on  finance,  is  that  on  this  $100,000  land 
that  we're  going  to  buy — personally,  I'd  rather  sell  our 
stocks  and  bonds  to  pay  for  that  thing  rather  than 
sell  our  land  on  the  Durham-Raleigh  Highway. 

One  reason:  Our  invested  mutual  from  June  26,  1962 
until  January  28,  1966,  has  only  raised  32.8  per  cent 
during  that  time,  and  our  land  has  increased  in  value 
far  more  than  that:  and  in  view  of  the  present  po- 
litical situation,  and  so  forth,  it  seems  to  me  that  we 
would  be  much  wiser  to  use  our  stock  to  buy  this 
new  land,  rather  than  sell  at  a  high  point. 

I  would  like  for  them  to  think  about  it  and  let  me 
know  their  thinking  before  that  comes  up.  Jim  says 
we're  going  to  have  to  have  a  commitment  from  you 
all  on  that  land  to  me  before  we  can  sell  it  anyway. 
Think  long  and  hard  about  what  you  want. 

PRESIDENT   PASCHAL:    Thank   you. 
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Are  we  committed  to  turning  lliis  over  to  ttie  man 
that  gave  us  the  option,  the  agent? 

MR.  ANDERSON:  I  think  it  would  be  well  to  au- 
thorize the  officers  to  release  the  option  to  the  State  by 
a  formal  motion  right  now  to  clear  that  up. 

PRESIDENT  PASCHAL:  The  property  on  which  we 
now  hold  a  $5,000  option.  To  release  it  for  what  we 
have  in  it. 

DR.    BEDDINGFIELD:    So   moved. 

I  The  motion  was  seconded  by  Dr.   Bridger.  i 

PRESIDENT  PASCHAL:  Is  there  discussion  If  not. 
all  in  favor  say  "aye":   opposed,  like  sign.  Carried. 

PRESIDENT  PASCHAL:  All  right,  we  did  not  com- 
plete item  ic)  with  particular  reference  to  the  ex- 
penses of  officers  at  the  national  meetings. 

Do  you  want  to  take  any  action  on  that  at  this 
time? 

DR.  WELTON:  I  would  move  any  officer  or  other 
representative  designated  by  the  President  or  Secre- 
tary have  his  expenses  paid. 

I  The  motion  was  seconded  by  Dr.  Romm.  i 

DR.  GLASSON:  Mr.  President,  I  might  point  out  that 
one  of  the  things  brought  up  by  Durham-Orange 
County  in  the  motion  written  up  by  Dr.  Hughes  was 
that  the  members  of  the  Society  were  spending  too 
much  money  out  of  their  own  pockets  for  the  Society, 
and  this  would  tend  to  support  their  views. 

PRESIDENT  PASCHAL:  Are  you  ready  for  the  ques- 
tion? All  in  favor  say  "aye":  opposed  like  sign.  Car- 
ried. 

Now  one  other  thing  that  the  Executive  Committee 
did  was  to  consider  a  change  of  name  of  the  Griev- 
ance Committee  to  the  Committee  on  Mediation,  which 
was  proposed  by  Dr.  Raiford,  and  I  think  that  the  idea 
came  to  him  from  his  attendance  at  the  First  National 
Congress  on  Ethics,  which  was  held  in  Chicago  earlier 
this  year. 

DR.  RAIFORD:  Mr.  President,  as  you  said,  this  was 
the  first  National  Conference  on  Medical  Ethics,  and  it 
was  quite  obvious  during  this  session  that  the  various 
states  were  trying  to  get  a  uniform  statement  of  deal- 
ing with  complaints  against  the  profession  and  organ- 
ized medicine. 

Several  states  have  come  up  with  the  idea  that  it  is 
far  better  to  call  this  a  Committee  on  Mediation, 
rather  than  a  Committee  on  Grievance,  and  to  not 
publicize  it  as  a  clearing  house  for  grievances.  You're 
simply  inviting  trouble.  But  this  is  a  Committee  on 
Mediation,  and  not  arbitration,  mind  you,  because  ar- 
bitration implies  disciplinary  action.  This  is  a  com- 
mittee on  Mediation  to  try  to  settle  amicably  differ- 
ences of  opinion  between  the  lay  public  and  members 
of  the  profession. 

I  would  therefore  move  to  recommend  to  the  Com- 
mittee on  Constitution  and  By-Laws  that  this  be  done, 
and  changes  made  in  the  Constitution  where  necessary. 

PRESIDENT  PASCHAL:  You  have  heard  Dr.  Rai- 
ford's  motion.  Is  there  a  second? 

I  The  motion  was  seconded  by  Dr.  McCain.) 

PRESIDENT  PASCHAL:  Are  you  now  ready  for  the 
question?  All  in  favor  say  "aye":  opposed  like  sign. 
Carried. 


DR.  RAIFORD:  If  I  might  just  bring  for  information 
the  latter  part  of  that,  number  three:  You  will  find  in 
your  folders  this  blue  sheet  entitled  "Modus  Operandi 
for  the  Grievance  Committee,"  or  since  this  motion  has 
passed,  the  Committee  on  Mediation.  This  is  simply 
brought  for  information,  and  it  is  an  attempt  to  formu- 
late in  a  uniform  manner  how  the  past  five  presidents, 
which  comprise  the  present  Committee  on  Grievances, 
proceed  with  their  management  of  any  complaint.  There 
is  no  action  taken:  it  is  within  the  province  of  this 
committee. 

However,  I  do  want  to  point  out  one  thing,  as  you 
will  notice  in  the  last  of  this,  and  that  has  to  do  with 
the  maintenance  of  records  of  any  case  brought  before 
this  committee. 

We  had  quite  a  bit  of  discussion  about  this,  what 
was  done  with  the  records.  It  varied  all  the  way  from, 
immediate  destroying  of  the  records  in  some  states  to 
publishing  them  in  the  transactions  in  Connecticut. 

Now  we  felt  this  way:  We  have  to  have  some  refer- 
ence to  cases  which  are  ostensibly  settled,  but  which 
have  a  habit  of  rearing  their  heads  once  in  a  while. 
The  central  office  should  know  where  those  files  are. 
So  we  propose  that  the  current  secretary  keep  in  his 
possession  for  as  long  as  he  wishes  to.  three  or  four 
years,  statute  of  limitations,  any  records  on  cases  which 
have  been  successfully  concluded  during  his  tenure  of 
office:  that  he  pass  on  any  incomplete  files  to  the  suc- 
ceeding secretary,  and  that  at  the  end  of  his  year, 
his  tenure  of  office,  he  submit  to  the  headquarters  office 
a  list  of  the  actions  taken  without  specifics. 

PRESIDENT  PASCHAL:  Dr.  Raiford,  I  have  the 
impression  that  if  this  is  going  to  be  .something  we're 
going  to  pass  on  to  future  committees,  that  it  might 
be  well  for  the  Executive  Council  to  take  action  on 
this. 

DR.  AMOS  JOHNSON:  I  think  credit  should  be  given 
where  credit  is  due,  and  I  want  all  of  you  to  know 
that  Dr.  Raiford  this  year  has  given  more  thought,  more 
constructive  thought,  and  has  worked  more  diligently  to 
make  of  this  Grievance  Committee  this  year  an  effec- 
tive arm  of  the  State  Medical  Society. 

He  has  come  up  with  the  recommendations  that  you 
have  heard  here,  but  over  and  above  that,  he  has 
handled  some  most  difficult  cases  in  a  manner  reflecting 
credit  on  the  Medical  Society  of  the  State,  and  on  us 
as  doctors,  and  I  wanted  him  to  hear  me  tell  you  all 
that  I  have  been  aware  of  this,  and  that  he  has  made 
this  year  a  success,  and  he  really  has  done  an  excel- 
lent job.  All  of  this  comes  from  the  product  of  his  lab- 
ors and  his  thought. 

PRESIDENT  PASCHAL:  The  Executive  Committee 
was  aware  of  his  accomphshments,  after  having  dis- 
cussions about  this  matter.  What  is  your  pleasure? 

DR.  KERNODLE:  I  would  like  to  go  one  step  further 
and  ask,  once  these  records  are  completed  on  them,  if 
they  should  be  maintained  at  all  in  the  State  Office. 
It  says  here  kept  on  permanent  file  in  the  headquarters 
office. 

DR.  RAIFORD:  I'm  talking  about  this  report,  the  re- 
port simply  by  name  and  complaint,  so  that  this  does 
not  give  any  of  the  confidential  information  whatsoever. 
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simply  the  date  it  was  received,  the  date  it  was  closed, 
who  the  involved  parties  were,  the  accused  and  the 
aggrieved,  and  the  action  taken,  and  the  disposition 
of  the  case. 

MR.  ANDERSON:  That  would  not  be  used  by  anybody 
in  litigation. 

DR.  RAIFORD:  Jim  Barnes  would  know  who  has  the 
file  on  any  specific  case,  should  that  come  up  again. 
PRESIDENT   PASCHAL:    Motion'.' 
|.'\  motion  to  approve  the  recomm:-ndation  was  made 
by  Dr.  Duck  and  seconded  by  Dr.  Jones,  i 

PRESIDENT  PASCHAL:    Any  further  discussion?   If 
not,  all  in  favor  say  "aye";   opposed,  like  sign.  This 
is  carried. 
1  think  this  would  be  a  very  helpful  thing. 
Now  we  move  on  to  Item  5. 

DH.  STYRON:  Mr.  Chairman,  before  you  move  out  of 
Item  4,  I  would  like  to  ask  Mr.  Barnes  whether  it  is 
reasonable  to  move  up  the  deadline  for  committee  re- 
ports. 

MR.  B.ARNES:  The  present  requirement  is  March 
1st.  and  on  March  1st,  we  rarely  ever  have  more  than 
one  or  two  reports.  The  usual  excuse  is  that  the  ac- 
tivity year  is  very  short  by  March  1st.  and  they  can't 
encompass  most  of  the  work  and  activities  of  the  com- 
mittee in  that  period  of  time.  I  don't  know  what  you 
accomplish  by  setting  it  at  February  15th,  but  if  you're 
going  to  change  it,  you  ought  to  set  it  for  us,  so  that 
we  know  what  to  try  to  hold  them  to. 

DR.  BEDDINGFIELD:  I  am  probably  more  guilty 
than  any  other  committee  chairman  in  being  late.  I 
would  like  to  point  out  that  a  good  many  committee 
functions— that  is,  the  time  of  year  that  they  occur,  and 
if  a  committee  report  is  to  be  meaningful,  even  though 
it  is  desirable  for  the  delegates  to  have  them  in  ad- 
vance, if  you  have  important  transactions,  for  e.xample. 
in  legislation  pending— for  example,  the  state  legis- 
lature doesn't  convene  until  February,  and  it's  slow 
getting  off  to  a  start,  and  you  don't  know  what  medical 
legislation  is  going  to  be  introduced,  and  if  you  have 
to  send  a  report  in  by  February  15th,  it  would  be 
completely  meaningless  on  legislation  by  May.  Do 
you  see  what  I  mean'.' 

PRESIDENT  PASCHAL:  Item  No.  5,  Resolutions  and 
Communications.  Item  la',  Rowan-Davie  County  Med- 
ical Society  Resolution  No.   10. 

MR.  BARNES:  This  is  a  directive  to  me  from  Dr. 
F.  B.  Spencer,  President  of  the  Rowan-Davie  County 
Medical  Society. 

The  Rowan-Davie  County  Medical  Society  at  the 
regular  February  meeting  voted  unanimously  to  rec- 
ommend to  the  Executive  Council  of  the  Medical 
Society  of  the  State  of  North  Carolina  the  following: 

1.  That  we  approve  and  subscribe  the  AMA  Resolu- 
tion of  June  1965  with  the  following  change  in  the 
wording  of  the  first  line— "It  is  recommended  that 
whenever  any  government  agency  assumes  financial 
responsibility  for  an  individual's  health  care,  reim- 
bursement for  professional  services  shall  be  on  the 
same  basis  of  other  indispensable  elements  of  health 
care.  Therefore,  reimbursement  for  the  services  of 
physicians    participating    in    government    supported 


programs  should  be  on  the  basis  of  usual  and  custo- 
mary fees." 

2.  That  the  Society  take  immediate  steps  to  abro- 
gate and  rescind  all  existing  agreements  with  ref- 
erence to  negotiated  professional  charges  and  further 
that  the  Society  withdraw^  its  endorsement  of  all  Ser- 
vice plans  of  insurance. 

This  is  dated  February  3,  1966,  and  signed  by  Dr. 
F.    B.    Spencer,   Jr. 

PRESIDENT  PASCHAL:  You  have  heard  this  reading 
by  Mr.  Barnes.  What  is  your  pleasure  concerning  this'? 
This  will  be  passed  on  to  the  House  of  Delegates  for 
their  consideration   and   action. 

If  there  is  a  motion  to  send  it  to  the  House,  that  will 
take  care  of  it. 

'Such  motion  was  made  by  Dr.  Raiford  and  seconded 
by  Dr.  Murphy,  i 

PRESIDENT  PASCHAL:  Further  discussion'?  If  not, 
all  in  favor  say  "aye":   opposed  like  sign.  Carried. 

The  same  thing  applies  to  Resolution  No.  11.  I  will 
ask  Mr.  Barnes  to  read  some  information  pertaining 
to  this. 

MR.  BARNES:  This  is  a  resolution  from  the  Com- 
mittee on  Nursing  and  Patient  Care. 

Whereas,  the  Driver's  License  Division  of  the  North 
Carolina  Department  of  Motor  Vehicles,  through 
the  encouragement  and  advice  of  the  Committee  on 
Trauma  of  the  American  College  of  Surgeons,  now  in- 
cludes on  the  state  automobile  driver's  license  space 
for  providing  certain  medical  information  which  is 
helpful  to  the  holder  in  the  event  of  emergency:  and 
Whereas,  The  importance  of  the  medical  information 
for  which  provision  is  made  on  these  driver's  licenses 
is  recognized:  now 

THEREFORE,  the  members  of  the  North  Carolina 
Committee  on  Nursing  and  Patient  Care  commend 
the  North  Carolina  Department  of  Motor  Vehicles 
and  the  Committee  on  Trauma  of  the  American 
College  of  Surgeons  for  this  forward-looking  step 
and  recommends  that  every  avenue  be  explored  to 
acquaint  drivers  with  the  importance  of  completing 
the  medical  information  form  on  their  licenses:  and 
FURTHER  suggest  that  the  State's  two  Blue  Cross 
Plans  explore  the  feasibility  of  including  similar 
medical  information  on  membership  cards;   and 

FURTHER  suggests  that  the  Medical  Society  of 
the  State  of  North  Carolina  consider  the  possibility 
of  setting  in  motion  through  the  proper  channels  a 
request  that  similar  medical  information  be  included 
on  identification  cards  to  be  issued  to  Medicare 
recipients. 

PRESIDENT  PASCHAL:  You  have  heard  the  reading 
of  this  resolution.   Is  there  a  motion  that  this  be  ap- 
proved? 
DR.  McCAIN:   I  recommend  it. 

PRESIDENT  PASCHAL:  Dr.  McCain  moves  it  be  ap- 
proved and  sent  to  the  House  of  Delegates. 
I  The  motion  was  seconded  by  Dr.   Bridger.  > 
PRESIDENT  PASCHAL:  All  in  favor  of  the  motion  let 
it  be  known  by  saying  "aye":   opposed  by  like  sign. 
This  will  be  done. 

Item    I  c '    Buncombe   Countv   Medical   Society — com- 
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pensation    for    physicians    for   medical    care    rendered 
welfare  patients. 

MR.  BARNES:  This  comes  in  a  letter  directed  to 
me  under  date  of  March  2nd  from  Dr.  Luther  E. 
Earnhardt.  Jr..  Secretary-Treasurer  of  the  Buncombe 
County  Medical  Society,  and  the  letter  to  which  the 
resolution  is  attached— and  I  will  read  the  resolution 
resolution  concerning  compensation  for  the  care  of 
welfare  clients. 

Whereas,  clients  of  departments  o'  public  welfare 
are  no  longer  either  destitute  or  impoverished  but  are 
recipients  of  cash  and  other  benefits  from  city,  coun- 
ty, state  and  Federal  agencies:   and 

Whereas,  with  the  notable  exception  of  the  medical 
profession,  all  purveyors  of  goods  and  services  to 
these  aforementioned  welfare  clients  expect  reason- 
able compensation  for  their  services;    and 

Whereas,  the  social  and  economic  changes  now  tak- 
ing place  in  our  society  point  out  the  necessity  for 
each  physician  to  begin  to  protect  the  quality  of  the 
professional  services  rendered  each  patient  by  seeking 
an  adequate  recompense  for  his  time  and  his  effort 
and  his  ability: 

BE  IT  THEREFORE  RESOLVED,  that  the  Medical 
Society  of  the  State  of  North  Carolina  recommend 
to  the  various  departments  of  public  welfare  that  funds 
be  provided  in  their  budgest  to  compensate  physicians 
for  the  medical  care  rendered  welfare  clients  with  fees 
comparable  to  the  usual  and  customary  fees  charged 
by  the  physicians  in  the  community  whe:-2in  they  re- 
side. 

The  resolution  has  been  reproduced  but  not  num- 
bered, pending  action  of  this  Committee  on  whether  it 
should  go  to  the  House  of  Delegates. 

PRESIDENT  PASCHAL:  You  have  heard  the  reading 
of  this  resolution  of  the  Buncombe  County  Medical 
Society.  What  is  your  pleasure? 

DR.   BEDDINGFIELD:    Move  it  go  to  the  House  of 
Delegates. 
PRESIDENT  PASCHAL:   It  is  seconded? 
I  The   motion   was   seconded   by   Dr.   Jones.  > 
PRESIDENT    PASCHAL:    Is    there    discussion?    Are 
you   ready   for   the   question?   All   in   favor   let   it   be 
known  by  saying  "aye"":   opposed  by  hke  sign.  Car- 
ried. 

Now  then,  the  next  is  a  motion  of  the  Durham- 
Orange  County  Medical  Society,  communicated  through 
a  letter  by  Dr.  Jack  Hughes. 

MR.  BARNES:   This  is  a  letter  dated  April  18,  1966, 
directed  to  Dr.  George  W.  Paschal,  Jr. 
Dear  Dr.  Paschal: 

On  many  occasions  in  recent  years  various  physi- 
cians throughout  the  State  have  pointed  out  that  an 
enormous  amount  of  physician  tims,  energy  and  out 
of  pocket  cash  'apart  from  annual  duesi  are  ex- 
pended in  carrying  on  the  activities  of  the  State 
Medical  Society.  Also,  that  at  least  in  some  areas 
the  results  produced  do  not  appear  to  be  worth 
these  expenditures.  Two  of  the  more  frequently 
given  examples  are  the  scientific  exhibits  and  scien- 
tific programs  at  the  Society's  annual  meeting. 
The   Durham-Orange   County   Medical   Society   has 


taken  note  of  these  observations  and  passed  unani- 
mously at  its  April  meeting  the  following  motion 
which  it  would  like  to  present  to  the  House  of  Dele- 
gates at   its  forthcoming  meeting: 

"That  the  House  of  Delegates  request  the  President 
0?  the  State  Medical  Society  to  direct  an  appropriate 
committee  to  make  an  in  depth  study  of  the  activities 
of  the  State  Medical  Society  with  regard  to  utilization 
of  physician  time  and  effort  and  Society  monies.  This 
committee  to  report  at  the  Society's  ns-.t  annual  meet- 
ing making  recommendations  for  revision  or  elimina- 
tion where  possible  of  these  activities  which  do  not 
constitute  an  efficient  and/or  worthwhile   utilization 
of  members  time  and  effort  and  Society "s  monies." 
The  Durham-Orange  Society  is  very  anxious  that 
its  action  not  be  construed  as  criticism  of  any  officer 
or  member  of  the  State  Medical  Society  or  its  execu- 
tive offices,  but  rather  as  an  effort  to  determine  if 
there  are  any  changes  that  might  make  for  a  more 
efficient  and  effective  organization. 
PERSIDENT  PASCHAL:  You  have  heard  the  reading 
of  this  communication.  You  will  note  that  it  came  and 
was  dated,  I  beheve,  April  18.  This  comes  to  us  as  a 
recommendation,  as  I  understand  it,  to  be  passed  on  to 
the  House  of  Delegates,  in  which  it  requests  that  the 
President  designate  this  committee. 

We  have  had,  I  might  say,  the  Committee  on  Com- 
mittees several  years  ago,  which  understood  some 
action  in  this  field.  Earlier  than  that,  we  had  some  in- 
vestigation by  an  in  depth  study  done  by  one  of  the 
researchers  in  the  field,  Edlund  group,  and  I  think  it's 
good  periodically  to  take  inventory  of  what  we're  doing 
and  set  goals.  This  might  be  appropriate. 

What  is  the  feeling  of  the  Council  concerning  this 
recommendation  that  you  received  from  Dr.  Hughes 
for  the  Durham-Orange  County  Medical  Society? 

DR.  RAPER:   Move  it  be  approved  and  sent  to  the 
House  of  Delegates. 
I  The  motion  was  seconded  by  Dr.   Murphy. ) 
DR.  RAIFORD:  Does  this  constitute  a  resolution,  or 
can  this  be  brought  up  as  a  spontaneous  action? 

PRESIDENT  PASCHAL:  I  think  this  does  not  apply 
to  the  resolutions.  It  was  not  submitted  as  a  resolution, 
and  I  think  it  can  go  from  us  to  the  House  of  Dele- 
gates as  a  recommendation  of  the  Council  for  action. 

DR.  GLASSON:  Mr.  President,  may  I  speak  to  two 
things  which  you  brought  up,  and  which  had  been  done. 
The  Committee  on  Committees  we  felt  was  a  good 
action  and  was  well  handled,  but  was  limited  in  its 
scope.  As  to  consideration  by  the  consultants,  outside 
consultants  are  more  or  less  limited  in  saying  whether 
you  function  efficiently  in  areas  where  you  desire  to 
function,  and  they  cannot  decide  for  you  what  you"re 
going  to  do.  They  simply  looked  at  what  we  were 
doing  and  decided  whether  we  were  doing  these  effi- 
ciently or  not,  and  this  also  is  a  limited  scope. 

It  is  hoped  that  such  a  committee  would  provide  some 
guidance  from  the  State  Society  as  to  a  self-evalua- 
tion. 

PRESIDENT  PASCHAL:  Thank  you.  Dr.  Glasson.  Is 
there  further  discussion?  If  not.  are  you  ready  for  the 
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question?  All  in  favor  let  it  be  known  by  saying  "aye"; 
opposed,  like  sign.  Carried. 

Now  the  next  has  to  do  with  the  membership  status 
of  Dr.   Annie  V.   Scott. 

MR.  BARNES:  A  letter  dated  April  26,  1966.  di- 
rected to  Dr.  George  Paschal,  President  of  the  Med- 
ical Society,  regarding  Annie  V.  Scott,  nomination 
for  Honorary  Membership. 

I  have  checked  with  .Jack  Lynch  in  High  Point 
regarding  this  lady  and  her  request  for  continued 
membership  since  she  did  not  join  the  State  Society 
until  1954.  However,  about  thirty  years  of  her  life 
were  spent  as  a  medical  missionary  in  China,  and 
upon  return  to  this  country  she  got  her  Board  in 
Pediatrics  and  was  on  the  faculty  at  the  University 
of  North  Carolina,  She  has  since  retired  at  the  age 
of  75  or  76  and  is  living  in  High  Point.  As  I  under- 
stand it  she  is  somewhat  crippled,  but  is  considered 
a  very  nice  person  who  has  given  her  life  to  medi- 
cine in  the  mission  field  and  at  home  until  she  was 
unable  to  do  so  any  more.  She  is  a  native  of  Guil- 
ford County. 

As  Councilor  for  the  8th  Medical  District,  I  feel 
that  she  is  eligible  for  Honorary  Membership  in 
accordance  with  Article  IV,  Section  V  of  the  Consti- 
tution. I  would  recommend,  therefore,  that  the  Coun- 
cil put  her  name  in  nomination  for  Honorary  Mem- 
bership and  have  it  presented  to  the  House  of  Dele- 
gates. 

DR.  KOOMEN:  I  know  her,  and  she's  a  very  impres- 
sive lady, 

PRESIDENT  PASCHAL:  Dr.  McNeill,  do  you  have 
further  comments  about  her  in  support  of  this  recom- 
mendation? 

DR.  McNEILL:  It  is  the  recommendation  of  Dr. 
Shaffner  that  she  be  given  this. 

PRESIDENT  PASCHAL:  What  is  your  pleasure  con- 
cerning the  recommendation  of  our  Councilor? 

DR.  BEDDINGFIELD:  I  move  the  Council  nominate 
her  for  Honorary  Membership. 
I  The  motion  was  seconded  by  Dr.  McCain,  i 
PRESIDENT    PASCHAL:     It    has    been    moved    and 
seconded.  Is  there  further  discussion? 

If  not,  all  in  favor  please  say  "aye":  opposed,  like 
sign.  The  motion  is  carried  without  dissent. 

We  go  to  Item  ifi.  Request  of  Robert  E.  Daniels. 
M.D.,  Buncombe  County,  for  inactive  membership. 
status 

MR.  BARNES:  Dr.  Robert  E.  Daniels,  being  on  the 
rolls  as  an  active  member  of  the  State  Medical  Society 
from  Buncombe,  was  sent  the  invoice  in  December, 
February  and  March,  for  dues,  and  then  the  fol- 
low-up letter  that  was  sent  to  all  unpaid  members 
on  April  1st.  as  directed  by  this  Council. 

He  has  typed  a  response  to  the  letter  notice  as  fol- 
lows: 
Dear  Mr.  Barnes: 

Inasmuch  as  I  find  my  health  is  failing,  and 
I  am  on  limited  practice.  I  would  appreciate  it  if 
information  could  be  provided  relative  to  maintaining 
membership   on    an    inactive    status.    I    am    now   62 


years  of  age  and  I  have  had  membership  for  about 
35  years.   Please  advise. 

Now  we  have  no  inactive  status — dropping  or  certi- 
fying that  one  is  disabled,  and  the  Society  does  authorize 
the  regular  exemption  of  a  disabled  inactive  member. 
DR.    WELTON:    Does    the    Councilor    of   his    district 
recommend  it? 

DR.  RAPER:  This  is  the  first  that  the  Councilor 
heard  of  it.  It  apparently  didn't  go  through  channels. 
It  was  one  of  the  things  through  central  billing,  not 
through  the  County  Society.  I  think  this  should  be  re- 
ferred to  the  County  Society,  and  I  think  the  Council 
should  accept  the  recommendation,  if  they  see  fit,  of 
the   component   medical   society. 

PRESIDENT  PASCHAL:  You  have  heard  the  discus- 
sion of  Dr.  Raper.  Is  there  a  motion  that  we  handle 
that  in  this  fashion'.' 

DR.  DUCK:  I  think  it's  a  ve/y  logical  approach,  and 
I  make  such  a  motion. 

PRESIDENT  PASCHAL:   It  has  been  moved  that  this 
he  referred  to  the  County  Society  and  to  the  Councilor 
of  the  district  for  consideration  and  action  with  regard 
to  this  recommendation. 
Is  there  a  second? 

I  The  motion  was  seconded  by  Dr.  Murphy,  i 
PRESIDENT    PASCHAL:     Further    discussion?     If 
not,  all  in  favor  please  say  "aye":  opposed  like  sign. 
Carried. 

We  have  a  Gaston  County  resolution  that  came  in 
three  days  ago. 
I  will  ask  Mr.  Barnes  to  read  it. 
MR.  BARNES:  This  is  dated  April  23i-d  and  received 
by  us  April  26th  and  directed  to  me. 
Dear  Mr.  Barnes: 

Below  you  will  find  a  resolution  passed  by  the 
Gaston  County  Medical  Society  at  its  regular  meet- 
ing, and  that  was  on  April  4th.  It  is  forwarded  to  you 
with  the  express  request  that  you  give  it  to  the 
Executive  Committee  of  the  Medical  Society  of  the 
State  of  North  Carolina,  and  that  every  effort  be 
made  to  have  this  resolution  presented  to  the  coming 
State  Society  meeting  in  May,  1966,  with  the  idea  of 
approval  of  the  entire  Society. 

GASTON    COUNTY    MEDICAL    SOCIETY 

RESOLUTION 

RESOLVED,    that    the    members    of    the    Gaston 

County  Medical  Society  believe  in  rendering  medical 

service  free  of  charge  to  deserving  individuals  and 

will  continue  to  do  so  when   indicated. 

However,  since  members  of  government  agencies 
are  paid  reasonable  salaries  for  services  and  since 
the  hospitals  are  paid  reasonable  charges  for  in- 
patient care,  it  seems  unreasonable  to  exclude  phy- 
sicians from  receiving  reasonable  compensation  for 
their  services. 

Although  we  believe  in  paying  taxes,  we  strongly 
feel  that  medical  expenses  incurred  by  recipients 
of  public  help  are  a  public  responsibility  and  there- 
fore, should  be  entirely  provided  from  public  funds. 
When  a  government  forces  physicians  to  accept  token 
fees  it  is  imposing  a  double  taxation  on  this  group. 
Therefore,  it  is  resolved  that  when  a  government 
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agency   agrees   to   underwrite   medical  expenses  for 
a  segment  of  the  population,  it  will  be  expected  to  pay 
reasonable  fees  for  medical  services. 
Thanks  very  much,   signed  J.   T.   Miller.   Secretary- 
Treasurer  of  the  Gaston  Medical  Society. 

PRESIDENT  PASCHAL:  As  I  understand  this  resolu- 
tion, it  would  come  under  our  provisions  for  submission 
of  resolutions  to  the  House  of  Delegates.  It  doesn't 
meet  the  requirements  to  be  submitted  at  this  time. 
However,  since  it  incorporates  ideas  and  attitudes 
which  have  been  previously  expressed  that  are  going  to 
be  passed  on,  I  think  that  we  can  consider  this,  and 
possibly  take  some  action  by  the  Council  approving  its 
intent. 

But  we  would  have  the  responsibihty  o!  pointing 
out  to  the  Gaston  County  delegation  that  their  reso- 
lution did  not  reach  us  in  time  for  formal  presentation 
among  our  resolutions. 

MR.  BARNES:  They  understand  that.  That's  wliy 
they  presented  it  to  the  Council. 

PRESIDENT  PASCHAL:  The  Council  will  have  an 
opportunity  to  pass  it  on  to  the  House  of  Delegates 
as  a  recommendation,  if  you  so  desire.  What  is  your 
pleasure  concerning  this? 

DR.  GLASSON:   Is  it  within  statutory  limitations  to 
pass  it  on  to  the  House  of  Delegates'? 
MR.    BARNES:    Council   can   do   it. 
DR.  GLASSON:   Move  it  be  done. 
•  The  motion  was  seconded  by  Dr.  Murphy.) 
(The  motion  was  put  to  a  vote  and  carried  .without 
dissent. ) 

PRESIDENT    PASCHAL:    Jim,    do    you    have    other 
things  that  pertain  to  this  particular  section? 
MR.  BARNES:  No,  that  finishes  that  section. 
PRESIDENT   PASCHAL:    If  you   will   look   to   Reso- 
lution No.  12,  going  to  Item  6,  sub-item  ibi  which  has 
to  do  with  the  North  Carolina  Medical  Foundation,  Inc., 
resolution  of  the  Board  of  Directors,   I  will  ask  Mr. 
Barnes  if  he  will  read  the  Resolution  No.  12  and  then 
I'll  ask  Mr.  Anderson  to  comment  on  it  further. 
MR.  BARNES: 

The  Executive  Council  has  authorized  the  incor- 
poration of  the  North  Carolina  Medical  Foundation, 
Inc.,  devoted  exclusively  to  educational,  scientific  and 
charitable  purposes  which  are  exempt  from  taxation 
under  the  U.  S.  Internal  Revenue  Code. 

The  corporation  has  been  organized,  and  its  Char- 
ter and  By-Laws  have  been  submitted  to  the  Dis- 
trict Director  of  Internal  Revenue  for  determining 
that  it  meets  the  requirements  of  the  statutory  ex- 
emption, particularly  for  the  acceptance  of  contri- 
butions and  bequests  which  are  tax  deductible.  The 
membership  of  the  Foundation  will  consist  of  the 
voting  members  of  the  Executive  Council  of  the  Society 
which  will  elect  the  directors  of  the  Foundation, 
who  will  in  turn  elect  its  officers  .It  will  be  possible 
for  the  Foundation  to  construct  a  building,  borrow 
money  for  such  construction,  and  to  lease  part  of  it 
to  the  Society  for  use  by  its  headquarters  staff,  and 
to  use  the  other  portions  of  the  building  for  its  edu- 
cational and  scientific  purposes.  The  House  of  Dele- 
gates will  be  asked  to  approve  the  implementation  of 


the  Foundation   and   to   consider  the   advisability  of 

transferring   some   property   or  funds   of  the   Society 

to  the  Foundation  for  the  construction  of  a  building 

and  for  use  in  its  activities. 

PRESIDENT  PASCHAL:  I  might  say  that  the  called 
meeting  at  the  Velvet  Cloak  in  Raleigh,  on  November 
21st,  was  in  part  to  consider  this  proposal. 

I  will  ask  Mr.  Anderson  if  he  will  further  elaborate 
on  this  proposed  Medical  Foundation. 

MR.  ANDERSON:  The  purpose  of  the  Foundation— the 
purpose  it  would  serve  would  be  this:  It  would  be 
able  to  receive  donations  and  bequests  which  would 
be  tax  deductible,  without  any  question,  as  predeter- 
mined by  the  Internal  Revenue  Service.  The  composi- 
tion of  the  membership  of  the  Foundation  as  explained 
to  you  at  the  last  meeting  would  be  the  Council  itself, 
the  active  members  of  the  Council,  who  would  elect 
a  Board  of  Directors.  The  Board  has  been  elected 
by  resolution  of  the  first  incorporators,  and  those  di- 
rectors as  named  were  George  Paschal,  President,  Vice 
President  Frank  W.  Jones,  Vice  President  T.  S.  Raiford, 
Secretary  Charles  Styron,  Treasurer  James  T.  Barnes, 
Executive  Director  James  T.  Barnes,  and  By-Laws 
have  been  adopted. 

So  we  are  ready  to  submit  to  the  IRS  a  request 
for  determination  of  the  tax  exempt  status. 

Now  I  think  that  the  Council  and  the  House  of  Dele- 
gates might  consider  approving  the  implementation  of 
the  Foundation  to  serve  in  whatever  capacity  you  wish 
it  to  serve.  If  you  want  to  transfer  the  building  lot 
to  the  Foundation,  that  should  be  considered;  and  if 
you  want  to  authorize  the  Foundation  to  do  anything 
regarding  authorizing  any  committee  of  this  Society 
to  do  anything  regarding  further  plans  for  a  building, 
that  could  be  considered. 

So  there  are  two  things  you  can  consider:  Authorizing 
the  Foundation  to  be  implemented,  meaning  to  auth- 
orize the  transfer  of  the  building  lot  to  the  Foundation 
at  such  time  as  might  be  deemed  advisable,  and  also 
to  authorize  some  committee  to  go  forward  with  some 
plan  regarding  the  building  headquarters,  if  you 
want  to  consider  it. 

PRESIDENT  PASCHAL:  You  have  heard  this  dis- 
cussion by  Mr.  Anderson.  Is  there  a  motion  that  we 
follow  Mr.  Anderson's  recommendation  in  these  two 
areas? 

DR.  BRIDGER:  I  make  a  motion  that  we  follow  this. 

'The  motion  was  seconded  by  Dr.  Garrard,  i 

DR.  GLASSON:  I  make  a  motion  that  we  approve 
the  implementation  of  the  Foundation. 

PRESIDENT  PASCHAL:  This  is  a  substitute  motion. 

MR.  ANDERSON:  Make  the  motion  specific  to  author- 
ize the  transfer  of  sufficient  stocks  to  the  Foundation 
to  enable  the  Foundation  to  purchase  the  property. 

DR.  GLASSON:  I  include  that  in  my  substitute  motion. 

PRESIDENT  PASCHAL:  Is  there  a  second? 

'The  previous  seconder  concurred.' 

Is  there  further  discussion  about  this?  If  not,  are 
you  ready  for  the  question?  All  in  favor  let  it  be 
known  by  saying  "aye":  opposed  by  like  sign.  The 
motion  is  duly  carried  without  dissent. 

DR.    BEDDINGFIELD:    There   is   still   a   motion   on 
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the  floor,  and  I  guess  another  substitute  motion  would 
be  in  order. 

I  would  make  a  motion  that  we  eontniue  a  committee 
on  Headquarters  Facility  to  act  in  an  a.ivisory  capacity 
to  the  Foundation. 

I  The  motion  was  seconded  by  Dr.  Rhodes.' 

PRESIDENT  PASCHAL:  It's  moved  and  seconded 
that  we  continue  the  Committee  to  act  in  an  advisory 
capacity  to  the  Foundation.  Is  there  discussion?  Are 
you  ready  for  the  question? 

DR.  GLASSON:  In  this  respect  it  would  seem  in 
order  for  such  a  committee  to  make  recommenda- 
tions about  making  plans  for  the  building  in  this  type 
of  thing,  and  would  not  be  then  necessary  for  us  to 
pass  any  further  motion  about  employing  an  architect, 
and  so  forth. 

PRESIDENT  PASCHAL:  I  would  think  that  that 
function  would  be  encompassed  in  the  intent  of  this. 

Are  you  ready  for  the  question  on  this  substitute 
motion  All  in  favor  say  "aye":  opposed  by  like 
sign.  The  motion  is  carried. 

DR.  BENTON:  I'm  a  little  bit  disturbed  about  the 
substitute  motion  he  made  specifying  that  it  come 
from  bonds.  It  might  not  be  that  everybody  is  in 
agreement  that  we  want  to  keep  that  property  on  the 
Durham  Highway.  The  way  you  have  passed  it  is 
just  fine,  because  I  would  rather  give  them  the  bonds 
than  the  property — or  whether  it  should  be  from  the 
Durham-Raleigh  property  or  common  stocks. 

I  wonder  if  you  wouldn't  want  to  delete  that. 

PRESIDENT  PASCHAL:  We  voted  on  Dr.  Bedding- 
field's  substitute  motion. 

DR.  RAIFORD:  Wouldn't  it  be  better,  if  a  change  is 
considered,  to  say  that  such  assets  as  deemed  feasible 
by  the  Finance  Committee  and  the  Executive  Council? 
That  does  not  limit  it  to  anything.  In  order  that  we  do 
that,  we  would  have  to  rescind  motion  number  one  and 
make  another  motion. 

DR.  JONES:   I  so  move. 

PRESIDENT  PASCHAL:  It  has  been  moved  that  the 
first  motion  be  rescinded. 

I  Several   Council  members   seconded   the   motion,  i 

PRESIDENT  PASCHAL:  This  would  require  a  two- 
thirds  vote  to  be  effective.  Are  you  ready  for  the 
question  on  this?  All  in  favor  of  rescinding  the  vote 
let  it  be  known  by  raising  their  right  hand.  It's  car- 
ried without  dissent,  by  unanimous  vote. 

DR.  RAIFORD:  That  such  assets  be  transferred  to  the 
Foundation  as  deemed  expedient  by  the  Finance  Com- 
mittee and  the  officers  of  the  Association. 

MR.  ANDERSON:   That  would  be  sufficient. 

DR.  RAIFORD:  Well  then,  to  include  this  original 
resolution,  the  motion  should  be  in  two  parts:  first, 
that  we  recommend  to  the  House  of  Delegates  that 
this  resolution  be  accepted,  and  that  it  be  further 
recommended  that  the  Society  be  authorized  to  turn 
over  such  assets  as  deemed  necessary  by  the  Finance 
Committee  and  the  Executive  Committee  of  the  So- 
ciety. 

MR.  ANDERSON:  The  Executive  Committee  of  the 
Society. 


PRESIDENT  PASCHAL:  I  think  that  would  ac- 
complish the  purpose. 

I  The  motion  was  seconded  by  Dr.   Welton.i 

DR.  BENTON:  If  the  Finance  Committee  and  Execu- 
tive Committee  are  displeased  on  where  the  money 
is  coming  from  who  is  going  to  be  the  say-so?  Should 
it  be  left  specifical.y  to  ona  or  the  other? 

PRESIDENT  PASCHAL:  I  think  that  the  Executive 
Committee  and  the  Executive  Council  would  have 
the  final  word. 

Is  there  further  discussion? 

I  The  question  was  called.' 

The  question  has  been  called.  All  in  favor  let  it 
be  known  by  saying  "aye";  opposed  by  like  sign.  The 
motion   is   carried   without   dissent. 

I  would  like  to  express  our  thanks  to  the  Head- 
quarters Facility  Committee  for  the  time  they  de- 
voted to  this,  and  to  Mr.  Anderson  and  Mr.  Barnes,  and 
others,  who  participated  in  it.  I  think  they  have  done 
a  fine  job,  and  I  think  we  will  have  something  to 
be  proud  of. 

We  shall  go  on  to  Item  6,  sub-item  'cK  Committee  on 
Professional  Insurance. 

MR.  BARNES:  This  is  simply  reference  to  the  ac- 
tion by  mail  vote  of  the  Executive  Council,  a  communi- 
cation that  went  to  the  members  of  the  Council  on  the 
22nd  of  March  in  regard  to  the  two  group  professional 
insurance  programs:  that  is,  the  Major  Medical  and  the 
Disability  Expense  Coverage  programs  that  had  had 
notice  of  the  cancellation,  and  that  there  was  a  positive 
vote  unanimously  in  favor  of  the  Lumbermen  Mutual 
Program  that  the  Committee  on  Professional  Insurance 
had  worked  out. 

This  is  simply  a  follow-up  letter  that  went  to  all  the 
doctor  members  of  the  Society.  We  received  a  copy 
of  it  from  Dr.  Martin  on  April  28th.  but  I  think  it  went 
out  about  the  first  of  April: 

Dear  Doctor: 

Medical  Society  of  the  State  of  North  Carolina 

Major  Hospital  and  Business  Overhead  Program 
Your  Insurance  Committee,  after  extensive  study 
of  many  insurance  proposals  of  various  companies, 
decided  to  adopt  these  offered  by  the  Lumbermen's 
Casualty  Company.  We  are  happy  to  announce  that 
effective  June  1,  1966,  and  thereafter,  the  members 
of  the  North  Carolina  State  Medical  Society  will  be 
offered  coverage  under  the  new  contracts.  These  will 
be  the  only  official  major  hospital  and  business  over- 
head expense  programs  endorsed  by  your  Association. 
We  hope  that  all  of  you  will  give  these  programs 
serious  consideration,  and  that  you  will  avail  yourself 
of  this  excellent  insurance  coverage  which  is  being 
offered  at  low  premium  rate  made  possible  by  the 
mass  purchasing  powder  of  the  members  of  the  So- 
ciety. 

You  will  receive  information  concerning  the  two 
plans  within  the  next  few  days.  Those  presently 
insured  will  receive  their  new  policy. 

James  F.  Martin,  Chairman  of  the  Committee  on 

Professional  Insurance. 
This  is  simply  a  report  on  the  Committee  that  they 
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have  implemented  this  program  that  you  voted  to  en- 
dorse. 

PRESIDENT  PASCHAL:  Do  I  hear  a  motion  that 
this  be  accepted  as  information? 

(Such  motion  was  made  by  Dr.  Styron,  seconded  by 
Dr.  Bridger.  i 

Any  discussion?  All  in  favor  let  it  be  known  by 
saying  "aye":  opposed,  like  sign.  The  motion  is 
carried. 

The  Statement  of  Policy  on  Alcoholism  by  the  Com- 
mittee on  Mental  Health. 

Would  Dr.  McCain  like  to  speak  to  it? 

DR.  McCAIN:  Alcoholism  is  very  social  type  ill- 
ness, and  we  thought  we  ought  to  give  it  medical  direc- 
tion. This  statement  is  patterned  along  the  AMA  state- 
ment on  alcoholism,  and  the  AHA  statement  on  alco- 
hohsm,  and  it  just  sort  of  brings  it  to  North  Carolina. 

Our  Committee  has  been  circulated,  the  preliminary 
draft  on  alcoholism,  and  then  had  an  extensive  distri- 
bution as  indicated  in  the  preliminary  draft,  and  the 
revised  statement,  as  indicated,  and  I  would  like  to 
move  its  adoption. 

I  The  motion  was  seconded  by  Dr.  Raper.  i 

PRESIDENT  PASCHAL:  You  have  heard  the  mo- 
tion and  it  has  been  seconded.  Is  there  further  discus- 
sion? If  not,  all  in  favor  let  it  be  known  by  saying 
"aye";   opposed  by  like  sign.  That's  carried. 

I  The  meeting  recessed  for  luncheon  at  one  o'clock.' 

SATURDAY  AFTERNOON  SESSION 
April  30,   1966 

The  meeting  reconvened  at  two  o'clock.  Dr.  George 
W.  Paschal,  Jr.,  President  of  the  Society,  presiding. 

PRESIDENT  PASCHAL:  Let's  come  to  order  please, 
and  we'll  proceed. 

Item  6,  Sub-item  ifi.  Committee  on  School  Health, 
regarding  expenditures  of  funds  going  to  various  state 
agencies  and  local  schools  for  school  health. 

Our  Committee  on  School  Health  has  wanted  for 
sometime  to  request  the  Governor  to  appoint  an  ad- 
visory Committee  to  the  Department  of  Public  Instruc- 
tion which  has  to  do  with  the  various  Federal  pro- 
grams, and  also  with  the  programs  within  the  State  of 
North  Carolina. 

Dr.  Keleher  has  made  overtures  to  them  to  have 
some  meeting,  and  this  was  not  convenient  for  them 
to  accomphsh.  He  requested  that  the  State  Board  of 
Health  and  the  Medical  Society  confer  with  Dr.  Carroll 
at  a  convenient  time,  and  with  some  little  difficulty  Dr. 
Koomen  and  I  did  finally  arrange  to  have  a  conference 
with  Dr.  Carroll  about  these  matters. 

Dr.  Carroll  stated  that  he  believed  strongly  that 
the  people  who  were  doing  things  ought  to  be  doing 
them  within  the  limits  of  their  capacity,  and  he  did 
not  think  that  school  officials  ought  to  try  to  assume 
responsibilities  that  were  more  properly  directed  to  the 
medical  profession. 

Our  conference  with  Dr.  Carroll  was  cordial,  and  we 
had  the  feeling  that  he  would  be  cooperative  in  this. 

As  you  know,  there  is  a  large  amount  of  money 
coming  to  the  State  through  some  of  the  Federal  pro- 


grams, with  particular  reference.  I  thnik,  to  the  Oifice 
of  Economic  Opportunity.  That  shakes  down  to  the 
county  level  in  which  the  local  schools  receive  these 
funds  by-passing  the  Department  of  Public  Instruction, 
and  it  goes  directly  to  the  local  school  rather  than 
passing  through  the  established  channels  from  Dr. 
Carroll's  office  down  to  local  boards,  or  local  school 
units. 

In  a  number  of  areas,  in  a  number  of  counties,  these 
funds  have  been  received,  and  locally  they  have  gone  to 
considerable  length  to  try  to  disburse  these  funds  and 
find  ways  of  spending  this  money  in  areas  in  which  they 
have  no  competence  to  make  decisions  without  med- 
ical advice. 

It  is  in  this  area  that  we  are  concerned,  and  it's  be- 
cause of  this  that  we  are  hopeful  that  an  advisory  coun- 
cil will  be  established. 

I'm  certain  that  some  of  this  has  rubbed  off  on  the 
local  communities  of  some  of  our  Council  members.  I 
would  say  that  there  will  be  a  continuing  effort  to  have 
such  an  advisory  council  established,  and  to  develop 
some  appropriate  guidelines  and  working  arrangements 
for  the  utilization  of  these  funds  as  they  become 
available. 

I  submit  this  to  you  for  information  in  regard  to 
this  particular  item  on  the  agenda. 

DR.  McCAIN:  There  are  some  schools  that  have 
funds  for  nurses,  and  these  nurses  carry  out  their 
duties   without    medical    supervision. 

PRESIDENT  PASCHAL:    In  some  areas. 

DR.  McCAIN:   Five  or  six  areas  over  the  .state. 

PRESIDENT  PASCHAL:  That's  true. 

Dr.  Carroll's  idea  was  that  he  would  establish  the 
medical  director  to  supervise  the  operation  of  this 
program  within  the  city  school  systems,  and  that 
under  him  he  might  have  an  assistant  director:  but  if 
he  did  not  have,  he  would  possibly  have  fifteen  nurses 
working  under  him  in  this  area  which  would  be  under 
the  supervision  and  direction  of  competent  medical  men. 

The  technicians,  as  they  might  be  needed,  or  others 
necessary  for  the  implementation  of  this  program,  would 
be  brought  in. 

Dr.  Carroll  further  pointed  out  that  in  a  community 
such  as  High  Point,  or  other  areas  in  North  Carolina, 
that  if  the  people  locally  wanted  to  employ  a  nurse, 
that  with  these  funds  they  could  outbid  any  of  the 
other  hospitals  or  doctors'  offices,  or  Public  Health 
Service,  for  the  services  of  this  particular  nurse. 

They  have  these  funds,  and  they're  trying  to  find 
some  way  to  dispense  them. 

I  think  Dr.  Beddingfield  has  had  some  interesting 
experiences  with  some  phases  of  this  on  a  local  level. 
Maybe  he  would  hke  to  speak  to  this. 

DR.  BEDDINGFIELD:  I  think  there  are  two  facets 
to  this  problem.  First  of  all,  there  is  the  problem 
that  has  existed  for  a  number  of  years  and  is  beginning 
to  come  into  sharper  focus,  and  actually  this  is  sort 
of  an  intrastate  departmental  rivah'y  regarding  con- 
trol of  school  health  funds  between  the  State  Board  of 
Health  and  the  State  Department  o!  Public  Instruction 
as  to  who  is  going  to  formulate  the  program,  who  is 
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going  to  have   control  over  the  funds  that   the  legis- 
lature appropriates  for  a  state  health   program. 

1  don't'  know  if  this  issue  has  ever  been  adequately 
resolved.  This  is  one  part  of  it. 

The  second  part  is  the  new  money  that's  coming  in 
through  the  Office  of  Economic  Opportunity,  and  also 
through  the  Title  I  of  the  Education  Act  of  1955. 

As  far  as  personal  experience  in  Wilson  County, 
we  have  two  schools  that  have  $835,000  to  spend  be- 
tween now  and  the  first  of  August,  and  they're  trying 
hard  to  spend  it. 

I  found,  for  example.  I  was  calleri  upon  to  do  physi- 
cal examinations  on  ninth  graders  in  one  school.  I  got 
out  there  and  I  found  out  that  the  Health  Director  had 
already  been  out  and  he  had  taken  all  of  the  obese 
children,  mainly  females,  and  had  arranged  for  refer- 
ral to  internal  medicine  people  with  instructions  and 
authorization  for  complete  endocrinological  studies.  I 
believe  all  of  us  agree  that  if  you  have  obese  ninth 
graders,  that  it's  more  often  due  to  too  many  Pepsi- 
Colas  and  moon  pies  than  to  endocrine  defects. 

'Yet  this  authorized  a  rather  sophisticated  survey. 
24-hour  urine,  and  so  forth.  I  think  this  is  another  ex- 
ample of  how  tax  money  is  being  spent  foolishly. 

PRESIDENT  PASCHAL:  I  think  so.  I'm  aware  of 
the  two  different  areas  which  you  mention.  I  avoided 
speaking  of  the  first  interagency  rivalry,  so  to  speak, 
or  conflict,  because  I  was  waiting  for  possibly  Jake  to 
come  back  and  let  him  speak  to  it  himself. 

But  since  he's  not  here,  I  think  I  can  tell  you  this, 
and  I  believe  this  reflects  his  attitude. 

This  problem  was  raised  at  this  meeting  with  Dr. 
Carroll,  and  Dr.  Koomen  proposed  that  they  get  into 
a  conference  with  these  people  and  iron  out  these  dif- 
ferences and  find  out  wherein  the  differences  lay,  and 
to  make  some  effort  at  their  resolution. 

MR.  BARNES:  There  are  two  points  that  I  might 
add.  if  I  may  be  permitted.  About  three  or  four  weeks 
ago.  Dr.  Joe  Knox,  who  practices  pediatrics  in  Wil- 
mington, called  me  by  telephone  and  said  that  he  had 
been  engaged  by  this  Elementary  Education  Act  pro- 
gram to  do  some  medical  advisory  work  in  that  pro- 
grom.  in  New  Hanover  County,  and  that  this  involved 
a  considerablr  amount  of  eye  work,  and  that  the 
ophthalmologists  in  Wilmington  had  rather  declined  to 
cooperate,  based  on  the  compensation  that  the  local 
school   people   were   offering   for   these   services. 

He  was  very  much  concerned  becau.'^e  he  thought  it 
might  develop  that  this  would  drive  the  local  school 
people  into  engaging  optometrists  to  do  this  eye  work 
which  ostensibly  should  be  done  by  qualified  ophthalmol- 
ogists in  Wilmington  and  eye  men. 

He  wanted  that  related  to  the  Medical  Society  for 
consideration  at  the  annual  session.  I  have  brought 
it  to  the  attention  of  Dr.  Holt,  Chairman  of  the  Com- 
mittee on  Eye  Care,  and  he  was  going  to  ferret  out 
from  the  local  ophthalmologists  what  the  story  was, 
and  then  talk  to  Dr.  Knox  about  it.  He  thought  maybe 
he  would  bring  a  report  here  this  week. 

The  only  other  incident  I  have  had  is  in  this  one 
community  of  Winston-Salem,  he  said  that  he  had  allo- 
cated   something    close    to    $900    for    Forsyth    County 


for  this  elementary  education  activity,  and  that  they 
were  paying  usually  the  customary  charge  of  the  phy- 
sician, and  raising  no  question  about  it  whatever. 

It  was  strange  that  one  county  had  one  slant  and 
another  a  different  slant  with  the  same  money. 

DR.  BEDDINGFIELD:  I  have  sort  of  indicted  our 
County  Director,  but  in  defense  I  might  say  this:  He 
also  brought  it  to  the  County  Medical  Society  for  the 
approval  of  the  program  before  he  started. 

As  far  as  office  calls  and  laboratory  procedures 
and  so  forth,  he  did  agree  to  a  schedule  of  the  usual 
customary  fee  and  things.  He  has  tried  to  secure  co- 
operation. 

MR.  BARNES:  One  other  item.  U:.  Paschal.  On  the 
21si;  of  April,  Mr.  Charles  Spencer  who  is  in  charge 
of  the  School  Health  Program  in  the  Department 
of  Public  Instruction,  called  me  and  said  that  he  had 
conceived  the  idea  that  the  old  arrangement  with  the 
Medical  Society  for  60  per  cent  of  the  high  level  Blue 
Shield  schedule  was  not  adequate  compensation  for 
what  the  doctors  in  Nor-th  Carolina  were  doing  in  the 
school   detection   program. 

He  thought  that  he  was  going  to  Dr.  Carroll  with 
a  recommendation  there  be  some  negotiation  on  this  at 
the  present  time.  He  called  me  back  the  next  day 
and  wanted  to  set  up  a  meeting  for  the  25th  of  April, 
and  there  were  some  conflicts  that  I  pointed  out  to 
him  on  that,  and  he  called  me  back  the  same  day  and 
said  that  they  had  conflicts  too.  and  wanted  to  set 
up  a  meeting  on  the  third  day  of  May. 

I  said  "Well,  we'll  be  in  Asheville  the  third  day 
of  May."  The  next  day  his  secretary  called  and  said 
they  had  called  the  whole  thing  off.  because  they 
couldn't  find  a  propitious  time  to  meet. 

PRESIDENT  PASCHAL:  It's  recognized  there  are 
inequities  in  the  operation  of  this  program  in  some  of 
the  areas  of  providing  school  help. 

DR.  BEDDINGFIELD:  I  think  this  is  so  complicated 
and  there  are  so  many  ramifications — for  example, 
there  is  relationship  as  to  what's  going  to  happen  under 
Title  XIX;  I  think  the  Council  cannot  conceivably  take 
any  action  today,  and  I  think  it  simply  ought  to  be 
received  as  information. 

PRESIDENT  PASCHAL:  I  think  that  this  would 
be  only  information,  but  I  thought  it  was  something  you 
ought  to  be  apprised  of.  and  be  aware  of  what's  go- 
ing on,  and  we'll  try  to  keep  our  Committee  on  Child 
Health  particularly  advised,  and  we  will  offer  them  our 
support. 

We'll  move  on  to  Item  igi.  Medical  Society  of  the 
State  of  North  Carolina  membership  on  North  Carolina 
Health  Council. 

MR.  BARNES:  This  is  on  the  agenda  primarily  be- 
cause it's  on  the  agenda  of  the  Auxiliary. 

The  Medical  Society,  as  you  know,  became  a  mem- 
ber of  the  North  Carolina  Health  Council  by  authority 
of  this  Executive  Council  in  1948,  and  has  consistently 
had  representation  as  one  of  the  member  agencies  of 
the  Council:  so  did  the  Auxiliary  many  years  later  be- 
come a  member. 

There  is  some  question  in  the  Auxiliary  as  to  wheth- 
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er  this  is  a  proper  membersliip  undertaking  for  the 
Auxiliary. 

Dr.  McMillan  wrote  me  sometime  ago.  as  Chairman 
of  the  Committee  Advisory  to  the  Auxiliary,  about  our 
status,  because  it's  going  to  be  questioned  in  the 
Auxiliary.  I  thought  if  there  was  any  point  to  it  that 
you  all  might  consider  whether  or  not  you've  got  a 
changed  view  about  membership  on  the  Health  Coun- 
cil. 

DR.  BEDDINGFIELD:  Mr.  President,  as  a  past 
president  of  this  organization,  he  ought  to  be  the  one 
to  discuss  it  and  make  recommendations  about  it. 

PRESIDENT  PASCHAL:  Mr.  Barnes,  do  you  have  a 
recommendation? 

Before  you  remark,  I  might  say  that  Mr.  Herndon,  I 
beUeve,  is  the  current  President  of  the  Health  Council, 
and  I  was  talking  with  him  a  few  days  ago,  and  he's 
come  up  with  the  idea  of  establishing  an  advisory 
group  composed  of  laymen,  informed  laymen,  and 
some  doctors,  about  plans  for  expansion  of  that  pro- 
gram, and  we  might  hear  more  about  that  as  time 
goes  on.  But  will  you  speak  to  this? 

MR.  BARNES:  Since  I  have  been  requested  to  speak 
to  it,  I  might  say  this:  In  1947,  when  the  first  proposi- 
tion was  made  that  the  State  Medical  Society  en- 
courage the  organization  of  the  North  Carolina  Health 
Council,  I  was  very  much  opposed  to  it  personally,  and 
the  then  officers  of  the  State  Medical  Society  didn't 
see  any  particular  reason  for  it. 

But  the  next  year,  when  the  movement  moved  on  to 
the  organization  of  the  Health  Council,  this  Council  de- 
cided it  would  be  better  to  be  a  part  of  it  and  know 
what  went  on,  and  guide  it,  and  direct  it  as  much 
as  it  possibly  could:  and  therefore  it  voted  that  the 
Medical  Society  should  be  a  member  of  it,  and  the 
President  and  the  Executive  Secretary  would  be 
representatives  to  the  Health  Council. 

Well,  I  functioned  in  that  capacity  along  with  the  in- 
tercurrent President  for  a  number  of  years,  and  then 
got  tagged  as  President  in  1959  or  '61,  something  like 
that,  and  aside  from  this  program  of  endeavoring  to 
set  up  a  health  service  for  state  employees,  I  never 
saw  anything  that  they  did  that  was  incompatible  with 
the  State  Medical  Society,  and  so  forth. 

That  particular  subject  is  still  on  the  agenda  of 
the  Health  Council,  and  I  think  that  the  Health  Council 
probably  will  bring  it  to  some  sort  of  fruition  one  of 
these  days,  if  we  can  ever  get  the  Governor  and  the 
legislature  to  give  them  some  money:  but  the  Medical 
Society  ought  to  be  in  there  guiding  it,  and  therefore 
I  think  that  your  membership  is  very  pertinent. 

PRESIDENT  PASCHAL:  Are  you  asking  us  to  make 
any   decision   or   recommendation? 

MR.  BARNES:  Not  unless  you  decide  to  come  out  of 
the  thing. 

PRESIDENT  PASCHAL:  Participation  in  the  Auxil- 
iary. 

MR.  BARNES:  They  "have  the  information  that  we 
are  participating,  so  I  guess  it's  not  up  to  us  to  tell 
them  what  to  do. 

PRESIDENT  PASCHAL:  This  requires  no  action. 

We  have  taken  care  of  Item   ihi. 


We  will  move  to  Item  ui  letter  from  Dr.  Robert  W. 
Williams,  regarding  annual  dues.  State,  and  AMA. 

MR.  BARNES:   This  is  simply  a  letter  to  me  in  re- 
sponse to  his  dues  invoice.   It's  from  Dr.   Robert  W. 
Williams  of  Wilmington. 
Dear  Mr.   Barnes: 

The  State  Dues  have  been  raised  each  year  for  the 
past  three  years,  i which  is  not  quite  correct)  and 
now  I  understand  the  AMA  dues  will  be  raised  next 
year  i  and  there  is  some  understanding  that  they  are 
seeking  thati.  I  also  note  the  addition  of  the  political 
contribution  on  the  billhead.  Please  see  that  when 
the  delegates  meet,  my  complaint  is  raised.  These 
societies  are  not  helping  me  in  any  measure  compar- 
able to  the  American  College  of  Surgeons  or  other 
specialty  groups. 

I  signed )   Robert  W.  Williams 
PRESIDENT    PASCHAL:    Do   you    want    any    action 
on  that? 

MR.   BARNES:    I   think  it   will   be   an  issue   in  the 
House  of  Delegates  because  of  some  resolutions. 
MRS.  KING:  There  are  some  dues  billing  resolutions. 
DR.  RAPER:   I  move  it  be  received  as  information, 
and  this  subject  is  covered  by  another  resolution. 
I  The  motion  was  seconded  by  Dr.  Beddingfield. ) 
PRESIDENT  PASCHAL:    It  is  moved   and  seconded 
that  this  be   accepted   as  information.   Discussion?    If 
not,   all  in  favor  say   "aye":   opposed,  like  sign.  The 
motion  is  carried. 

The  next  item  iji  Hospital  Saving  Asso,.'iation,  Board 
of  Trustees  vacancy  created  by  death  of  Louis  L. 
Klostermyer,  M.D. 

MR.   BARNES:    It's   an   unexpired   tenure  extending 
to  1968. 
PRESIDENT  PASCHAL:    No,  I  don't  think  so. 
DR.  McCAIN:  Received  as  information. 
PRESIDENT  PASCHAL:  With  regard  to  this,  I  think 
it  is  appropriate  at  this  time  to  bring  to  your  atten- 
tion a  communication  that  we  received  this  morning. 
Jim  has  not  as  yet  seen  it.   It  was  directed  to  me, 
and  it  concerns  Dr.  Klostermyer.  1  think  it  would  be 
appropriate   for  this   information   to   be   transferred   to 
you,  and  I  will  ask  Jim  to  read  the  letter  of  trans- 
mittal and  the  resolution  proposed  by  the  Hospital  Sav- 
ing Association. 

MR.  BARNES:   This  is  a  letter  dated  April  27.  1966, 
directed  to  Dr.   Paschal,  President  of  the  Society. 
Dear  Dr.  Paschal: 

During  the  quarterly  meeting  of  the  Idll  Board 
of  Trustees  of  the  Hospital  Saving  Association  of 
North  Carolina,  Inc.,  on  April  27th.  the  attached 
resolution  was  unanimously  adopted: 

The  entire  Board  is  greatly  indebted  to  Dr.  Klos- 
termyer, who  served  so  faithfully  as  your  appointed 
trustee,  and  who  so  intelligently  helped  guide  the 
association  all  the  time  he  was  a  member.  His  quiet 
and  dignified  manner,  and  his  wisdom  and  fairness  in 
all  matters  were  always  apparent.  The  rest  of  the 
Board  and  all  of  the  staff  members  with  whom  he 
worked  so  cooperatively  will  greatly  miss  him. 
Sincerely,  E.  B.  Crawford,  President 
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The  reiolulion  in  memury  of  Louis  L.  Kloster- 
myer: 

Whereas  Dr.  Kloslermyer  was  duly  elected  as  a 
member  of  the  Board  of  Trustees  of  the  Hospital 
Saving  Association  in  July  I9r>0,  and 

Whereas  Dr.  Klostermyer  faithfully  attended  every 
meeting  of  the  Board  of  Trustees  except  when  pre- 
vented from  doing  so  by  illness,  and  he  brought  to  the 
Association  his  long  interest  in  the  prepayment  field 
beginning  in  1939.  when  he  was  a  charter  member  of 
the  Western  New  York  Blue  Shield  Plan,  and  above 
all  he  brought  to  the  Association  his  good  judgment, 
integrity  and  unfailing  understanding,  all  of  which 
have  contributed  immeasurably  to  the  betterment  of 
this  Association  and  its  service  to  the  physicians,  the 
hospitals  and  the  people  in  North  Carolina,  and 

Whereas  it  was  with  a  deep  sense  of  loss  that  the 
members  of  this  Board  learned  of  his  passing  on 
March  10.  196fi.  after  a  short  illness,  and  wish  to  ex- 
press our  appreciation  for  his  service  and  sympathy 
to  his  family,  therefore  be  it 

RESOLVED.  That  the  Board  of  Trustees  of  Hospi- 
tal Saving  Association  does  hereby  acknowledge  its 
sincere  appreciation  for  the  services  of  Dr.  Louis  L. 
Klostermyer.  and  does  express  to  his  family  its  deep 
regret  at  his  death  and  its  devotion  to  his  memory 
as  both  a  friend  and  counsellor:  be  it  further 

RESOLVED,  That  this  resolution  be  spread  upon 
the  minutes  of  the  Board  and  that  a  copy  of  this 
resolution  be  transmitted  to  the  members  of  the 
family  of  Dr.  Louis  L.  Klostermyer  and  to  the  Medical 
Society,  Hospital  Saving  Association  of  North  Caro- 
lina, Inc. 

J.  C.  Eagles,  Chaiimaii,  Board  of  Trustees. 

PRESIDENT  PASCHAL:  This  is  appropriately  enter- 
ed into  the  minutes  of  this  meeting. 

PRESIDENT  PASCHAL:  Is  there  a  proposal?  Is 
there  a  proposal  for  replacement  of  Dr.  Klostermyer? 

DR.  MURPHY:  I  would  like  to  nominate  Dr.  F.  A. 
Blount  of  Winston-Salem.  Dr.  Blount  is  a  pediatrician. 
The  pediatricians  have  not  been  represented  I  think 
in  our  Blue  Cross,  which  is  basically  a  hospital  and 
surgical  plan.  This  is  one  branch  of  medicine  that 
hasn't  had  representation,  and  if  we're  having  plans 
backed  by  the  doctors.  I  think  it  ought  to  represent  all 
the  doctors. 

Dr.  Blount  is  in  private  practice  there,  head  of  the 
Visiting  Committee  at  Chapel  Hill.  He  is  on  the 
visiting  staff  at  Bowman  Gray.  He  is  well  qualified,  an 
excellent  man  from  a  professional  standpoint. 

I  The  motion  was  seconded  by  Dr.  McNeill  and  Dr. 
Williams,  i 

PRESIDENT  PASCHAL:  I  am  going  to  suggest  that 
Dr.  Murphy  be  asked  to  place  this  name  in  nomination 
tomorrow  at  the  appropriate  time. 

And  if  there  is  no  objection,  we  will  ask  him  to  also 
indicate  that  this  is  the  recommendation  of  the  Council. 

DR.  DUCK:  I  make  a  motion  that  nominations  cease 
and  he  be  recommended. 

I  The  motion  was  seconded  by  Dr.  Williams,  i 

PRESIDENT  PASCHAL:   Further  discussion?   If  not. 


all  in  favor  say  "aye":  opposed  by  like  sign.  The 
motion  is  carried. 

Now  we  go  to  item  iki,  vacancy  on  the  North  Caro- 
lina Board  of  Nursing  created  by  the  death  of  Dr. 
Robert  N.  Creadick  of  Durham. 

We  have  made  recommendations  to  the  Governor  for 
consideration  of  the  appointment  of  Dr.  E.  R.  Caldwell 
to  replace  Dr.  Creadick  on  the  Board.  A  letter  of  rec- 
ommendation was  sent  to  the  Governor.  It  was  duly 
acknowledged,  and  no  action  so  far  as  I  know  has  been 
taken  on  this  appointment  at  this  time. 

I  am  optimistic  that  this  might  be  done.  I  bring 
this  to  you  for  information. 

Now  the  next  item  we  will  go  to  is  ifi.  Training 
Task  Force  Project— North  Carolina  State  Board  of 
Health  '  Medical  Society  share  in  plans  and  informa- 
tion in  development  of  the  expansion  of  this  project  in 
developing  plans  for  the  implementation  of  some  of  this 
new  legislation.  > 

Dr.  Burns  Jones  is  concerned  with  this.  Dr.  Koomen 
is  also  concerned  with  it,  and  one  of  the  men  his  depart- 
ment—I believe  Dr.  Donnelly— requested  that  we  have 
our  task  force  group  get  together  and  work  on  plans 
for  providing  and  promoting  a  written  plan  for  the  im- 
plementation of  certain  phases  of  Public  Law  89-97. 

Now  Dr.  Jones  has  asked  for  an  indication  of  the 
attitude  of  the  Society  in  working  and  planning  in  this 
area.  He  is  not  asking  for  an  expression  of  opinion 
concerning  the  program  itself,  but  he  is  hopeful  that 
the  Medical  Society  would  participate  in  the  planning 
and  study  of  this  as  it  develops. 

I  did  write  to  Dr.  Jones  and  tell  him  that  the  Med- 
ical Society  was  interested  in  the  problem,  and  that 
we  were  interested  in  studying  it  further  and  know- 
ing more  about  it.  and  working  with  them  in  the  fu- 
ture   development    of    plans    for    implementation. 

Dr.  Jones  is  asking  for  the  cooperation  of  the  Med- 
ical Society  in  an  expression  of  the  willingness  of  the 
Medical  Society  to  participate  with  the  training  task 
force  project  of  North  Carolina  State  Board  of  Health 
in  developing  plans,  further  plans  for  the  implementa- 
tion  of   Public    Law   89-97. 

DR.  BEDDING  FIELD:  Are  there  three  task  force 
groups? 

DR.  KOOMEN:  Yes.  Perhaps  the  choice  of  names,  in 
view  of  the  other,  is  not  a  very  good  one. 

PRESIDENT  PASCHAL:  I  thought  as  the  study 
was  carried  on,  this  was  something  that  the  Medical  So- 
ciety could  not  afford  not  to  be  informed  about,  and 
not  to  have  some  plan  or  some  part  in. 

If  there  are  serious  problems  that  develops  and  they 
can  be  brought  back  to  the  Council  for  their  considera- 
tion, that  would  be  fine.  But  nothing  has  been  done 
about  this.  No  meeting  has  been  held  for  it.  But  I 
simply  indicated  that  the  Medical  Society  did  have  a 
willingness  of  participating  when  the  matter  was  con- 
sidered. 

DR.  McCAIN:  What  is  the  area  of  concern  of  this 
task  force  designated  here? 

MR.  BARNES:   Training. 

DR.  McCAIN:  Of  whom?  Of  physicians,  technicians? 

PRESIDENT  PASCHAL:  Not  so  much  physicians,  but 
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allied  personnel,  and  all  of  the  people  that  might  be 
involved  in  this  thing. 

DR.   BEDDINGFIELD:    Home  health  aids. 

DR.  McCAIN:   A  program  for  the  state. 

PRESIDENT  PASCHAL:  This  would  be  a  statewide 
thing. 

But  in  the  training  of  allied  health  personnel,  nurses, 
technicians,  aids,  physical  therapists,  off  of  these 
people,  they  wanted  to  have  the  guidance  of  the  Medical 
Society  and  informed  medical  people  in  the  develop- 
ment of  this  training  program. 

Dr.  Donnelly  asked  the  Medical  Society's  task  group 
meet  with  him  to  study  and  consider  developing  guide- 
lines or  model  plan  for  the  implementation  of  this 
legislation  in  North  Carolina. 

The  Governor's  office,  as  I  understand  it,  has  re- 
quested that  a  plan  be  submitted  in  writing:  whether 
this  means  that  he  is  considering  the  Board  of  Public 
Welfare  to  do  this,  I  don't  know.  But  they  have  asked 
them  to  submit  a  plan  in  writing:  and  before  that 
was  done,  he  wanted  to  meet  with  our  task  force  for 
consideration  of  this  problem  and  see  if  we  couldn't 
develop  guidelines  along  which  we  could  proceed. 

Now  with  that  in  mind,  we  did  have  a  meeting  on 
Tuesday  night.  The  original  model  plan,  I  believe, 
had  been  withdrawn.  Sometime  earlier  we  got  this  in- 
formation. So  actually  we  did  not  get  much  accom- 
plished. 

Dr.  Koomen  was  there.  Possibly  he  would  like  to 
remark  about  this  at  this  time. 

DR.  KOOMEN:  In  confirmation  of  what  you  say, 
we  had  been  asked  by  Mr.  Rankin  following  the  visit 
that  Dr.  Paschal  and  I  made  to  him  to  discuss  the 
relationship  or  hope  for  a  relationship  between  the 
State  Board  of  Health.  Medical  Society,  and  the  De- 
partment of  Administration  in  the  Governor's  office. 

He  asked  that  we  device  a  plan  and  submit  it  to 
him.  As  we  were  getting  under  way  with  this,  we 
discovered  that  the  model  plan  which  had  been  put 
forth  for  the  guidance  of  the  State  had  been  withdrawn, 
and  that  a  new  one  is  to  be  fashioned,  the  precise  date 
of  which  is  not  quite  certain. 

It  also  turns  out  that  writing  a  plan  for  implementa- 
tion of  Title  XIX,  the  expanded  Kerr-Mills  portion  if  you 
will,  and  the  five  types  of  welfare  programs  that  must 
be  incorporated  into  this  over  a  ten-year  period,  is  a 
much  more  complicated  task  than  writing  a  similar 
plan  for  Title  XVIII,  or  the  so-called  Medicare  portion 
which  has  to  do  with  those  65  and  above,  and  those 
65  and  above  who  elect  to  take  part  about  the  physi- 
cal payment  portion. 

We  have  been  busy  gathering  data,  writing  and  re- 
viewing medical  plans  only  to  discover  that  the 
model  plan  had  been  withdrawn  by  the  Department  of 
Health,  Education  and  Welfare,  and  that  therefore  we 
await  it. 

At  any  rate,  the  meeting  to  help  get  on  with  writing 
the  plan  could  not  go  further  at  the  moment  because 
we  did  not  have  a  model  plan  before  us. 

PRESIDENT  PASCHAL:  Thank  you.  Dr.  Beddingiield, 
do  you  want  to  remark  about  this? 

DR.    BEDDINGFIELD:     Very    briefly,    just    to    say 


this:  I  don't  know  anything  else  that  the  Medical  So- 
ciety task  force  group,  or  the  people  at  the  State 
Board  o?  Health,  could  do  at  this  moment.  I  think 
this  is  consistent  with  a  special  meeting  of  the  E.xecu- 
tive  Council  in  August  of  last  year,  at  which  we  de- 
clared that  it  was  the  wish  of  the  Medical  Society 
that  Title  XIX  being  primarily  a  health  care  program 
be  under  the  jurisdiction  of  the  State  Board  of  Health, 
and  not  the  State  Board  of  Public  Welfare.  Of  course, 
this  is  compatible  with  the  law. 

The  law  requires  only  that  Welfare  determine  elig- 
ibility: but  as  far  as  the  development  of  the  scope 
of  services  and  the  extent  of  services,  and  program 
evaluation  of  health  services,  this  can  very  properly, 
and  this  Society  thought  it  should  be  left  within  the 
Health  Department  of  North  Carolina. 

One  additional  bit  of  information,  since  we  met 
last  Tuesday  night.  I  have  learned  that  various  sections 
oi  the  new  guidelines  have  been  drawn.  They  have  not 
been  published,  but  they  are  going  to  wait  until  all  the 
sections  of  it  are  compiled  into  a  handbook  and  pub- 
lish it. 

I  have  reason  to  believe  that  we  might  be  able 
to  get  various  sections  of  the  plan  as  they  are  in 
draft  form,  so  that  we  can  go  ahead  and  begin 
mimeograph  work,  and  we'll  pass  this  information 
along  to  Dr.  Koomen  as  it  is  received.  We  might  get 
some  of  it  before  he  does,  and  he  might  get  some 
before  we  do.  But  I  think  we  should  proceed  on  our 
stated  policy  that  we  would  like  to  see  this  vast 
health  program  within  the  State  Board  of  Health. 

PRESIDENT  PASCHAL:  I  think  we  will  pursue  that 
without  further  direction  from  the  Council. 

Dr.  Kernodle'? 

DR.  KERNODLE:  I  don't  have  anything  further  to 
add  to  it.  I  was  not  able  to  be  at  the  Tuesday  meet- 
ing, but  I  do  think  that  we  ought  to  pursue  every  ef- 
fort to  keep  this  within  the  State  Board  of  Health. 

PRESIDENT  PASCHAL:  It  is  my  understanding, 
that  there  is  no  serious  consideration  being  given  to  put 
this  in  the  hands  of  the  State  Board  of  Public  Welfare. 

DR.  KOOMEN:  No  information  has  been  brought  to 
us  directly.  We  have  been  in  communication  too  with 
the  regional  office  of  the  Public  Health  Service,  who 
have  a  group  interested  in  implementation  of  both 
Titles  XVIII  and  XIX,  and  they  will  furnish  us  whatever 
material  they  can  out  of  plans  so  far  approved  in 
other  states. 

But  we  believe  that  things  must  be  standing  still 
pretty  much  in  other  states  awaiting  the  guidelines. 
By  standing  still,  I  mean  simply  that  while  writing  will 
be  going  on,  ultimately  this  will  have  to  conform  to 
standards  set  up. 

DR.  BEDDINGFIELD:  I  think  you  ought  to  say  this: 
While  we  don't  know  of  any  serious  disposition  on  the 
part  of  the  Governor  to  put  this  in  the  Department 
of  Public  Welfare,  that  the  State  Board  of  Public 
Welfare  is  just  automatically  assuming  that  they're 
going  to  have  it.  and  they're  proceeding  to  go  ahead 
and  write  a  program,  and  this  ought  to  be  known  to  this 
Council. 

MR.  ANDERSON:  It's  already  got  most  of  it. 
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DR.  KERNODI.E:  That's  the  reason  I  said  we  should 
pursue  very  dihgently  to  keep  this,  or  get  this  in  the 
State  Board  of  Health.  And  as  I  mentioned  to  Jake 
just  now,  California  has  a  plan.  It  may  not  be  a  good 
model  plan,  but  they  have  something  going,  and  there 
are  other  states  that  also  have  something  going,  and  I 
don't  think  we  should  sit  back  and  wait  for  all  the  in- 
formation without  going  in  and  making  a  plan,  be- 
cau.se  if  ue  do,  we're  going  to  be  on  the  outside 
looking  in,  and  the  Welfare  Department  will  have  it. 

PRESIDENT  PASCHAL:  I  believe  that  our  task 
group  is  available  to  work  with  the  State  Board  of 
Health  in  developing  this  proposal  and  submitting  it. 

'We  bring  these  things  to  you  for  your  information.  I 
don't  believe  they  require  any  action  of  the  Council. 

Now  we  go  to  item  >  m  >  Committee  on  Pharmacy  and 
Councilor— 2nd  District— report  on  James  Robert  How- 
erton.  formerly  of  Columbia  i Tyrrell  County". 

DR.  WILLLIAMS:  Mr.  President  and  Gentlemen:  I 
think  it  could  be  brief.  Most  of  you  remember  my  call- 
ing the  attention  of  the  Council  at  the  last  meeting  about 
Dr.  Howerton  receiving  a  kickback  from  the  drug  store 
down  at  Columbia,  which  is  my  district,  and  you 
remember  we  had  the  court  testimony,  and  that  sort 
of  thing. 

Now  this  action  briefly  was  tliat  we  would  write 
Dr.  Dees  that  the  Council  would  not  give  consent  for 
him  to  turn  over  his  report  to  the  Executive  Secretary 
of  the  North  Carolina  Pharmaceutical  Association  at 
this  time,  as  well  as  the  second  part  of  the  action 
that  we  go  back  to  the  county  society  and  see  what 
they  will  do. 

Well,  I  went  down  to  his  local  society  and  carried 
ail  the  information  to  them,  and  interviewed  the  people 
there,  and  turned  it  over  to  them  and  the  report  I  re- 
ceived back  if  you  would  like  for  me  to  read  it,  I  will 
—it's  rather  brief. 

This  is  from  David  T.  Tayloe,  Chairman  of  a  com- 
mittee  at  Washington,  North  Carolina.   You  see,   this 
Medical  Society  down  there  calls  themselves  the  Pam- 
lico-Albemarle   Society,    which    is    composed    of    five 
county  societies,  none  of  which  have  that  county  name. 
But    it's    a   five-county    society,    and    they   call    them- 
selves Pamlico-Albemarle. 
"After  going   over   the   letters   and   court   testimony 
concerning  Dr.  Howerton's  pharmacy  affair,  a  com- 
mittee was  arranged  to  discuss  the  matter.  Dr.  Clark 
Rodman,  Dr.  Robert  Sandy,  both  of  whom  are  Past 
President    of    our    local    society,    and    myself    were 
the  committee.  We  made  the  following  report: 

Uuntil  you  brought  this  matter  up,  we  weren't 
aware  that  Dr.  Howerton  was  a  member  of  our  So- 
ciety. However,  we  contacted  the  secretary-treasurer, 
and  indeed  he  has  paid  his  dues  for  1966,  On  re- 
viewing our  By-Laws,  he  cannot  qualify  as  a  member 
of  our  Society,  since  our  By-Laws  state  that  he  must 
reside  and  practice  in  one  of  our  five  counties.  Our 
secretary-treasurer  did  not  realize  that  he  couldn't 
continue  his  membership.  His  dues  have  been  re- 
turned. 

As  you  know.  Dr.  Howerton  is  now  living  in  Nor- 
folk, "Virginia,  where  he  is  pursuing  a  resident  train- 


ing course.  On  looking  over  the  court  testimony,  it 
seems  quite  clear  that  Dr.  Howerton  terminated  his 
relationship  with  Mrs.  Cahoon's  Pharmacy  himself 
voluntarily  sometime  ago.  Since  the  question  involv- 
ing an  alleged  unethical  practice  was  corrected,  and 
since  the  physician  no  longer  resides  in  our  area,  we 
see  little  to  be  gained  by  asking  Dr.  Howerton  to 
come  here  to  investigate  this  matter  further. 

Sincerely  yours,  David  T.  Tayloe. 
I  have  talked  to  Dr.  Tayloe  about  this  subsequently, 
and  they  just  feel  like  it's  a  closed  matter;  he's  not 
under  our  jurisdiction:  why  should  we  get  excited? 
That  suits  me  all  right,  but  it  does  leave  one  little  gap 
here  that  I  think  we  should  think  about  and  possibly 
act  about. 

We  haven't  answered  the  implications  that  might 
come  of  this,  and  the  publicity  surrounding  it.  I  know 
Dr.  Beddingfield  wrote  me  about  a  copy  of  a  letter 
that  he  expressed  some  opinions  on  about  the  Hart 
thing.  It  also  hasn't  satisfield  my  local  newspaper 
editor  who  publicized  this  in  the  local  paper  when  it 
happened. 

MR.  BARNES:  There  is  one  other  item.  Dr.  Wil- 
liams. I  take  it  from  this  letter  that  the  component  so- 
ciety, county  society,  has  refunded  his  1966  dues, 
DR.  WILLLIAMS:  That's  what  they  say. 
MR.  BARNES:  They  did  that  after  the  time  that  he 
not  only  remitted  county  dues,  but  state  and  AMA 
dues,  which  have  been  processed,  and  those  member- 
ships stand  for  1966. 

DR.  WILLIAMS:  They  were  remiss  or  wrong  in  ac- 
cepting his  dues  when  he  couldn't  legally  be  a  member, 
according  to  their  By-Laws,  what  they  say  here.  He 
has  to  reside  and  practice. 

MR.  BARNES:  We  had  no  notice  of  that.  He  was 
on  their  rolls  December  1st,  and  we  billed  him  regu- 
larly for  dues. 

DR.  BEDDINGFIELD:   He  is  therefore  still  a  mem- 
ber in  good  standing  of  the  State  Medical  Society. 
MR.  BARNES:  And  of  the  AMA. 
PRESIDENT  PASCHAL:  This  is  a  prerogative  of  the 
local  county  society. 

DR.  WILLIAMS:  They  see  little  reason  to  pursue  it 
further,  according  to  this,  according  to  their  statements 
to  me. 

PRESIDENT  PASCHAL:  Would  it  be  appropriate  for 
our  Committee  on  Mediation  to  communicate  with  him? 
DR.  WILLIAMS:  I  think  the  appropriate  persons, 
whoever  they  may  be — I'm  not  sure— it  seems  to  me 
thai  maybe  we  shouldn't  let  this  go  unnoticed,  and 
that  we  should  let  other  interested  agencies  know  that 
we  do  speak  out  and  condemn  so-called  unethical  prac- 
tices such  as  this. 

DR.  BRIDGER:  I  make  a  motion  Lynwood  Williams 
look  after  the  whole  affair. 

PRESIDENT  PASCHAL:  It  is  moved  that  Dr.  Wil- 
liams look  after  this  affair.  It  is  seconded? 

DR.  BRIDGER:  I  will  put  Jim  Barnes  in  my  mo- 
tion  with   Lynwood  to  write  him   a   letter. 

DR.  WILLIAMS:  I  think  if  it  came  from  somebody 
with  central  based  authority,  it  would  be  better  than 
somebody  locally,   an  individual. 
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DR.  MURPHY:  How  about  the  Committee  on  Medi- 
ation? 

PRESIDENT  PASCHAL:  You  could  say  "acting  on 
instruction  of  the  Executive  Council,"  you're  com- 
municating— 

DR.  WILLIAMS:  I  would  like  some  privilege  to  put  it 
on  the  level,  rather  than  myself  as  an  individual. 

DR.   BRIDGER:    I  will  put  Jim  and  Lynwood.   .   .   . 

PRESIDENT  PASCHAL:  There's  a  motion  on  the 
floor. 

DR.  'WILLIAMS:  Could  we  send  any  copies  of  such 
letter  to  Dr.  Dees,  or  to  any  other  people,  or  maybe 
the  editor  of  the  newspaper,  or  anybody  interested? 

PRESIDENT  PASCHAL:  I  think  it  would  be  appro- 
priate to  send  it  to  Dr.  Dees.  I  hesitate  to  get  in- 
volved with  the  newspaper. 

DR.  WILLIAMS:  The  thing  of  it  is  that  at  least  Dr. 
Dees  ought  to  be  satisfied,  because  the  pharmacists 
are  howling  at  him  about  this  type  thing.  And  here  is 
a  case  unanswered,  and  they  can  say  to  him  "What 
have  you  done  about  this  thing?" 

PRESIDENT  PASCHAL:  You  have  heard  the  mo- 
tion:  is  there  any  further  discussion? 

I  The  motion  was  seconded,  i 

PRESIDENT  PASCHAL:  There's  only  one  objection 
that  I  have  about  this,  in  taking  unilateral  action,  and 
that  is  that  we  haven't  given  the  man  an  oppor- 
tunity to  be  heard. 

DR.  McCAIN:  He's  still  interested  in  North  Carolina. 
He  pays  dues  and  is  probably  interested  in  coming 
back  down  here. 

PRESIDENT  PASCHAL:  If  the  Chair  might  make  a 
suggestion  that  we  defer  taking  the  action  that  would 
be  representative  in  this  motion,  communicate  with  the 
doctor  involved,  give  him  an  opportunity  to  be  heard 
by  our  appropriate  committee  or  Council,  that  he 
come  here,  or  let  him  come  before  the  Executive 
Committee  of  the  Council,  and  then  we'll  be  in  a  po- 
sition to  take  whatever  action  we  might  feel  is  neces- 
sary. 

DR.  BRIDGER:  I  withdraw  that  motion  and  let  it  go 
that  way. 

PRESIDENT  PASCHAL:  If  that  meets  with  your  ap- 
proval, we'll  follow  that  procedure. 

We  will  now  go  to  item  im  which  has  to  do  with 
the  Insurance  Industry  Liaison  Committee,  which  was 
done  this  morning. 

DR.  JONES:  Since  it's  going  to  be  dropped  in  some- 
body else's  lap,  would  it  be  reasonable  to  ask  the 
Council  of  the  AMA  for  any  help  on  this  situation? 

PRESIDENT  PASCHAL:  It  might  prove  helpful. 
There's  no  reason  why  one  could  not  communicate 
with  the  AMA  for  guidance  and  advice.  I  think  you  are 
at  liberty  to  do  that. 

Item  7,  Councilors,  Annual  report  of  the  Councilors. 

First  District,  Dr.  Romm. 

DR.  ROMM:  No  further  report. 

PRESIDENT  PASCHAL:  The  Second  District,  Dr. 
WiUiams. 

DR.  WILLIAMS:  You  have  just  heard  any  addition 
to  my  report,  which  wouldn't  be  included. 

PRESIDENT  PASCHAL:   Thank  you. 


The  Third  District,  Dr.  Bridger. 

DR.    BRIDGER:    No   further    report. 

PRESIDENT  PASCHAL:  Fourth  District,  Dr.  Bed- 
dingfield. 

DR.  BEDDINFIELD:   Nothing  further. 

PRESIDENT  PASCHAL:  Fifth  District,  Dr.  Summer- 
lin. 

DR.    SUMMERLIN:    No   additional   report. 

PRESIDENT  PASCHAL:   Sixth  District,  Dr.  Glasson. 

DR.   GLASSON:    Nothing  additional. 

PRESIDENT  PASCHAL:  Seventh  District,  Dr.  Wel- 
ton. 

DR.  WELTON:  Mr.  President,  I  would  like  to  bring 
up  a  matter  that  Mr.  Barnes  and  I  encountered  in  a 
visit  to  the  Gaston  County  Society  a  few  weeks  ago. 

I  am  sure  others  of  you  have  encountered  it,  and 
that  is  the  confusion  and  apprehension  that  exists 
among  many  of  our  members  about  whether  they're 
going  to  have  to  "participate"  or  not  participate  in 
Medicare. 

What  I'm  thinking  of  is  a  recommendation  or  ex- 
planation, or  both,  from  this  group  to  the  membership 
explaining  the  advantages  of  just  continuing  to  bill  the 
patients  directly   as  they  have  done. 

PRESIDENT  PASCHAL:  I'll  ask  you  to  express 
the  last  half  of  that  sentence — I  didn't  quite  get  it. 

DR.  WELTON:  An  explanation  and  recommendation 
to  our  members  of  the  advantages  of  continuing  to 
bill  the  patients  directly — I'm  referring  to  people  over 
65 — for  services  rendered  in  their  offices,  rather  than 
taking    assignments   or    other   mechanisms. 

PRESIDENT  PASCHAL:  May  I  ask  what  mechanism 
you  propose  for  distributing  this  information? 

DR.  WELTON:  Well,  I  don't  have  a  concrete  pro- 
posal at  the  moment.  I  would  like  to  get  the  group's 
feeling  about  the  advisability.  I  think  there  is  a  need 
for  this,  because  I  think  apprehension  flourishes  on  back 
of  information,  despite  the  material  disseminated.  Many 
of  the  men  haven't  read  it,  and  if  they  have,  they 
haven't  digested  it.  They  can  use  any  of  our  printed 
mechanisms. 

DR.  RAPER:  Mr.  President,  I  suggest  that  we,  as  an 
organization,  say  to  the  delegates  or  the  members  that 
they  can  do  as  they  please:  that  we  cannot,  as  an  or- 
ganization, request  that  they  do  not  participate.  Other- 
wise we'll  be  subject  to  an  antitrust  suit. 

DR.  WELTON:  That's  my  whole  point,  if  you  will 
excuse  me.  You  don't  have  to  say  to  anybody  whether 
you're  going  to  participate  or  what.  That's  what  the 
membership  does  not  understand.  You  do  not  have 
to  declare  yourself  one  way  or  the  other. 
PRESIDENT  PASCHAL:  Dr.  Kernodle? 
DR.  KERNODLE:  This  thing  comes  under  critical 
point  and  the  lawyer  comes  over  here  and  tells  me  you 
can't  get  an  antitrust  program,  but  you  can  express 
and  educate  people  by  giving  them  both  sides  of  the 
fence,  and  that's  what  the  point  is. 

If  they  don't  know,  how  in  the  world  can  they  de- 
cide what  they're  going  to  do,  whether  fall  into  the  line 
of  accepted  assignment,  or  bill  direct?  That's  the  only 
thing  that  the  medical  profession  is  honor  bound  to 
tell  our  members,  what  the  heck  the  problems  are. 
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and  what  are  the  advantages  and  disadvantages. 

DR.  KOONCE:  The  best  way  to  do  that  would  be 
through  one  of  the  new  president's  letters  in  the  Med- 
ical Journal. 

PRESIDENT  PASCHAL:  Yes.  that  might  be  an  effec- 
tive means  of  doing  it. 

I  would  say  that  we're  having  conferences  and  meet- 
ings that  have  to  do  with  our  new  responsibilities,  and 
we're  making  an  effort  to  disseminate  information  and 
knowledge  about  these  problems. 

On  this  particular  thing,  do  you  think  a  President's 
page  letter,  or  maybe  an  editorial  would  be  suffi- 
cient'.' 

DR.  WELTON:  No  sir.  I  do  not.  With  all  due  respect 
to  the  President's  letter.  I  think  we  ought  to  use  every 
means  of  communication  we've  got,  plus  some  we 
haven't  got.  I  know  regional  meetings  are  being  plan- 
ned, and  investigations  being  made  on  telephone 
conferences,  and  so  on. 

On  this  particular  point,  a  letter  perhaps  would  be 
in  order.  I  think  it's  going  to  take  repetition  to  get  this 
message  across  to  our  membership. 

PRESIDENT  PASCHAL:  Do  you  have  a  motion  re- 
garding this'? 

DR.  WELTON:  I  would  move  that  we  take  definite 
action  to  inform  our  membership  or.  both  sides  of  the 
question,  as  Dr.  Kernodle  put  it.  on  how  to  handle 
billing  of  patients  under  Part  B  of  Medicare. 

PRESIDENT  PASCHAL:  You've  heard  the  motion;  is 
there  a  second? 

I  The  motion  was  seconded  by  Dr.  Williams.* 

PRESIDENT  PASCHAL:   Now  is  there  discussion'? 

DR.  JONES:  Mr.  President,  it's  rather  clearly  set 
forth  in  the  law  that  you  may  elect  to  take  an  assign- 
ment or  not  to  take  an  assignment.  You  may  take 
three  people  that  come  to  your  office,  and  you  may 
reject  the  next  three  for  assignments.  There's  no  ques- 
tion about  that. 

As  I  understand  Dr.  Welton.  all  he  wants  to  do  is 
to  inform— and  forgive  me — the  uninformed  sector  of 
our  group,  that  there  is  an  opportunity  to  continue  to 
treat  their  patients  just  as  they  always  have,  bill  them 
without  taking  an  assignment:  and  there  is  no  contra- 
vening of  the  law  under  those  circumstances. 

Is  that  in  essence  what  you  want  to  get  over? 

DR.  WELTON:  Very  well  put. 

DR.  JONES:  A  simple  statement  would  be  just  about 
that  long,  and  no  penalty  involved.  But  don't  tell 
them  they've  got  to  do  that,  because  sometimes  they're 
going  to  want  to  take  that  assignment,  if  somebody 
doesn't   have   any  money. 

PRESIDENT  PASCHAL:  Is  there  further  discussion'? 
If  not.  are  you  ready  for  the  question?  All  in  favor  let 
it  be  known  by  saying  "aye";  opposed  by  like  sign.  The 
motion  is  carried. 

Now  we  go  to  the  Eighth  District.  Dr.  McNeill 
representing  Dr.  Shaffner. 

DR.  McNeill  :   Nothing  further. 

PRESIDENT  PASCHAL:    Tenth   District.   Dr.   Raper 

DR.  RAPER:    Nothing  further. 

PRESIDENT  PASCHAL:  Excuse  me.  Ninth  District, 
Dr.   Murphy. 


DR.  MURPHY:  Nothing  further. 

PRESIDENT  PASCHAL:  All  right,  we  have  dispensed 
with  item  '  a  i  under  8. 

The  Advisory  and  Study  Commission.  Dr.  Howard 
Wilson. 

DR.   WILSON:    No  further  report. 

PRESIDENT  PASCHAL;  Annual  Convention  Commis- 
sion. Dr.  Paul  Maness.  He's  not  here.  Is  there  any- 
thing further?  I  think  we  have  that  in  the  Compilation. 

DR.   BEDDINGFIELD;   How  about  the  '68  dates? 

MR.  BARNES:   I  might  report  on  that. 

The  1967  date  has  been  confirmed.  The  only  avail- 
able date  that  doesn't  confhct  with  some  other  group 
that  would  make  it  inoperable  to  us  Irom  the  stand- 
point of  check-in  and  access  to  the  facilities  would  be 
the  20th  to  the  24th  of  May.  1967. 

I  do  have  a  telegrain  here  from  the  hotel  people.  It 
reads  as  follows:  "Rate  for  the  May  20  to  24,  1967, 
will  probably  be  $36  double  and  $20  single,  plus  10  per 
cent  gratuity  due  to  the  proposed  Federal  minimum 
wages."  This  is  signed  by  Convention  Bureau  Man- 
ager. 

He  talked  to  me  one  day  last  week  and  said  that  the 
Board  had  one  or  two  meetings  on  it.  and  that  they 
would  notify  their  contractees  that  this  was  almost 
an  inevitable  problem  if  the  Federal  minimum  wage 
act  went  into  effect.  They  would  have  to  pass  that  on 
to  the  various  occupants  of  their  room  facilities. 

While  I'm  on  my  feet,  I  also  have  a  telegram  from 
Mr.  Richard  Arey,  General  Manager,  and  Mrs.  Mildred 
Callahan,  Director  of  Sales,  of  the  Jack  Tar  Hotel  in 
Durham.  It  says; 

Dear   Mr.    Barnes: 
Best  wishes  for  a  most  successful  meeting  at  Ashe- 

ville.  We  look  forward  to  the  opportunity  of  being  your 

host  in  1968.  May  we?"  Sincerely. 

That's  really  a  matter  for  the  Committee  on  Arrange- 
ments and  has  been  committed  to  them.  We're  holding 
dates  in  Pinehurst  for  the  Uth  to  the  15th  of  May  in 
1968.  if  that  committee  decides  in  September  that's 
what  they  want  to  do. 

PRESIDENT  PASCHAL:  All  right;  you  have  this  ad- 
ditional information. 

We'll  pass  on  to  idK  Professional  Service  Commission. 
Dr.  Lindsey. 

DR.  MARK  M.  LINDSEY:  I  don't  have  any  addition- 
al report.  Mr.  President.  The  Committee  on  Nurses 
asked  me  to  call  the  attention  to  highlight  the  speech 
of  Dr.  Hale  Wednesday  morning  at  9:30,  and  call  your 
particular  attention  to  this  because  of  the  pertinence  of 
the  nursing  situation  in  North  Carolina. 

PRESIDENT  PASCHAL:  Public  Relations  Commis- 
sion. Dr.  Welton. 

DR.  WELTON:   Nothing  additional. 

PRESIDENT  PASCHAL;  Public  Service  Commission, 
Dr.    Thurston. 
DR    THURSTON:   No  additional  report. 

PRESIDENT  PASCHAL;  Is  there  a  motion  that  we 
approve  the  report  of  the  Councilors  and  the  Commis- 
sioners? 

I  Such  a  motion  was  made  by  Dr.  Duck  and  seconded 
by  Dr.  Garrard.  The  motion  was  put  to  a  vote  and  car- 
ried. I 
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PRESIDENT  PASCHAL:  Now  the  Annual  Report  of 
Committees. 

MR.  BARNES:  These  reports  went  out  in  the  Com- 
pilation about  ten  days  ago  to  the  members  of  the 
Council.  I  don't  know  how  many  have  read  them,  or 
whether  you  want  to  challenge  them  or  direct  an 
amendment  of  them,  or  question  the  principles  in- 
volved  in   the   reports,   or   what. 

You  have  had  them,  and  they're  accessible.  I  would 
particularly  call  your  attention  to  the  Audit  Report 
which  is  in  the  Compilation,  and  say  that  last  year's 
operation  did  show  a  net  profit  of  $29,82.78  in  the  op- 
eration of  the  Society. 

Except  for  the  fact  that  we  have  withdrawn  from 
this  some  of  the  contested  IRS  payments,  and  the  con- 
tested State  Employment  Commission  payments,  which 
have  amounted  to  about  $22,000,  this  would  be  a  good 
picture. 

I  would  also  like  to  say  that  as  of  March  31st,  of 
the  budgetary  estimates,  revenue  of  $280,000,  we  have 
received  and  deposited  in  the  Societys  accounts  $245,- 
075.18.  We  only  have  a  difference  to  go  for  the  rest 
of  this  year  of  $34,941.82  to  attain  that  goal. 

In  that  respect,  we  have  something  like  7.500  in 
advertising  accounts  payable  to  us,  and  we  have  prob- 
ably a  thousand  dollars  of  local  advertising  accounts 
payable  to  us,  and  well  have  in  addition  all  of  the  reve- 
nue derived  from  the  Journal,  both  local  and  national, 
for  the  months  of  May  through  December. 

So  I'm  not  worried  at  all  about  attaining  the  $34,941. 
that  is  the  difference  at  the  present  time. 

In  the  expenditure  budget,  as  of  March  31st,  of  the 
$265,083  authorized  to  be  expended,  $67,685.05  has  been 
spent,  and  the  difference  is  $19,397.95  authorized  to  be 
expended  that  is  still  available. 

Of  course,  the  annual  session  is  an  expensive  thing 
and  it's  going  on  now,  but  I  think  that  the  report  here 
on  March  31st  of  excess  income  over  expenditures  of 
$177,309.13  is  a  good  fiscal  picture,  and  I'm  very  proud 
of  it  personally. 

On  the  Journal,  per  se.  someone  has  asked  this 
question,  and  I  would  like  for  it  to  get  into  the  record, 
that  so  far  this  year,  with  the  accounts  accruable  and 
uncollected,  we  have  a  figure  of  $19,971.  and  we  have 
spent  $15,789. 

Now  I'm   sure  that   at  that   time  we  owed  for  the 
March  issue  of  the  Journal  ,and  I  think  that's  a  good 
picture  of  the  Journal,  because  the  revenue  was  up  to 
$3,900  for  the  month  of  April,  and  we  think  the  Jour- 
nal is  showing  progress. 
DR.   BEDDINGFIELD:    What   is  the  circulation? 
MR.  BARNES:  About  4,250,  I  believe. 
PRESIDENT  PASCHAL:   Thank  you,  Mr.  Barnes. 
Are  there  any  other  additions,  or  comments,  discus- 
sion about  any  of  the  committee  reports? 

MR.  BARNES:  We  have  a  Medicine  and  Religion 
Report  which  came  to  us  this  morning.  Should  I  read 
this? 

Dated  April  27th,  directed  to  Dr.  John  L.   McCain, 
Chairman  of  the  Committee  on  Mental  Health. 
Dear  John: 
I   am   asking  you   to  help   me   out   of   a   difficult 


situation  which  is  due  entirely  to  my  own  procrastina- 
tion. Will  you  as  chairman  of  the  Medical  Society's 
Committee  on  Mental  Health  and  Medicine  and  Re- 
ligion bring  up  the  following  as  new  business  at  the 
Executive  Council  meeting? 

1 1 1  Request  the  Executive  Council's  endorsement 
of  the  Symposium  on  Medicine  and  Religion.  THE 
PHYSICIAN,  THE  CLERGY,  AND  THE  WHOLE 
MAN,  to  be  held  at  Chapel  Hill  April  16,  17  and  18, 
1967. 
12)  Request  approval  of  the  Executive  Council 
for  the  Medicine  and  Religion  Committee  to  Co-Sponsor 
the  Symposium  with  the  UNC  School  of  Medicine. 

i3)  Secure  authorization  from  the  Executive  Coun- 
cil for  the  Medicine  and  Religion  Committee  to  solicit 
financial  support  for  the  Symposium  from  philan- 
thropic foundations  and  pharmaceutical  firms. 

I  know  this  is  putting  you  on  the  spot  and  I  know 
that  the  agenda  is  already  overcrowded.  If  this  does 
not  meet  with  Mr.  Barnes  and  your  approval,  we 
will  wait  until  the  September  meeting  of  the  Execu- 
tive Council. 

DR.  McCain  :  They  have  done  a  good  job  about 
our  getting  a  program  format  under  way.  We  have 
worked  closely  with  Fred  Reid  of  Chapel  Hill  and 
UNC  has  asked  if  we  are  willing  to  accept  this  with 
the  Medical  Society,  with  the  approval  of  the  Medical 
Society. 

PRESIDENT  PASCHAL:   You  have  heard  this  com- 
mittee report.   What  is  your  pleasure  regarding  this? 
Do  you  have  a  recommendation? 
DR.  McCAIN:  I  move  that  we  allow  them  to  go  ahead. 
I  The  motion  was  seconded  by  Dr.  Bridger.  i 
PRESIDENT  PASCHAL:   The  motion  has  been  made 
and  seconded. 
DR.  WELTON:  Does  your  motion  include  all  three? 
DR.  McCAIN:  Yes. 

PRESIDENT  PASCHAL:  Is  there  further  discussion? 
If  not.  all  in  favor  say  "aye":  opposed  like  sign.  The 
motion  is  carried. 

Is  there  a  motion  that  we  approve  the  annual  report 
of  committees? 

DR.  BEDDINGFIELD:  I  have  one  additional.  Legis- 
lation, if  we  have  time  for  it. 
PRESIDENT  PASCHAL:  Yes,  we  do. 
DR.  BEDDINGFIELD:  This  will  be  very  brief,  and 
I  will  not  review  the  things  that  are  in  the  published 
committee  reports.  But  from  the  Committee  on  Legis- 
lation, first  of  all.  as  Council  knows,  regarding  our  re- 
ment  annual  pilgrimage  to  the  nation's  Capitol  in 
Washington,  this  has  been  held  coincident  several  years 
with  the  United  States  Chamber  of  Commerce  Con- 
ference on  Public  Affairs. 

Council  had  authorized  us  to  proceed  with  that  ven- 
ture again  this  year.  However,  the  United  States  Cham- 
ber of  Commerce  changed  its  plans,  and  this  Public 
Affairs  Conference  w-as  not  held. 

There  has  been  some  consideration  of  the  Committee 
on  Legislation— and  I  might  add  some  inquiry  from  cer- 
tain of  the  Congressional  delegates  offices  when  you 
coming  to  Washington?  So  with  the  approval,  I  believe, 
of  the  Executive  Committee,  Mr.   Barnes  and  myself 
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have  gone  ahead  and  made  tentative  arrangements  for 
a  delegation  from  the  State  Medical  Society  to  go  to 
Washington  on  June  8,  1966,  to  arrive  that  day.  and  to 
visit  with  our  Congressional  delegation  who  have  ac- 
cepted the  invitation  on  June  9,  1966. 

We  contemplate  an  entourage  of  about  30  people.  The 
arrangements  have  been  made  through  Congressman 
Cooley's  office,  as  the  Dean  of  the  North  Carolina 
Congressional  delegation.  They  have  agreed  to  meet 
with  us  at  lunchtime  on  June  9th.  We  also  have  coop- 
eration from  the  Washington  Office  of  the  AMA  as  to 
briefing  us  on  the  current  issue  in  feelings  that  they 
have  gleaned  from  our  Congressmen.  Most  of  you 
who  have  made  these  trips  have  heard  it  said  "Are 
you  going  to  come  back  when  Medicare  is  no  longer 
a  big  issue?" 

The  Congressmen  are  also  aware  of  the  fact  that  our 
group  will  be  in  town  that  day,  and  will  expect  visits 
from  their  constituent  doctors  that  day  in  their  office. 

Tentatively,  the  itinerai-y  I  suppose  is  that  we  have 
a  block  of  rooms  reserved  at  the  Sfatler  Hilton  in 
Washington.  30  rooms  for  doctors  to  arrive  on  June 
8th.  We  have  a  breakfast  scheduled  in  the  New  York 
Room  of  the  Statler  Hilton  for  somewhere  between  30 
and  35  people.  At  that  time,  we  would  contemplate  brief- 
ing the  group  that  goes  up  on  what  plans  for  the  day 
are;  also  briefing  from  a  Washington  office  of  the 
AMA  from  Dr.  Lester  and  his  staff:  and  then  we  would 
go  over  to  the  Capitol  that  morning  to  do  what  visiting 
we  could  in  the  offices:  and  then  we  would  have  a 
luncheon  meeting  with  the  Congressional  delegation. 

MR.    BARNES:    At   the   Congressional   Hotel. 

DR.  BEDDINGFIELD:  Just  off  Capitol  Hill  there.  And 
then  depending  upon  each  individual's  time  of  depar- 
ture, that  afternoon  would  be  time  for  further  visit- 
ing in  the  offices. 

I  would  like  for  the  Council  to  endorse  this  project 
of  the  Committee  on  Legislation,  and  I  would  like  some 
action    along   these    lines. 

When  the  Council  had  authorized — this  was  budgeted 
for  the  Committee  on  Legislation  when  we  planned 
to  attend  the  Public  Affairs  Conference  of  the  Chamber 
of  Commerce.  There  was  a  $25  tuition  fee,  which  was 
budgeted  that  we  would  pick  up  the  tab,  that  each 
individual  would  pay  his  own  expenses. 

Now  we  have  no  tuition  fee,  and  I  don't  know  whether 
we  want  to  offer  any  partial  defrayment  of  those.  I 
think  they  are  performing  a  service  for  all  the  doc- 
tors of  the  State.  But  we  would  yield  to  the  wishes  of 
the  Council. 

But  we  want  to  know  who  is  going.  We  all  geo- 
graphic and  aU  Congressional  districts  of  the  State  rep- 
resented. We  want  Society  leadership  represented.  And 
we  have  a  request  from  the  Hilton,  Statler-Hilton,  to  let 
them  know  two  weeks  in  advance  the  names  of  the 
people  who  are  coming. 

Now  this  is  scheduled  for  June  8th.  which  is  not  a  long 
way  off.  I  would  appreciate  discussion  and  action  on 
this  particular  measure. 

DR.  WELTON:  I  would  like  to  make  a  motion  that 
we  endorse  this  pilgrimmage.  or  whatever  term  Dr. 
Beddingfield   prefers.    Seriously   I   think   it's   very   im- 


portant for  the  reasons  he  mentioned.  In  my  motion,  I 
would  like  to  include  $25  allowance  to  be  given  to  each 
of  the  members  who  make  the  trip  toward  their  ex- 
penses. 

PRESIDENT  PASCHAL:  I'm  not  trying  to  influence 
your  motion,  but  I  raise  the  question  about  the  ade- 
quacy of  $25. 

DR.  BEDDINGFIELD:  It  wasn't  intended  to  be 
full  compensation. 

DR.  WELTON:  It's  the  same  amount  offered  under 
the  previous  plan.  We  all  know  it's  not  adequate. 

PRESIDENT  PASCHAL:  Is  there  a  second  to  this 
motion  that  the  Council  endorse  Dr.  Beddingfield's  re- 
quest, and  that  we  provide  $25  toward  defraying  the 
expenses'.' 

DR.  BEDDINGFIELD:  I  would  like  some  discussion 
on  whether  yuu  want  to  leave  it  up  to  the  discretion  of 
the  President,  the  new  President,  and  his  Chairman 
of  the  Legislative  Committee,  as  to  who  goes  on  this, 
or  whether  any  direction  should  be  given  to  us. 

PRESIDENT  PASCHAL:  Dr.  Beddingfield  suggested 
earlier  that  we  have  geographic  representation,  certain- 
ly district  representation,  and  knowledgeable  men, 
with  some  leadership  who  can  come  back  and  dis- 
seminate information. 

I  would  ask  Dr.  Beddingfield  if  he  had  a  recom- 
mendation concerning  this. 

DR.  BEDDINGFIELD:  My  recommendation— I  think 
it  would  be  difficult  to  settle  it  here  in  this  meeting 
this  afternoon,  and  we're  going  to  find  people  that  we 
would  like  to  have  go,  for  example,  people  on  the 
Legislative  Committee,  who  can't  go;  and  1  think  we 
ought  to  have  the  option  of  picking  suitable  alternates 
for  them. 

I  believe  if  it  could  be  left  to  the  discretion  of  the 
President,  the  Executive  Director  and  the  Chairman  of 
the  Committee  on  Legislation — and  I'd  like  to  add  to  that 
that  any  of  the  members  of  the  Council  that  would 
be  interested  in  being  included  on  that,  let  us  know, 
because  we  might  work  them  in  from  their  district.  That 
would  be  my  recommendation,  that  it  be  left  to  the 
three  people  I  mentioned. 

PRESIDENT  PASCHAL:  You  have  heard  his  sugges- 
tion. 

I  would  think  it  would  probably  be  appropriate  for  the 
President  to  delegate  that  authority  to  the  Chairman  of 
the  Legislative  Committee,  and  let  him  function  in 
conjunction  with  the  ones  he's  designated,  the  President, 
the   Executive   Director. 

DR.  KOONCE:  I  move  his  recommendation  be  ac- 
cepted. 

I  The  motion  was  seconded  by  Dr.  Bridger.  > 

PRESIDENT  PASCHAL:  That's  moved  and  seconded. 
Any   discussion? 

If  not,  all  in  favor  let  it  be  known  by  saying  "aye": 
opposed  like  sign.   The  motion  is  carried. 

DR.  BEDDINGFIELD:  One  or  two  other  short  things 
on  legislation. 

We  have  had  correspondence  recently  with  a  man 
who  is  a  friend  of  ours  who,  because  he  has  no  op- 
position, will  be  a  member  of  a  State  Senate  next  year, 
and    the    chiropractic    group    has    shown    increasing 


MINUTES  OF  THE  EXECUTIVE  COUNCIL 


143 


signs  of  activity  of  sponsoring  new  legislation  to  broad- 
en tlie  Chiropractic  Act  in  ttie  next  General  Assembly. 

I  thinl<  we  have  previously  reported  here  that  they 
have  circularized  the  present  members  of  the  General 
Assembly,  the  1965  General  Assembly,  and  they  will  be 
bacli  on  the  scene  in  19S7. 

They  have  also  approached  John  Hendley,  who  has 
always  been  very  sympathetic.  He's  a  pharmacist  and  a 
friend  of  ours,  and  he  has  no  opposition  in  his  bid  to 
be  elected  to  the  State  Senate  from  Cumberland 
County. 

Mr.  Henley  has  transmitted  information  to  us.  We 
have  a  draft  of  the  proposed  legislation.  We  were  aslied 
to  comment  on  it.  We  did  comment  on  it.  He  turned  our 
comment  over  to  the  Chiropractic  group,  so  they  have 
rebutted  that.  We're  sort  of  in  a  debate  by  mail  at 
this  stage  of  the  game. 

There  seems  to  be  no  area  for  compromise  or  meeting 
of  the  minds.  This  is  a  continuation  of  the  thing  that 
we  discussed  before.  Mr.  Anderson  feels — and  I  con- 
cur completely  in  this — that  the  time  is  now  when  we 
have  before  the  May  primaries,  and  I  wonder  whether 
we  ought  to  discuss  this,  even  though  it's  a  public 
meeting  at  the  House  of  Delegates  tomorrow. 

We  feel  that  we  should  communicate  from  State 
headquarters  office  to  the  Committee  on  Legislation, 
to  the  component  societies — we  have  a  list,  of  course, 
of  all  of  the  candidates  from  both  parties  for  all  of  the 
seats  in  the  State  House  of  Representatives,  and  in  the 
Senate,  and  to  ask  individual  doctors  to  ferret  out 
sentiment,  to  let  these  candidates  know  that  the  doc- 
tors are  extremely  interested  in  this  issue,  on  liberal- 
izing chiropractic  in  North  Carolina,  and  we  are  very 
much  opposed  to  it. 

Mr.  Anderson  has  already  compiled  a  document  out- 
lining the  historic  background  of  the  chiropractic  prob- 
lem in  North  Carolina.  I  agree  that  we  should  do  this 
Our  effort  for  1967  should  begin  now,  and  we  would 
like  an  endorsement  from  the  Council  of  this  type  of 
activity. 

I  would  also  like  to  comment  and  wonder  if  this 
will  backfire  on  us  as  to  anything  unfavorable.  We 
could  reach  a  lot  of  doctors  in  a  lot  of  counties,  if  we 
could  discuss  this  in  some  way  at  the  House  of  Dele- 
gates meeting,  and  I  wonder  if  it  would  be  judicious 
to  mention  it  in  an  open  meeting. 

PRESIDENT  PASCHAL:  You  have  heard  Dr.  Bed- 
dingfield's  remarks  about  this  problem.  I'd  like  to  ask 
Mr.  Anderson  what  he  thinks  about  the  discussion  of 
this  in  the  House  of  Delegates. 

MR.  ANDERSON:  I  think  you  could  discuss  it  very 
effectively  by  discussing  the  importance  of  the  phy- 
sicians taking  some  part  locally  in  not  necessarily 
campaigns  with  one  candidate  or  another,  but  to  let 
the  candidates  know  of  our  interest  in  gooii  medicine, 
in  good  medical  legislation. 

DR.  BEDDINGFIELD:   Use  this  as  an  example. 

MR.  ANDERSON:  You  need  not  discuss  the  issue 
directly,  but  if  you  could  get  word  back  home  and  take 
back  to  the  candidates  that  you  are  interested  in  good 
health  legislation,  you  could  approach  it  generally.  I 
think  it  would  be  well  worth  while.  We  can  circulate 


all  we  can  privately  and  get  the  word  back  to  your 
doctors  in  your  districts. 

For  goodness  sakes,  if  you've  got  a  friend  in  the 
legislature,  run  him  for  it,  and  go  support  him,  but 
generally  find  out  how  they  all  feel  about  the  subject. 

PRESIDENT  PASCHAL:  You  have  heard  Dr.  Bed- 
dingfield's  request  that  this  Council  endorse  his  pro- 
posal. He  thinks  it  would  add  weigh;  to  his  operation. 
Is  there  a  motion  that  the  Council  endorse  his  proposal 
as  suggested  by  Dr.  Beddingfield. 

DR.  BRIDGER:   I  make  a  motion  to  endorse  it. 

DR.  WELTON:  May  I  ask  a  question,  Mr.  President? 

PRESIDENT  PASCHAL:  Is  there  a  second  to  the  mo- 
tion that  we  endorse  their  efforts'? 

I  The  motion  was  seconded  by  Dr.  Williams.) 

DR.  WELTON:  Mr.  Anderson  didn't  finish  the  ques- 
tion that  I  thought  was  in  his  mind.  What  risk  is  there 
in  speaking  about  this  openly  at  the  House  of  Delegates? 

MR.  ANDERSON:  I  don't  see  any  risk  in  speaking 
about  the  chiropractic  problem,  whether  the  press  is 
there  or  not. 

DR.  'WELTON:  I  don't  either.  The  chiropractors  are 
on  television  advertising.  We  had  darned  well  better 
get  this  out  in  the  open  and  get  our  members  informed 
and  doing  something  about   it. 

MR.  ANDERSON:  I  think  this  should  be  one  ex- 
ample, because  we're  going  to  have  other  examples. 
This  is  not  going  to  be  the  only  problem.  But  I  see 
no  hesitancy  at  all  in  discussing  it  openly. 

PRESIDENT  PASCHAL:  Would  it  be  appropriate  to 
ask  Dr.  Beddingfield  his  activities  with  the  Committee 
on  Legislation  to  develop  this  and  encourage  the  mem- 
bers of  the  House  of  Delegates  to  get  to  work  on  the 
matter? 

DR.  KERNODLE:  I  think  this  should  be  a  separate 
item.  It's  so  important  that  you  can't  leave  it  under  a 
bush,  and  when  he  reports  on  the  Legislative  Com- 
mittee, there's  going  to  be  a  lot  of  them  passing  on 
through  the  whole  thing. 

I  think  it  should  be  brought  out  as  a  very  definite 
entity. 

DR.  BEDDINGFIELD:  I  won't  mention  all  the  things 
in  legislation,  because  they're  in  the  Compilation.  These 
are  things  not  in  the  Compilation  that  will  be  special 
items. 

DR.  KERNODLE:  You  can't  run  it  all  together  with 
the  routine  report.  Half  of  them  will  pay  little  attention 
to  the  whole  thing.  This  is  the  kind  of  thing  we've 
go  to  stand  up  and  be  heard  about.  It  should  be  heard 
in  the  open  session. 

PRESIDENT  PASCHAL-  We  can  ask  that  our  Speak- 
er separate  it  and  bring  it  on  the  floor  as  a  separate 
matter. 

DR.  RHODES:  Mr.  Chairman,  I  would  Uke  to  make 
one  little  statement  here  about  Medpac.  Our  objec- 
tives are  pitched  largely  on  a  Congressional  level:  but 
one  of  our  main  objectives  is  to  get  our  people  at  the 
local  levels  involved  in  political  activity,  and  we  do 
not  restrict  that  activity  to  Congressional  candidates. 

So  that  one  of  our  main  objectives  in  Medpac  now 
is  to  try  to  get  our  local  people  at  the  local  level  in- 
volved in  political  activity.  And  if  anyone  here  has  a 
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suggestion   as   to   how   ue   may   further   that,   we'll   be 
glad  to  hear  from  them. 

MR.  ANDERSON:  That  was  one  of  my  ideas,  and 
Ed's,  to  get  this  before  the  House  of  Delegates,  not 
just  on  chiropractic,  but  interested  in  their  candidates 
and  their  friends,  because  you  don't  have  to  talk  about 
chiropractic  just  because  you  have  a  friend  in  the  leg- 
islature—they'll visit. 

DR.  SUMMERLIN:  You've  got  to  get  something  to 
stir  them  up  though.  John.  These  generalities  are  fine, 
but  don't  beat  legislation. 

MR.  ANDERSON:  I  think  there  were  27  who  voted 
against  us.  I  don't  think  it's  that  important  to  single 
out  those  uho  did. 

DR.  THURSTON:  We  were  interested  in  knowing 
who  voted  against  us  last  time. 

DH.     BEDDINGFIELD:     The     candidates     for     both 
Houses  and  both  parties.  Mr.  Anderson  would  be  glad  to 
go  over  it  with  you. 
MR.  ANDERSON:   I  can  pick  out  the  ones. 
PRESIDENT  PASCHAL:  We  have  endorsed  that  and 
voted  and  passed  it. 

DR.  BEDDINGFIELD:  I  have  one  small  item  that 
will  take  thirty  seconds. 

This  is  another  perennial  problem,  and  I  don't  think 
this  requires  any  action  at  this  time.  But  we  are 
again  and  continually  faced  with  the  enigma  of  podia- 
trists or  chiropodists  prescribing  potent  medications. 
and  we  have  had  another  communication  and  a  review 
of  all  the  .Attorney  General's  decisions  and  court  rul- 
ings on  it. 

We  have  had  some  letters  from  physicians,  a  number 
from  pharmacists.  There  is  a  most  recent  case;  Mr.  E. 
Harris  Smith,  Jr.,  pharmacist  at  Thorn's  drug  store  in 
Tarboro,  someone  called  the  pharmacy  for  a  chiropodist 
to  issue  a  prescription.  He  state  he  had  refused  pre- 
scriptions from  a  chiropodist's  call  for  Chloromycetin, 
and  one  for  emperin  Compound  No.  4.  He  said  the 
chiropodist  called  him  and  protested  the  refusal  to  fiU 
the  prescriptions,  whereupon  he  gave  me  some  of  the 
background  of  the  case. 

The  patient  was  a  diabetic,  developed  gangrene  of 
the  foot,  hospitalized  for  treatment;  but  when  it  became 
evident  the  foot  must  be  amputated,  the  husband  re- 
moved her  from  the  hospital  and  carried  her  to  the 
foot  doctor  in  Rocky  Mount,  who  accepted  the  case 
for  treatment  and  prescribed  the  Chloromycetin  and 
emperin. 

We  have  these  letters  all  the  time.  Our  concern,  and 
the  concern  of  the  Board  of  Pharmacy,  is  really  two 
different  things.  We're  concerned  about  the  public 
interest  of  prescribing  potentially  very  potent  and 
perhaps  harmful  medication,  such  a  chloramphenicol, 
and  so  forth,  to  pharmacists.  The  Board  of  Pharmacy 
is  concerned  about  the  legal  liability  o5  pharmacists  in 
handling  these.  It's  a  different  area  of  concern. 

Mr.  Anderson  and  I  have  been  in  direct  communica- 
tion about  it.  We  have  said  before  in  these  meetings  that 
we  don't  know  whether  the  proper  avenue  is  to  seek 
legislative  or  judicial  relief.  It  almost  appears  that  you 
have  to  wait  until  you  have  some  good  cases  to  go  on. 
I  don't  know  any  action  we  can  take.  We  are  seeking 


all  the  help  we  can  get.  We  conferred  about  it  fre- 
quently, but  I  thought  the  Council  ought  to  be  aware 
that  this  is  part  of  our  activities. 

PRESIDENT  PASCHAL:  Thank  you.  Dr.  Beddingfield. 
I  think  this  will  be  accepted  for  information. 

Is  there  any  addition  to  the  report  of  the  commit- 
tees as  tabulated  and  compiled  in  the  Compilation'? 

I  would  call  your  attention  to  the  Utilization  Review 
Committee.  Dr.  Fuller  is  going  to  have  a  meeting  here 
on  Monday  afternoon  at  4:00  p.m.  Those  concerned  I 
hope  will  be  able  to  participate. 

We  have  with  us  this  afternoon  the  Chairman  of 
the  Joint  Advisory  Council  on  Chronic  Illness  and  Ag- 
ing. Dr.  Tom  Nichols.  Do  you  have  any  comments  that 
you  would  like  to  bring  to  the  Council'.' 

DR.  NICHOLS:  Mr.  President.  I  have  no  formal  com- 
ment. I  am  here  to  monitor  the  feeling  of  the  Council, 
so  that  it  might  be  transmitted  in  a  reasonably  proper 
manner  as  possible  to  the  Joint  Committee. 

We.  as  you  know,  have  had  some  questions.  I  have 
met  with  several  individuals.  By  the  way.  for  those 
of  you  who  are  not  familiar  with  the  facts,  the  Joint 
Committee  on  the  Health  Care  of  the  Chronically  111 
and  Aged— I  have  just  become  Chairman  of  it  through 
the  great  vacuum  created  by  the  withdrawal  of  John 
Kernodle.  who  has  done  a  perfectly  marvelous  job  for 
several  years,  and  it  is  with  some  tremulousness  that  I 
face  it. 

But  the  general  concensus  is  that  the  committee 
should  be  continued.  It  should  preserve  its  status  at 
least  for  the  time  being,  and  that  is  exactly  what  we 
plan  to  do.  and  we  welcome  any  suggestions  you  might 
have  for  it. 

I  might  add  that  we  had  this  two-day  meeting  organ- 
ized by  D.  A.  McLaurin.  who  is  Chairman  o.'  the  Chronic 
Illness  Committee,  and  I  think  it  was  most  successful 
from  the  points  of  view  that  I  have  had,  and  it  re- 
quire.-l  a  good  deal  of  work  on  his  part.  These  two 
committees  jointly  sponsor  that. 

PRESIDENT  PASCHAL:  Thank  you  very  much.  Dr. 
Nichols.  We're  glad  to  have  you  here,  and  we  accept 
this  as  information. 

Is  there  a  motion  to  accept  the  reports? 

MR.  BARNES:  I  understoad  that  Dr.  McLaurin  would 
be  here  this  afternoon  to  maybe  discuss  some  proposal 
for  regional  or  district  meetings  on  Medicare  similar 
to  the  meeting  on  February  18  and  19.  which  was.  as 
Dr.  Nichols  has  pointed  out.  a  very  successful  edu- 
cational enterprise,  on  Public  Law  89-97. 

I  think  there  has  been  some  general  recommenda- 
tion that  there  be  some  additional  meetings  at  a  lower 
level,  and  I  thought  that  he  would  be  here  this  after- 
noon to  report,  but  he  hasn't  arrived. 

PRESIDENT  PASCHAL:  This  is  primarily  for  educa- 
tional purposes,  for  the  development  of  leadership  cap- 
abilties. 

MR.  BARNES:  I  think  it's  going  to  involve  some 
funds.  Didn't  he  discuss  that  with  vou? 

PRESIDENT  PASCHAL:  We  talked  briefly  about  this 
the  other  evening,  for  this  to  be  instituted  and  devel- 
oped, and  for  him  to  develop  his  proposed  program  of 
having   regional   conferences   will    require   the   use   of 
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some  funds  of  the  Society.  I  don't  have  specific  figures 
on  how  much  he  wants. 

MR.   BARNES:    I  don't  know  either. 

PRESIDENT  PASCHAL:  I  got  the  impression  that  the 
overall  program  in  North  Carolina  would  amount  to 
anywhere  from  $500  to  $1,000. 

This  program  for  dispersing  information,  creating 
leadership,  I  think  would  pay  big  dividends.  I'm  sorry 
he's  not  here  to  speak  further  to  this.  He  didn't  pro- 
vide me  with  any  specific  info/mation  about  it. 

Ed,  do  you  have  any  comments  on  th'.s  phase  of  his 
suggestion? 

DR.  BEDDINGFIELD:  I  think  this  relates  to  Dr. 
Welton's  suggestion  that  we  need  every  avenue  of 
communication  that  we  can  to  physicians.  I  think  the 
State  meeting  was  well  attended  and  was  really 
quite  a  successful  meeting. 

I  would  think  that  this  is  important  enough  that  some 
sort  of  endorsement  in  priciple  be  given  by  the  So- 
ciety. Dr.  McLaurin  was  to  develop  a  series  of  alter- 
nate proposals  for  this  Council  for  this  afternoon,  and 
I'm  not  sufficiently  informed  as  to  the  details  of  the 
various  alternates  to  discuss  them  inteUigently. 

I  would  think  this  is  the  sort  of  thing,  if  we  endorse  it 
in  principle,  of  improving  communications  through  a 
series  of  regional  meetings,  and  have  this  prepared 
in  writing  and  circularize  the  Council  by  mail,  that 
this  would  dispatch  this  particular  item  of  business. 

PRESIDENT  PASCHAL:  One  of  the  things  suggested 
was  that  we  might  try  to  do  it  on  a  county  level.  Vi'e 
thought  that  that  would  impose  a  great  hardship  on 
the  individuals  participating  in  these  programs,  and 
that  it  might  not  be  feasible. 

I  don't,  as  I  told  you  earlier,  know  hnw  much  money 
is  involved.  I  get  the  impression  it's  between  $500  and 
$1,000.  And  while  I  wouldn't  want  to  ask  you  to  com- 
mit yourself  for  any  particular  amount  of  funds,  it 
might  be  well,  in  order  that  this  program  might  be  de- 
veloped, for  the  Council  to  go  on  record  as  approv- 
ing it  in  principle  and  let  it  be  worked  out  as  it  does 
develop. 

Is  there  a  motion  to  that  effect,  that  we  approve 
this  in  principle? 

I  Such  a  motion  was  made  by  Dr.  Welton  and  sec- 
onded by  Dr.  Beddingfield.  i 

PRESIDENT  PASCHAL:   Is  there  discussion? 

DR.  WELTON:  Mr.  President.  I  think  that  several 
counties  are  already  scheduling  programs  on  this  in 
July,  and  if  we  don't  develop  something  regionally,  the 
talent  would  be  spread  too  thin  than  it  could  be  if  sev- 
eral counties  got  together  for  a  meeting  of  this  type. 

So  I  think  it's  important  to  keep  trying  to  develop 
some  setup  regionally. 

PRESIDENT  PASCHAL:  Further  discussion?  If  not, 
are  you  ready  for  the  question?  All  in  favor  let  it  be 
known  by  saying  "aye";  opposed  by  like  sign.  The  mo- 
tion is  carried. 

Now  is  there  anything  else  pertaining  to  the  reports 
of  the  committees?  Jim,  do  you  have  anything  more? 

MR.  BARNES:   No,  sir. 

PRESIDENT  PASCHAL:  All  right:  is  there  a  motion 
that  we  accept  the  reports  of  the  committees  as  sub- 


mitted in  the  Compilation  and  further  added  to  here 
today? 

I  Such  a  motion  was  made  by  Dr.  Duck,  and  seconded 
by  Dr.  Birdger. ' 

PRESIDENT  PASCHAL:  Any  discussion?  If  not,  all 
in  favor  please  say  "aye":   opposed?  It  is  carried. 

We  will  move  on  to  Item  10,  sub-ite.n  la'.  Dr.  Mc- 
Laurin had  hoped  to  be  here  for  this. 

MR.  BARNES:  This  is  a  communication  to  Dr.  Mc- 
Laurin. and  I  will  read  it  if  you  want  ms  to  do  so. 

This  is  a  letter  dated  April  14,  1965,  from  the  North 
Carolina  Pharmaceutical  Association,  signed  by  W.  J. 
Smith,  Executive  Secretary,  and  directed  to  Dr.  Mc- 
Laurin: 

If  you  have  no  specific  objection,  we  will  use  the 
word  "kit"  instead  of  "bo.x"  as  applied  to  emergency 
drugs  for  nursing  homes.  Our  reason  for  this  sug- 
gestion is  that  "kit"  is  being  used  on  a  national 
basis. 

We  commend  you  and  your  committee  for  your 
prompt  action  in  meeting  an  existing  need,  which  will 
expand  as  additional  nursing  homes  are  opened 
throughout  the  State. 

The  exhibit  for  the  Medical  Society  meeting  in 
Asheville  is  being  constructed  and  will  be  ready  by 
May  1st.  Dr.  Beddingfield  has  been  helpful  in  pre- 
paring a  suggested  list  of  drugs  to  be  included  in 
the  kit,  but  visitors  to  the  exihibit  will  be  given  an 
opportunity  to  suggest  additions  or  deletions  to  our 
preliminary  list  of  drugs. 
Mr.  McAllister  is  working  on  the  narcotic  prob- 
lem. 

'i'our  project,  as  it  relates  to  nursing  homes,  is 
brand  new.  So  far  as  we  can  ascertain,  no  medical, 
pharmaceutical,  or  allied  group  has  come  up  with 
such  a  practical  solution  to  emergency  drug  supply 
in  nursing  homes  as  has  the  committee  from  the 
Medical  Society  of  the  State  of  North  Carolina.  It  is 
our  hope  that  Mr.  Barnes  will  recognize  this  progres- 
sive action  by  your  committee  while  the  Society  is  in 
session  in  Asheville. 

PRESIDENT  PASCHAL:  Dr.  Beddingfield  has  been 
involved  with  this  too.  Do  you  have  any  comment  on 
this'? 

DR.  BEDDINGFIELD:  What  this  is  all  about  is  this, 
Mr.  President:  Among  the  various  requirements  for 
extended  care  facilities  or  nursing  homes  to  participate 
in  Medicare,  there  had  to  be  some  provision  for  emer- 
gency drug  supply  in  extended  care  facilities,  and 
there  was  a  request— I  guess  it  came  from  either  the 
Board  of  Pharmacy  or  the  State  Board  of  Health,  be- 
cause there  is  no  definite  set  of  regulations  for  handling 
drugs  in  nursing  homes,  which  of  course  are  licensed 
from  the  State  Board  of  Health  here  in  North  Carolina 
now  and  yet  there  had  to  be  some  mechanism  drawn 
up. 

So  a  meeting  was  scheduled  and  attended  by  the 
State  Board  of  Health,  by  the  Board  of  Pharmacy, 
the  Pharmaceutical  Association,  and  the  State  Medical 
Society,  and  I  believe  the  Nursing  Home  Operators  also, 
regarding  the  development  of  some  mechanism  for 
legally  providing  emergency  drugs. 
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The  thought  seemed  to  be  that  as  time  goes  along, 
possibly  we'll  see  a  different  type  of  patient  being 
cared  for  in  extended  care  facilties:  instead  of  being 
the  chronically  ill.  these  may  be  people  who  are  con- 
valescing from  a  myocardial  infarction  or  surgery,  and 
they  will  be  in  there  only  for  a  couple  of  weeks,  or 
three  weeks,  instead  of  long-term  care  patients.  There 
is  a  possibility  that  unanticipated  emergencies  in  such 
convalescent  patients  that  would  arise  would  demand 
immediate  availability  of  certain  emergency  drugs. 

So  some  research  was  done  on  this  as  to  what  is 
being  done  in  other  institutions  in  North  Carolina  now. 
and  a  sample  emergency  drug  bo.x  was  carried  to  this 
committee,  and  it  is  anticipated  that  it  would  work 
this  way: 

In  a  nursing  home  or  extended  care  facility,  they 
would  have  a  box  emergency  drugs  which  is  supplied 
from  their  local  retail  pharmacy.  The  box  is  sealed. 
That  a  list  of  the  drugs  that's  in  there  is  on  the  cover 
of  the  box.  Its  contents  are  generally  known  to  phy- 
sicians who  would  have  patients  in  that  extended  care 
facility.  The  patient  would  have  an  emergency  arise, 
such  as  arrythmia  or  fail  in  blood  pressure,  or  some 
other  emergency,  that  would  be  amendable  to  one  of 
these  drugs. 

The  physician  could  telephone  to  the  nurse  at  the 
nursing  home  and  say  "Give  1  cc  of  aramine."  or  what- 
ever, and  by  the  time  he  goes  to  see  the  patient,  there 
would  not  be  sufficient  time  with  this  class  of  patient 
to  procure  such  drugs  elsewhere. 

It  is  anticipated  that  once  the  seal  is  broken  that 
the  kit  would  then  be  returned  to  the  retail  phar- 
macy for  restocking  and  reseating.  This  suggestion 
caught  the  fancy  of  the  committee,  and  they  adopted 
it.  There  is  some  legal  difficulty  in  providing  nar- 
cotics. The  nursing  homes  do  not  want  to  have  to  be. 
or  perhaps  they  cannot  be  licensed  as  institutional  cus- 
todial agents  of  narcotics,  and  Mr.  McAllister  of  the 
State  Board  of  Pharmacy  has  carried  on  extensive 
correspondence  with  the  Treasury  Department  of  the 
Bureau  of  Narcotics  to  try  to  find  a  legal  mechanism, 
maybe  one  or  two  ampules  of  demerol  for  emergency 
use  to  be  legslly  incorporated  in  this  box. 

I  don't  know  anything  further  to  report  about  it.  I 
believe  there  is  an  exhibit  here,  and  the  drugs  that 
are  incorporated  in  the  box  represent  the  thinking  of 
only  maybe  three  or  four  individuals,  and  perhaps 
others  of  you  would  have  very  different  ideas  as  to 
what  really  would  be  emergency  drugs  in  certain 
people,  and  the  State  Board  of  Health  would  invite 
your  attention  to  this  exhibit  for  suggestions  of  addi- 
tions or  deletions. 

MR.  ANDERSON:  Have  you  worked  out  the  legalities 
with  the  Attorney  General  under  the  pharmacy  law? 

DR.  BEDDINGFIELD:  Yes.  It's  all  legal  as  far  as 
the  known  narcotic  drugs  go.  The  way  it  w^ould  work 
is  if  I  ordered  a  drug  and  they  used  it  out  of  this  box. 
then  I  would  write  a  prescription  for  this  the  next 
morning,  and  the  box  would  be  restocked  with  that 
missing  item.  That's  considered  to  be  all  right. 

PRESIDENT    PASCHAL:    I    think    this    is    largely    a 


matter  of  information  and  it  won't  require  any  action 
at  this  time. 

Now  we'll  pass  on  to  Item  11.  old  business.  Is  there 
any  old  business  to  come  before  the  Council? 
Item  12.  any  unfinished  business? 
Item  13.  new  business. 

Sub-item  'aK  Mead  Johnson  offer  of  speakers  "Cur- 
rent   Concepts    in    Cancer    Chemotherapy."    We    have 
a  communication. 
MR.    BARNES:    This   is   a    letter   received   on   April 
25th  from  Dr.  Max  D.  Davis.  Associate  Medical  Direc- 
tor of  Mead  Johnson  Laboratories,  directed  to  the  Med- 
ical Society  of  the  State  of  North  Carolina. 
Dear  Sir: 

We  should  like  to  advise  you  of  a  program  which 
we  are  instituting,  and  which  will  be  available  to  you 
in  the  coming  two  years.  We  have  contacted  a  num- 
ber of  eminent  men  who  are  highly  qualified  to 
speak  on  the  subject  of  "Current  Concepts  of  Cancer 
Chemotherapy."  They  have  indicated  their  willing- 
ness to  accept  your  invitation  to  speak  on  this  sub- 
.ject  at  your  Annual  State  Meeting.  If  you  want  to 
take  advantage  of  this  program,  let  us  know,  so  that 
we  can  provide  you  with  a  list  of  speakers  from 
which  you  may  choose. 

You  will  handle  all  of  the  arrangements  to  obtain 
a  speaker  from  the  list  provided,  and  we  will  reim- 
burse him  for  his  expense  and  will  provide  him  with 
an  honorarium  of  $200. 

This  program  was  very  well  received  by  the 
speakers,  and  their  physician  audiences  several 
years  ago.  and  we  are  certain  that  this  rerun  will 
prove  very  popular.  Many  new  cancer  chemothera- 
peutic  agents  have  been  developed  recently,  and  much 
more  has  been  learned  about  the  use  of  the  older 
compounds.  Some  of  the  newer  techniques  and  the 
newer  combination  of  drugs  hold  considerable  pro- 
mise for  treatment  of  cancer  and  even  cure  in  some 
instances. 

We  hope  we  can  help  disseminate  this  information 
by  providing  you  with  this  opportunity  to  obtain  a 
qualified  speaker  at  our  expense.  If  you  desire  further 
information  or  have  any  questions  at  this  time,  please 
let  me  know. 

I  would  think  that  there  are  two  things  involved. 
Of  course  choosing  from  a  list  of  preferred  speakers 
would  certainly  lie  in  the  purview  of  the  Committee 
on  Scientific  Works,  and  I  think  you  might  very  well  ac- 
quire the  list  and  refer  it  to  the  Committee  for  study 
and  then  consideration  and  recommendation  maybe  at 
the  Fall  Conclave. 

And  the  second  thing  is  that  this  is  a  pretty  helfty 
honorarium  as  compared  to  what  the  Medical  Society 
pays  from  its  budget  as  honorariums,  and  you  might 
be  setting  some  sort  of  precendent  and  hook  you  with 
your  own  honorariums.  There  are  two  possible  impli- 
cations. 

PRESIDENT  PASCHAL:  Do  you  think  it  would  be  ap- 
propriately referred  to  our  Committee  on  Scientific 
Works'? 

MR.  BARNES:  Yes.  I  do.  I  think  we  ought  to  go 
ahead  and  acquire  the   list  just  as  a  matter  of  infor- 


( 


MINUTES  OF  THE  EXECUTIVE  COUNCIL 


147 


mation,  and  when  the  new  Committee  on  Scientific 
Works  is  designated  by  President  Jones,  that  this  Hst 
be  referred  to  them,  and  they  can  consider  it  and 
come  up  with  any  recommendations  they  want  to  make 
to  the  Council  in  the  Fall. 

PRESIDENT  PASCHAL:  Is  there  a  motion  that  we 
do  that? 

•  Such  a  motion  was  made  by  Dr.  McNeill  and  sec- 
onded by  Dr.  Duck. ) 

PRESIDENT  PASCHAL:  Any  discussion?  If  not,  all  in 
favor  say  "aye":  opposed  by  like  sign.  The  motion  is 
carried. 

Item  13  ibi  Rural  Health  Committee  desire  to  spon- 
sore  State  Rural  Health  Conference.  Fall  of  1966. 

MR.  BARNES:  Please  bring  to  the  E.xecutive  Com- 
mittee for  their  action  the  desire  of  the  Rural  Health 
Committee  to  sponsor  a  Rural  Health  Conference  this 
Fall.  It  might  be  worth  while  to  mention  that  no  ob- 
ligation will  be  made  to  furnish  meals. 

I  guess  there  would  be  some  expense  involved  in  the 
program,  and  that  sort  of  thing. 

PRSIDENT  PASCHAL:  You  have  heard  this  commu- 
nication. I  would  assume  that  they  would  want  direc- 
tion from  the  Council  to  proceed  with  the  planning  for 
this. 

DR.  KERNODLE:  Isn't  the  Rural  Health  Council  of 
the  AMA  going  to  have  their  annual  meeting  in  Char- 
lotte this  Fall? 

MR.    BARNES:    No.,    1967. 

PRESIDENT  PASCHAL:  Is  there  a  motion  to  approve 
this? 

DR.  BRIDGER:  I  move  it  be  approved. 

PRESIDENT  PASCHAL:  Ifs  moved  that  this  be  ap- 
proved. Is  it  seconded? 

I  The  motion  was  seconded  by  Dr.   Koonce.  i 

PRESIDENT  PASCHAL:  Any  discussion?  All  in  favor 
please  say  "aye";  opposed  by  like  sign.  Motion  car- 
ried. 

Item  ic)  National  Conference  Infant  Mortality  Prob- 
lems— San  Francisco. 

MR.  BARNES:  This  is  in  reference  to  the  American 
Medical  Association's  Committee  on  Maternal  and  Child 
Health,  and  a  Conference  on  Maternal  and  Child  Health 
arranged  to  be  held  on  the  subject  of  infant  mortality 
problems  scheduled  for  August  12th  and  13th  in  San 
Francisco,   California. 

They  have  requested  that  the  State  Medical  Society 
send  representatives  from  its  Maternal  Health  Commit- 
tee, and  from  its  Child  Health  Committee  to  participate 
in  that  conference. 

I  have  communicated  this  request  and  invitation  of 
the  AMA  to  both  the  Chairman,  Dr.  R.  S.  Kelly,  the 
current  chairman,  and  Dr.  Joe  May,  the  current 
Chairman  of  the  Committee  on  Maternal  Health,  and 
both  are  inclined  to  think  that  this  is  an  important 
meeting,  and  would  be  willing  to  go,  but  obviously 
couldn't  go  without  a  designation  for  expense. 

It  is  brought  to  you  from  the  standpoint  of  what 
do  you  want  to  do  to  support  this  AMA  request  for 
state  participation  in  the  Medical  Society? 

PRESIDENT  PASCHAL:  You  have  heard  this  re- 
quest. What  is  your  pleasure? 


It  costs  $500  to  fly  there  and  back. 

DR.    BRIDGER:    Do    you    have    the    money? 

PRESIDENT  PASCHAL:  Dr.  Donnelly  is  on  the 
National  Committee  and  will  attend.  It  might  be  that 
he  could  have  a  dual  purpose  while  attending. 

DR.  MURPHY:  Do  we  need  anybody  additional  in  the 
light  of  thaf? 

MR.  BARNES:  They  wanted  a  representative  of  the 
Committee  on  Child  Health  and  Committee  on  Maternal 
Health.  They  wanted  two. 

DR.    McNEILL:    These   are   two   fine   organizations, 

and  the  Chairmen  of  our  committees  devote  a  lot  of 
time  and  effort  to  what  they're  doing,  and  I  think  they 
have  done  a  tremendous  job.  Even  though  I'm  just 
a  Vice  Councilor,  I'd  like  to  recommend  that  the  So- 
ciety support  it. 

DR.  THURSTON:  Not  to  the  extent  of  the  full  expense, 
but  they  might  share  the  expenses,  underwrite  the  full 
expense  up  to  a  certain  amount. 

PRESIDENT  PASCHAL:  We  talked  earher  today 
about  supporting  representatives  of  the  Society  on  such 
official  missions. 

DR.  BRIDGER:  I  make  a  motion  that  they  be  sent. 

PRESIDENT  PASCHAL:  With  Society  funds?  That 
would  be  two  representatives,  one  from  the  Infant 
Mortality  and  one  Maternal  Care. 

I  The  motion  was  seconded  by  Dr.  McNeill,  i 

DR.  GLASSON:  I  don't  mean  to  take  away  from  the 
worth  of  these  two  committees,  but  we  have  some  80 
committees  and  we  have  a  lot  of  conferences  all 
over  the  country,  and  I  don't  think  that  the  Society  can 
undertake  to  send  committee  chairmen  to  meetings 
all  over  the  country  as  a  precedent:  and  therefore  I 
would  vote  against  this  measure,  particularly  in  view 
of  the  fact  that  we  have  Dr.  Donnelly  already  at  the 
meeting. 

PRESIDENT  PASCHAL:  You  have  heard  these  com- 
ments. 

DR.  JONES:  I  would  be  concerned  about  the  eco- 
nomics of  this  thing,  because  San  Francisco  and  back 
for  two  people  is  not  cheap. 

PRESIDENT  PASCHAL:  It  would  cost  about  $1,000. 
Do  you  make  a  substitute  motion? 

DR.  GLASSON:  No,  there's  a  motion  on  the  floor 
and   I'm   just   speaking   against   it. 

PRESIDENT  PASCHAL:  You  have  heard  the  com- 
ment. Is  there  further  comment?  If  not,  are  you  ready 
for  the  question? 

All  in  favor  of  this  motion  that  the  Society  under- 
write the  expenses  of  two  representatives  to  attend  the 
San  Francisco  meeting  let  it  be  known  by  raising  your 
right  hand.  Those  opposed?  The  motion  is  defeated. 

We  will  ask  Dr.  Donnelly  to  bring  us  information 
concerning  this  particular  meeting. 

Now  we  go  to  item  idi,  Sampson  County  Health 
Department. 

MR.  BARNES:  This  is  a  carbon  copy  of  a  communi- 
cation from  the  Secretary-Treasurer  of  Sampson  Coun- 
ty Medical  Society.  It  bore  no  date,  but  we  received  our 
copy  of  it  on  the  7th  day  of  April,  1966,  and  it's  ad- 
dressed to  Dr.  Caroline  Callison,  Director  of  the  Samp- 
son County  Health  Department. 


148 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


At  the  February  23.  1966  meeting  of  the  Sampson 
County  Medical  Society,  the  problem  of  school  chil- 
dren examinations  and  treatments  on  referral  from 
the  local  Health  Department  was  discussed.  It  was 
the  unanimous  approval  of  all  members  present  that 
all  school  children  sponsored  under  Federal.  State. 
and  Local  governmental  agencies  would  be  seen  and 
examined  in  the  doctor's  office  of  their  choice.  It 
was  also  unanimously  approved  that  the  method  of 
fee  determination  would  be  in  accordance  with  the 
1964  Relative  Value  Studies  as  approved  by  the 
Medical  Society  of  the  State  of  North  Carolina. 
May  2,  1965.  A  point  value  of  $4.00  per  point  was 
unanimously  approved. 

If   you    have    further    questions    regarding    this    or 
any  further  comments,  please  reply  to  me  and  I  will 
present  it  to  the  County  Society  at  its  next  regular 
meeting. 

With  kindest  personal  regards. 
PRESIDENT  PASCHAL:  I  believe  this  is  only  for  our 
information.  This  is  just  a  copy  sent  to  us.  I  believe 
it   requires  no  action. 
Is  there  any  other  new  business? 
DR.  McCAIN:  Does  that  have  a  special  place  about 
routine    examinations    for    school,    or    is    that    consid- 
ered a  regular  office  visit?   The  examination  is  very 
brief.  I  wonder  if  there  is  any  special  designation  in  the 
Relative  Value — 

DR.  JONES:   There  is  not. 
DR.  McCAIN:   Regular  office  visit. 
DR.  JONES:    Limited  visits  and  attention,   and  over 
and  above,  and  so  forth,  of  point  value. 

PRESIDENT  PASCHAL:  Is  there  other  new  busi- 
ness? 

DR.  RHODES:  Mr.  Chairman.  I  would  like  to  bring 
one  matter  that  I  believe  might  be  considered  new 
business  to  the  attention  of  (he  Council  for  informa- 
tion. 

At  the  last  General  Assembly,  legislation  was  enacted 
establishing  the  Government  Coordinating  Committee 
on  Aging.  This  is  the  first  official  organization — a  pre- 
vious committee  had  been  in  existence  appointed  by  the 
Governor. 

The  committee  has  been  organized.  In  its  membership 
there  are  seven  members  appointed  from  the  citizenry 
of  North  Carolina  by  the  Governor,  and  then  there  are 
most  of  the  agencies,  particularly  those  concerned  with 
education  and  welfare,  etc.,  that  are  involved.  The 
Medical  Society  has  a  representative  on  this  commit 
tee:  Dr.  Beddingfield  represents  the  Medical  Society. 
The  committee  has  been  organized  under  the  chair- 
manship of  Senator  Roe.  and  thus  far  a  subcommittee 
on  planning  has  drawn  up  a  plan  to  be  submitted 
to  HEW.  which  has  the  responsibility  for  administering 
the  old  Citizens'  Act,  which  is  a  new  act  of  Congress, 
establishing  funds  for  this  purpose  to  match  the  State 
funds. 

It  also  has  appointed  an  Executive  Secretary  to  im- 
plement the  program. 

Now  this  has  implications  for  the  Medical  Society  and 
for  the  physicians  in  North  Carolina,  in  that  our  own 
Medical  Society  Committee  on  Chronic  Illness  and  Aging 


maybe  involved  in  the  implementation  of  this  program, 
and  individual  citizens  at  the  local  level  are  going  to 
be  expected  to  submit  information  about  aging  people 
in  their  communities. 

So  I  felt  that  that  was  information  that  this  Coun- 
cil should  have. 

Then  one  other  matter  I'd  like  to  mention,  and  that 
is  I  would  like  to  bring  you  to  date  on  the  Asso- 
ciation of  Professions,  which  this  Council— to  which  this 
Council  has  made  a  contribution  for  the  last  three 
years  of  support. 

The  Association  of  Professions  now  comprises  the 
engineers,  the  architects,  the  veterinarians,  the  phar- 
macists and  physicians.  During  the  next  year,  the  pro- 
gram of  the  Association  will  be  directed  primarily 
toward  education,  particularly  bringing  to  the  attention 
of  prespective  young  people  information  about  these 
several  professions. 

At  the  present  time,  three  seminars  have  been  al- 
ready scheduled  in  community  colleges,  one  in  Pied- 
mont, one  in  Charlotte,  one  in  Southern  Pines,  and  one 
down  in  Whiteville. 

Other  such  seminars  are  planned.  So  that  the  objective 
of  the  Association  of  Professions  in  the  next  year  would 
be  to  try  to  stimulate  and  to  bring  young  people  this 
information,  so  that  we  may  help  to  fill  some  of  the 
vacuum  that  is  already  existing  and  will  become 
more  acute  certainly  in  medicine  in  the  next  year  or  so. 

I  thought  you  might  be  interested  in  having  that 
information,  and  I  would  also  suggest  to  all  of  you  that 
the  dues  for  this  organization  of  $5  a  year— I  believe 
that  there's  not  a  member  on  the  Council  here,  or  a 
doctor  in  North  Carolina  that  couldn't  afford  that.  I 
would  say  at  the  present  time  the  pharmacists  have  far 
outstripped  all  other  groups.  Medicine  runs  a  poor 
second,  having  approximately  78  or  80  members  as 
compared  to  165  for  the  pharmacists. 

Thank  you  very  much. 

PRESIDENT  PASCHAL:  Thank  you.  John. 

We  accept  this  as  information. 

Is  there  any  other  new  business? 

DR.  GLASSON:  Mr.  Chairman,  I'm  sure  most  of  the 
members  of  the  Council  are  acquainted  with  the  recent 
untimely  death  of  Mrs.  Baker,  the  wife  of  Dr.  Lenox 
Baker,  President  of  the  State  Board  of  Health,  and  Past 
President  of  the  State  Medical  Society. 

As  you  may  or  may  not  know.  Dr.  Baker  is  being 
honored  by  the  former  residents  on  his  program  on 
the  occasion  of  completing  25  years  of  work  in  the 
Orthopedic  Department  at  Duke.  This  dinner  is  to  be 
held  Monday  night  with  the  presentation  of  a  portrait. 

I  would  like  to  move  that  the  Council  forward  to 
Dr.  Baker  and  to  the  members  of  his  family  an  ap- 
propriate resolution  of  concern  and  sympathy  on  the 
occasion  of  Mrs.  Baker's  death,  and  congratulations 
on  the  completion  of  this  long  tenure  with  the  Duke 
Orthopedic  Program. 

PRESIDENT  PASCHAL:  You  have  heard  the  rec- 
ommendation. Would  you  make  it  as  a  motion,  that 
the  Council  go  on  record  as  reco.gnizing  his  long  and 
significant  tenure  of  service,  and  also  offering  our 
sympathy  to  him  in  his  recent  loss? 
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I  Such  motion  was  made  by  Dr.  Glasson  and  sec- 
onded by  Dr.  McCain.  > 

DR.  KOONCE:  Might  I  make  a  suggestion  that  you 
appoint  a  committee  to  do  that  right  away,  and  that  it 
be  read  before  the  House  of  Delegates  tomorrow? 

PRESIDENT  PASCHAL:  We  would  like  to  have  this 
transmitted  to  him.  so  that  it  would  be  in  his  hand 
by  Monday  evening  at  the  time  of  his  recognition 
there  in  Durham. 

PRESIDENT  PASCHAL:  It's  moved  and  seconded. 
Is  there  any  further  discussion?  If  not,  all  in  favor 
please  say  "aye":  opposed?  It's  carried. 

Dr.  Styron,  Dr.  Rhodes  and  Dr.  Glasson  to  serve  on 
the  committee  to  prepare  this. 

Is  there  further  discussion? 

DR.  COGDELL:  I  don't  kjiow  whether  this  is  the 
right  time  to  bring  this  up  or  not.  If  you  remember 
back,  you  asked  me  to  negotiate  with  the  Veterans 
Administration  relative  to  their  program.  We  are  now 
operating— I  told  them  I'd  have  to  ask  for  further 
instructions  from  the  Executive  Council  before  I  could 
sign  it.  We  wrote  the  most  diplomatic  letter  we  knew 
and  said  nothing.  I  would  like  to  know  the  wishes  of 
the  Council, 

PRESIDENT  PASCHAL:  Did  I  understand  that  you 
asked  for  what? 

DR.  COGDELL:  The  offer  is  3^2  for  the  year  '67 
and  '68.  It's  not  a  very  big  thing.  It's  about  $100,000 
a  year  to  the  doctors,  and  I  was  afraid  it  was  a  gim- 
mick to  get  us  to  accept  a  cheap  program,  and  they 
would  want  us  on  some  of  the  bigger  programs.  We 
just  evaded  the  thing. 

PRESIDENT  PASCHAL:  You  want  authorization  from 
the  Council— 

DR.  COGDELL:  I  want  to  know  the  wishes  of  the 
Council  while  I'm  up,  I'U  bring  another.  Our  Com- 
mittee voted  to  renegotiate  the  Medicare,  that  is  the 
Army  dependents  only.  Then  the  Council  said  we'll 
go  by  the  new  schedule.  We  got  that  in  January.  We 
have  gone  through  the  program.  We're  operating  now 
on  surgeary  for  3.58,  operting  on  obstetrics  at  3.58. 

I  spent  four  or  five  hours  in  the  past  week  talking 
to  the  Denver  office.  No  one  has  a  Relative  Value 
Schedule  of  5,  but  the  best  information  I  can  get. 
three  states  have  a  Relative  Value  of  4.5.  I  feel  like 
we  can  get  it.  and  I  feel  satisfied  that  we  can  get  4. 

PRESIDENT  PASCHAL:  You  have  heard  Dr.  Cog- 
dell's  remarks. 

DR.  MURPHY:  We  have  a  number  of  resolutions 
coming  to  the  House  of  Delegates.  I  don't  think  the 
doctors  are  receiving  what  are  usual  and  customary 
fees.  I  think  we  would  be  out  of  place  in  agreeing 
to  anything  less  than  that. 

DR.  GLASSON:  As  far  as  the  discussion  and  the  view 
of  Dr.  Murphy.  1  think  that  5  \\ould  be— a  conversion 
factor  of  5  would  be  what  anybody  is  charging  the 
private  patients  for  most  of  these  precedures. 

I  think  that  3.5  would  be  low.  but  I  think  that  these 
are  not  'way  off  base  for  what  we  would  charge  pri- 
vate patients,  if  you  look  at  the  fees  on  the  California 
Relative  Value  scale. 

DR.  COGDELL:   One  other  thing.  Every  time  I  talk 


to  those  people  to  try  to  negotiate,  what  is  thrown 
back  in  my  face,  and  we  may  have  made  a  mistake 
thinking  we're  doing  right,  when  you're  taking  care  of 
the  same  income  bracket  on  your  Blue  Shield  for 
such  an  such  a  figure— and  they  have  those  figures 
and  throw  it  back  at  me  every  time  I  talk  to  them: 
I  tell  them  "Heck.  I  don't  make  any  different  charges 
to  anyone." 

I  don't  have  those  figures  of  what  Blue  Shield  is 
charging  to  go  by.  That's  the  thing  they're  going  to 
throw  at  us  on  everything  we  try  to  get  a  raise  on. 

DR.  RAIFORD:  Dr.  Cogdell  said  the  old  California 
Relative  Value  Schedule— do  you  mean  the  '61  or 
'64? 

DR.  COGDELL:  The  '64.  The  old  schedule,  the  ones 
that  they're  operating  on.  I  understand  Utah  and 
one  other  state — and  Jim  was  going  to  recheck— they 
have  had  a  sort  of  war  out  there  in  California  trying 
to  get  it  up.  because  figures  did  not  show  the  state  as 
a  whole. 

Now  we  have  written  every  doctor  who  has  received 
$250  in  1965  asking  him  his  usual  customary  charges  for 
the  precedures  that  he  does.  About  800  some  letters  went 
out,  and  we  have  about  450  back:  but  we  haven't  had  a 
chance  to  compile  them.  We  thought  wj  would  use  that 
as  a  basis  of  argument  w'ith  them. 

DR.  RAIFORD:  The  point  of  it  is  that  the  California 
schedule  is  no  longer  a  schedule:  that's  obsolete.  The 
State  Society  here— 

DR.  COGDELL:  '64.  We  didn't  get  that  to  go  by 
since   January. 

We  have  gone  through  that  program,  what  our  Medi- 
care program  faces  on  each  figure,  and  then  we  took 
the  other  states'  Blue  Shield  and  did  the  same  thing 
with  them,  and  we  may  be  'way  down  in  one  and  'way 
up  in  another.  It  just  doesn't  feel  like  any  reason  as  to 
the  way  it  goes. 

MR.  BARNES:  I  did  communicate  with  the  California 
State  Medical  Association  about  their  experience  and 
whether  or  not  they  had  negotiated  a  new  schedule, 
and  I  have  had  no  reply  from  them. 

DR.  COGDELL:  You  don't  know  what  they're  getting 
now.  I  think  it's  4.5  on  the  old  schedule. 

PRESIDENT  PASCHAL:  It's  my  understanding  that 
you  and  your  committee  have  proper  authority  to  get 
the  best  arrangement. 

DR.  COGDELL:  We'll  get  the  best  arrangement  we 
can  and  then  ask  you. 

PRESIDENT  PASCHAL:  Unless  the  House  of  Dele- 
gates tomorrow  changes  that. 

DR.  COGDELL:  We'll  present  whatever  we  have  to 
the  Council  when  we  can  get  it.  The  schedule  runs  out 
the  first  of  October. 

PRESIDENT  PASCHAL:  And  so  your  report  is  sub- 
mitted for  information. 

DR.  COGDELL:  I  would  like  to  know  how  you  all 
feel  about  the  value.  If  I  did  wrong  or  right,  I'd  like 
to  be  told.  I  wasn't  going  to  negotiate  a  fee  for  3.5. 

PRESIDENT  PASCHAL:  The  period  of  negotiation 
is  still  open. 

DR.  COGDELL:  No.  the  appropriation  of  money  is 
out.  but  I  think  we  could  probably  renegotiate  for  the 
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year  coming.  I  don't  know.  I  sort  of  stayed  away. 

PRESIDENT  PASCHAL:  Do  you  have  a  recom- 
mendation for  the  Council'.' 

DR.  COGDELLL:  The  biggest  recommendation  I  think 
that  we  need  is  one  committee  who  will  coordinate 
all  these  negotiations.  If  one  government  program  gets 
a  low  fee,  they'll  poke  that  at  our  face  every  other 
one  we  go  to. 

PRESIDENT  PASCHAL:  Is  there  any  action  that 
Council  wants  to  take  on  this  today'? 

DR.  COGDELL:  One  other  thing.  We  do  have  pre- 
mission  to  punish  the  fee  after  four  years  fighting. 

MR.  BARNES:  The  present  prevailing  on  DMCP. 

DR.  COGDELL:  We  have  made  500  copies.  If  any- 
body needs  a  copy,  they  can  have  it  until  the  thing 
runs  out,  and  then  we  hope  we'll  get  a  better  one. 

PRESIDENT  PASCHAL:  Does  the  Council  wish  to 
make  any  expression  concerning  this'.'  We  might  well 
be  in  a  position  to  make  some  specific  recommenda- 
tion after  the  House  of  Delegates. 

DR.  COGDELL:  Let  the  thing  ride  and  see  what 
happens. 

PRESIDENT  PASCHAL:  I  believe  Mr.  Barnes  has  a 
communication. 

MR.  BARNES:  I  simply  have  a  letter  of  an  expres- 
sion of  appreciation  by  the  President  of  the  Chapters  in 
North  Carolina  for  their  program  here  Monday  night, 
and  for  the  support  in  transporting  the  students  to 
Asheville  and  return. 

PRESIDENT  PASCHAL:  I  would  say  that  our  repre- 
sentatives designated  by  me  to  represent  the  Medical 
Society  have  been  working  closely  with  the  Steering 
Committee  on  a  so-called  executive  group  of  directors 
of  the  Heart,  Cancer  and  Stroke  Program  in  North 
Carolina.  Plans  have  gone  apace  very  well. 

Application  for  planning  grant  has  been  prepared 
and  has  been  submitted  on  Wednesday  morning.  Gen- 
eral Sessions:  the  Deans  of  the  Medical  Schools  and 
our  three  representatives  of  the  Medical  Society  are 
going  to  be  in  a  panel  discussion,  and  they  will  be 
available  at  that  time  for  questioning,  and  I  believe 
you'll  get  a  very  good  picture  of  the  status  of  this 
particular  endeavor. 

If  there  are  questions  you  have  about  it  at  this 
time,  I'll  be  glad  to  try  and  answer  them.  If  not, 
this  brings  us  to  the  point— 

DR.  KERNODLE:  May  I  inject  one  thought  here'? 
Nothing  has  been  said  this  afternoon  about  the  poten- 
tial increase  in  AMA  dues,  and  don't  want  to  open 
this  subject  for  a  long  discussion  now,  but  would  like 
to  say  that  in  your  folder  there  was  a  brief  letter  of 
ten  pages  mimeographed  to  give  you  the  data  as  to 
why  there  is  a  need  for  increasing  dues  on  the  AMA 
level. 

I  point  out  two  points  of  interest.  One  is  that  the 
membership  dues  covers  only  about  2  per  cent  of  the 
total  income  of  AMA  at  the  moment:  45  per  cent  of  that 
is  income  from  advertisements. 

I  might  say  that  I  have  had  no  less  than  a  half 
dozen  people,  including  an  inquiry  from  the  Executive 
Director,  with  regard  to  someone  that  wrote  him  re- 
garding  the    second   Journal    that    you    had    received 


gratis,  that  is  your  Specialty  Journal,  and  for  those 
who  have  had  these  questions  <  1 1  the  Specialty  Jour- 
nals have  netted  in  1935  over  $240,000  income  to  the 
.AMA,  and  that's  one  o'  the  reasons  you're  given 
an  opportunity  to  get  a  second  Journal.  Because  of  dis- 
tribution, you  get  a  higher  rate  of  advertisement,  and 
there  is  more  interest  among  the  advertisers. 

And  the  second  point  is  that  the  AMA's  primarily 
an  educational  program  for  us  as  a  federation,  and 
that  this  is  a  method  of  disseminating  medical  edu- 
cation to  our  members. 

The  question  with  regard  to  why  is  there  not  a 
Journal  for  Obstetrics  and  Gynecology— this  has  been 
asked  by  the  Administration  in  Washington  and  the  Edi- 
torial Boards,  and  the  powers  that  be  apparently  on  the 
top  echelon  of  obstetrics  and  gynecology,  and  they 
do  not  think  there  is  a  need  for  another  Journal.  So 
if  anybody  has  asked  that  question,  "why  can't  I  get 
on  OB  and  GYN  Journal,"  it's  the  reasoning  of  the 
College  of  Obstetrics  and  Gynecology  heirarchy  not 
wanting  one. 

I  do  think  that  it's  like  everything  else,  cost  of  living, 
cost  o!  operations  going  up.  I  hate  to  tell  you  that 
this  week  I  was  in  Chicago,  and  they  tell  me  that  ap- 
proximately 15  per  cent  of  our  higher  second  echelon 
personnel  of  AMA  are  leaving  because  of  better  jobs, 
better  positions  elsewhere,  and  the  fact  that  they  can 
get  more  money  in  paramedical  groups.  I  don't  have 
to  tell  you  what  those  groups  are.  You  can  reason 
likewise. 

If  there  are  any  questions  about  this  this  afternoon 
or  during  the  next  24  hours  before  the  two  o'clock 
meeting  tomorrow,  I'll  try  to  answer  them,  or  Amos 
Johnson  will  likewise. 

PRESIDENT  PASCHAL:  Thank  you.  Dr.  Kernodle. 

Is  there  anything  else  to  come  up  under  new  busi- 
ness or  to  be  brought  to  the  attention  of  the  Council'? 

If  there  is  nothing  else,  we  will  entertain  a  motion 
for  adjournment  in  just  a  moment. 

I  would  like  to  take  this  opportunity,  if  I  may,  to 
speak  to  the  Council  and  to  the  Staff.  I  have  come  to 
recognize  something  more  fully  that  I  knew  before  I 
became  President,  and  that  is  that  we  have  one  of  the 
best  staff,  administrative  staff  in  our  headquarters  of- 
fice that  is  existent  in  America. 

This  attitude  of  mine  is  shared  by  Executive  Directors 
across  the  country,  and  they  are  well  aware  of  the  great 
effort  and  contribution  that  our  Director  has  made. 

I  would  pay  particular  tribute  to  him  and  express 
a  feeling  of  gratitude  for  what  he  has  done,  along 
with  Mr.  Hilliard  and  Mrs.  King,  Garland  Pace,  Miss 
Ziegler,  and  others. 

This  is  something  that  the  succeeding  President  will 
appreciate  more  as  the  year  goes  by.  I'm  sure  those 
of  you  who  have  preceded  me  will  reflict  and  remember 
the  great  help  that  they  provided. 

It  has  been  with  a  marked  sense  of  humility  that  I 
have  been  your  President.  I'm  grateful  for  the  op- 
portunity, and  I  ask  that  Council  support  my  successor 
as  they  have  supported  me.  I'm  very  grateful. 

Thank  you.   'Applause.  > 

iThe  meeting  adourned  at  4:50  o'clock.) 
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HOUSE  OF  DELEGATES 

SUNDAY  AFTERNOON   SESSION 
May  1,  1966 

The  Opening  Meeting  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  North  Carolina  was 
held  in  the  Asheville  City  Auditorium,  AshevOIe,  North 
Carolina,  at  2:15  p.m..  Dr.  George  W.  Paschal,  Jr., 
President  of  the  Society,  presiding.  President  called  the 
meeting  to  order  and  the  invocation  was  pronounced 
by  the  Reverend  John  W.  Tuton,  Rector  of  the  Trinity 
Episcopal  Church  in  Asheville. 

PRESIDENT  PASCHAL:  It  is  now  my  happy  privi- 
lege to  introduce  to  you  our  Speaker.  Our  Speaker  has 
spent  years  in  the  service  of  the  Society.  He's  been 
one  of  our  distinguished  Past  Presidents.  He  is  cur- 
rently a  delegate  to  the  American  Medical  Association, 
and  he  is  a  Speaker  par  excellence. 

I  give  you  Dr.  Donald  B.  Koonce.   i Applause) 

I  Dr.  Koonce  assumed  the  Chair  as  Speaker.) 

SPEAKER  KOONCE:   Thank  you,  George. 

I  am  going  to  call  for  a  report  of  the  Committee  on 
Credentials.  We  have  a  total  of  217  delegates,  potentially 
It  would  take  a  quorum  of  108.  The  House  of  Delegates 
consists  of  those,  as  you  know,  elected  delegates  plus 
Past  Presidents,  Past  Secretaries,  and  existing  officers 
at  the  time.  Our  total  is  217,  and  a  quorum  of  108  is 
necessary. 

Dr.  Wilkerson,  do  you  have  a  report  yet? 

DR.  CHARLES  B.  WILKERSON:  We  have  112  dele- 
gates, officials  and  councilors  certified. 

SPEAKER  KOONCE:  Since  we  only  need  108,  I  de- 
clare a  quorum  present,  and  we  will  proceed  with  the 
proceedings  of  the  House  of  Delegates. 

I  would  like  to  recognize  at  the  present  time  the 
President  of  the  American  Medical  Association,  Dr. 
James  Appel. 

t  The  delegates   rose  and   applauded.  > 

SPEAKER  KOONCE:  Next  on  the  agenda  is  the  an- 
nouncement of  the  Committee  for  the  President's  two 
speeches.  The  members  of  that  committee  will  be 
Charles  Styron  as  Chairman,  Dr.  Ernest  Craige, 
and  Dr.  Marvin  Lymberis,  and  they  will  go  over  his 
speeches  and  make  a  report  back  on  Tuesday,  as 
planned. 

Now,  without  any  further  ado,  I  would  like  to  intro- 
duce a  very  old  and  dear  friend  to  me,  and  this  whole 
Medical  Society,  to  conduct  the  memorial  services.  Dr. 
Charles  A.  Pugh. 

DR.  CHARLES  A.  PUGH:  Dr.  W.  A.  Sams  will  lead 
us  in  prayer. 

DR.  SAMS:  Our  gracious  and  ever-loving  Father,  we 
approach  Thy  throne  in  a  spirit  of  reverance  and  remi- 
niscence, for  the  lives  of  those  of  our  profession  who 
have  passed  to  their  eternal  home  during  the  past  year. 

May  we  assembled  here  join  hearts  and  minds  in 
humble  remembrance  of  their  works  and  loyal  support 
of  our  profession.  May  we  in  all  our  works  begun,  con- 
tinued and  ended  in  Thee  glorify  Thy  holy  name. 
Amen. 

DR.  PUGH:  Once  again  we  hear  the  tread  of  the 
Reaper,  as  God  the  Father  beckons  to  our  beloved 
friends  and  loved  ones  who  only  yesterday  worked  with 


us,  sympathized  with  us  in  our  sorrows,  and  rejoiced 
with  us  in  our  joys. 

At  this  hour  we  mourn  for  them,  because  they  were 
all  dear  to  us  and  made  our  journey  more  pleasant.  We 
have  lost  their  wise  counsel,  their  cheering  counten- 
ances, their  presence  here,  and  the  inspiration  they 
brought  to  us  who  were  privileged  to  work  with  them. 

Death  is  a  theme  not  lightly  to  be  broached  by  those 
who  are  subject  to  its  power.  The  young  may  die,  the 
old  must  die,  and  the  wisest  knoweth  not  how  soon. 
There  are  none  that  escape  the  inexorable  doom.  The 
youngest  child  on  the  rolls  of  our  public  school  system 
dwells  ever  in  the  shadow  of  death,  while  the  invisible 
hand  extends  equally  above  the  highest  officer  in  the 
land.  We  walk  upon  the  ashes  of  the  generations  who 
have  gone  this  way  before,  and  to  which  our  ashes 
must  in  turn  contribute.  It  is  not  for  us  to  hope  for 
an  exemption  from  the  common  doom  of  man.  What  an 
incentive  is  this  to  an  industrious  use  of  our  time  and 
faculties,  that  we  should  build  industriously  whUe  our 
strength  endures  and  labor  to  complete  our  work 
ere  the  week  closes  and  the  Sabbath  of  Eternity  sets  in. 

Those  whom  we  honor  today  did  make  a  contribution 
to  their  age  and  generation,  but  they  did  not  complete 
their  work.  However,  we  would  pause  at  this  moment 
and  pay  loving  tribute  to  those  of  this  Society  who  have 
been  called  to  lay  down  life's  battles  and  to  rest  from 
their  labors.  We  would  pause  reminiscently  in  the  pres- 
ence of  Him  from  whom  we  come  and  to  whom  we  re- 
turn, and  in  whom  while  we  tarry  here,  we  live  and 
move  and  have  our  being.  In  the  quiteness  of  our  re- 
spondent and  unfading  memories,  we  are  grateful  for 
the  good  gift  of  life,  for  its  wonder  and  its  mystery,  its 
interest  and  joys,  its  friendship  and  fellowship.  We  are 
thankful  for  the  ties  that  bind  us  one  to  another. 

The  bodies  of  these,  our  friends  and  co-workers, 
given  to  them  by  God  as  the  Earthly  Abode  for  their 
Immortal  Spirits,  have  been  laid  aside  with  loving  and 
reverent  care,  but  their  influence  lives  on  in  the  ser- 
vice of  mankind.  Their  works  do  follow  them.  As  their 
lives  were  spent  in  service  to  their  fellowman  and  in 
the  interest  of  those  who  suffer,  may  we,  engaged  in 
similar  service,  strive  always  to  use  our  utmost 
strength  in  the  interest  of  those  for  whom  we  labor. 

Fifty-nine  members  of  this  Society  have  laid  aside 
the  working  tools  of  life  since  last  we  met.  We  offer 
these  sentiments  in  their  honor  and  as  a  tribute  to  their 
life  of  service. 

To  cure  sometimes,  to  relieve  often,  to  comfort  al- 
ways, is  the  mission  of  the  healing  profession.  Soldiers 
of  humanity,  and  worth  followers  of  Hippocrates,  Hail 
and  Farewell. 

I A  list  of  the  deceased  was  read,  i 

DR.  PUGH:  Heavenly  Father,  Thou  who  hast  already 
given  so  much,  one  thing  more  we  request  of  Thee; 
Give  us  grateful  hearts. 

SPEAKER  KOONCE:  It  now  gives  me  a  great  deal 
of  pleasure  to  call  on  a  good  friend  of  all  of  us  who 
has  served  us  with  a  great  deal  of  dignity  to  give  us 
the  annual  message  of  the  President.  Dr.  George  Pas- 
chal. 

I  President  Paschal  presented  an  address  to  be  pub- 
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lished  in  the  May  issue  of  the  North  Carolina  Medical 
Journal. ' 

I  Applause! 

SPEAKER  KOONCE:  Thank  you.  George.  That  mes- 
sage will  be  turned  over  to  the  Committee  for  Review 
of  the  President's  Message  without  discussion. 

I  would  like  to  request  Dr.  Theodore  Raiford  to  serve 
as  Parlimentarian.  We  may  need  you  before  we  get 
through. 

The  next  is  a  report  of  the  Constitutional  Secretary. 
All  of  these  reports  are  in  your  Compilation.  It  there 
is  any  discussion,  it  can  be  had  at  this  time,  and  I 
will  ask  for  any  additional  reports  at  this  time  from 
the  groups. 

DR.   STYRON:    No  additional   report. 

SPEAKER  KOONCE:  Do  I  hear  discussion?  Do  I 
hear  a  motion  that  it  be  approved  as  it  appears  with- 
in the  Compilation? 

I  Such  motion  was  made,  seconded,  put  to  a  vote  and 
carried.  > 

SPEAKER  KOONCE:  The  E.xecutive  Director.  Mr. 
Barnes. 

MR.  JAMES  T.  BARNES:  Mr.  Speaker  and  Mem- 
bers of  the  House  of  Delegates:  I  have  nothing  in 
particular  to  add  to  the  report  as  obtained  in  the  Com- 
pilation for  your  consideration.  The  Audit  Report  for 
1965  is  of  course  printed  in  your  Compilation.  It  was  a 
good  year.  1965.  and  as  you  can  see  from  the  report, 
there  was  a  net  bank  balance    rather  than  red. 

I  might  add  that  for  1966.  a  budget  of  some  $280,000 
is  estimated  or  anticipated.  We  have  produced  $245.- 
075.18.  leaving  a  deficit  to  obtain  during  the  remaining 
seven  months  of  this  fiscal  period  of  $34,941.82.  This  is 
as  of  March  31st.  and  I'm  sure  with  revenues  for  April 
from  the  Journal  and  throughout  the  remaining  part  of 
the  year  that  we  will  far  exceed  that. 

The  expenditures  authorized  for  1966  of  $265,083  as 
of  March  31st  has  been  expended  to  the  extent  of 
$37,685.05,  a  difference  in  your  favor  ol  $197,297.  Of 
course,  the  annual  session  and  a  good  bit  of  the 
preparation  for  that  would  not  be  included  in  this  ex- 
penditure figure  at  this  level 

I  present  this  audit  report,  the  official  one.  to  the 
House  for  consideration. 

SPEAKER  KOONCE:  Thank  you.  Mr.  Barnes.  Do  I 
hear  a  motion  that  his  report  as  listed  in  the  Com- 
pilation  and   any   additional    remarks   be   approved. 

I  Such  a  motion  was  made,  seconded,  put  to  a  vote 
and  carried,  i 

SPEAKER  KOONCE:  The  Assistant  Executive  Di- 
rector. Mr.  Hilliard. 

MR.  WILLIAM  N.  HILLIARD:  No  further  report. 

SPEAKER  KOONCE:  Do  I  hear  a  motion  that  it  be 
accepted  as  listed  in  the  Compilation'? 

I  Such  a  motion  was  made,  seconded,  put  to  a  vote 
and  carried.  > 

SPEAKER  KOONCE:  Assistant  to  the  Executive 
Director.  Mr.  Paris. 

Apparently  there  is  no  addition. 
A   motion   to   accept   the   report    as   printed   in   the 
Compilation  was  made,   seconded,   put  to  a  vote  and 
carried,  i 


SPEAKER  KOONCE:  Education  Consultant.  Miss 
Zeigler. 

MISS    KAY    ZEIGLER:    No    further    report. 

SPEAKER  KOONCE:  Do  I  hear  a  motion  that  her 
report  as  listed  in  the  Compilation  be  approved? 

I  Such  a  motion  was  made,  seconded,  put  to  a  vote 
and  carried. ' 

I  had  asked  our  Vice  Speaker  to  escort  our  Presi- 
dent of  the  Auxiliary  to  the  dais,  but  I  understand 
her  husband  is  present,  and  I  don't  know  of  any- 
body who  has  any  more  privilege  than  he  does. 

I  will  ask  Dr.  Sikes  to  escort  his  wife  to  the  ros- 
trum, please.  This  is  always  a  very  pleasant  duty,  to 
have  the  President  of  the  Auxiliary  report  to  us. 

I  The  delegates  rose  and  applauded.' 

MRS.  C.  HENRY  SIKES:  Mr.  Speaker,  Mr.  Presi- 
dent: It  is  indeed  a  pleasure  to  be  with  you  this  after- 
noon, and  rather  than  say  I  have  no  report,  or  noth- 
ing to  add  to  my  report,  just  in  case  you  haven't 
read  your  homework.  I  want  to  review  just  briefly  with 
you  the  activities  of  your  Auxiliary. 

I  Mrs.  Sikes  reviewed  the  report  as  printed  in  the 
Compilation,  i 

<  Applause  > 

SPEAKER  KOONCE:  Thank  you.  Mrs.  Sikes.  for  that 
report. 

Her  report  is  listed  in  the  Compilation,  and  her 
additional  remarks  are  now  open  for  a  motion  to  ap- 
prove. 

I  Such  a  motion  was  made,  seconded,  put  to  a  vote 
and  carried.  > 

Next  we  come  to  a  very  important  part  of  the  pro- 
gram. It  is  the  appointment  of  the  Reference  Commit- 
tee and  the  reading  of  resolutions  for  reference  to  these 
Reference  Committees. 

According  to  our  By-Laws,  no  resolution  shall  come 
before  this  House  of  Delegates  unless  it  has  been  pre- 
sented in  writing  to  the  Central  Office  sixty  days  prior 
to  the  meeting  of  the  House  of  Delegates,  unless  it 
comes  by  instruction  from  the  Executive  Council,  or 
unless  it's  read  on  the  floor  and  approved  by  a  two- 
thirds  vote  of  the  House  of  Delegates. 

Now  let's  try  to  keep  that  in  mind.  If  anybody 
has  a  resolution  to  bring  before  the  House  from  the 
floor  today,  in  order  to  pass  it  on  to  the  Resolutions 
Committee,  it  would  have  to  be  voted  on  by  a  two- 
third  majority. 

There  will  be  two  Reference  Committees.  Number 
One  and  Number  Two.  and  according  to  our  By-Laws, 
the  Chairman  has  to  be  a  Commissioner. 

Committee  Number  One.  Dr.  Mark  Lindsey  is 
Chairman.  Dr.  John  S.  Rhodes  and  Dr.  Louis  Shaffner. 

Committee  Number  Two.  Dr.  W.  Howard  Wilson  is 
Chairman.  Dr.   Otis  Duck  and  Dr.  Hubert  Poteat. 

Now  in  the  past  three  has  been  some  question  as  to 
whether  those  presenting  resolutions  got  a  fair  shake 
or  not.  and  I  think  that  in  all  fairness,  and  because 
of  the  importance  of  these  resolutions,  that  there 
should  be  open  discussion  meetings,  and  we  have  ar- 
ranged to  have  those  two  committees  have  an  open 
hearing    tomorrow    at    twelve    o'clock. 

Reference  Committee  Number  One  will  meet  in  the 
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back  end  of  the  hall.  I  have  a  note  here  from  Mr. 
Hilhard  that  the  entrance  referred  to  is  the  back 
end  of  the  hall.  There  will  be  a  table  and  arrange- 
ments immediately  after  the  General  Sessions  tomor- 
row, whereby  Reference  Committee  One  will  meet  in 
the  back  hall  for  a  general  discussion. 

At  that  meeting,  anybody  in  the  State  Medical  So- 
ciety has  a  right  to  discuss  these  resolutions  that  will 
be  assigned  to  that  committee.  The  committee  takes 
notes,  and  they  meet  at  their  convenience  and  bring 
back  a  report  to  the  House  of  Delegates  on  Tuesday. 

Reference  Committee  No.  2  under  Dr.  Howard  Wil- 
son will  meet  in  the  front  of  the  stage.  The  reference 
committees  are  open  for  general  discussion  at  that 
time.  The  resolutions  presented  today  will  not  be 
discussed.  They  will  be  turned  over  to  the  Resolutions 
Committee  according  to  our  By-Laws. 

Resolution  No.  1  to  be  introduced  by  Drs.  Jones, 
Beddingfield  and  Mr.  Anderson.  Please,  if  you  can  leave 
out  the  preamble,  the  whereases,  and  read  the  re- 
solveds— unless  they  are  pertinent. 

DR.  JONES:  The  committee  to  draft  this  resolution 
was  appointed  by  the  Executive  Council  and  the  Presi- 
dent, Dr.  Paschal.  The  presenter  reads  only  the  "re- 
solveds." 

RESOLVED,  That  the  physicians,  doctors  of  medi- 
cine in  the  State  of  North  Carolina,  and  the  mem- 
bers of  the  Medical  Society  of  the  State  of  North 
Carolina  do  adopt  the  posture  that  when  government 
in  any  form  assumes  any  financial  responsibility  for 
an  individual's  health  care,  reimbursement  for  pro- 
fessional services  should  be  on  the  same  basis  as 
other  indispensable  elements  of  health  care:  there- 
fore, reimbursement  for  the  services  of  physicians 
rendering  services  to  persons  eligible  under  gov- 
ernment-supported programs  should  be  on  the  basis 
of  usual  and  customary  fees:  and  be  it  further 

RESOLVED,  That  this  statement  of  general  pos- 
ture be  also  specifically  applied  in  connection  with  the 
North  Carolina  implementation  of  Title  XIX  of  Pub- 
lic Law  89197  in  whatsoever  fashion  such  may  be 
done. 

SPEAKER  KOONCE:  That  will  be  assigned  to  Com- 
mittee No.  1.  There  obviously  is  nobody  here  to  present 
Resolution  No.  2,  so  I  will  read  the  Resolved,  which  is 
the  last  paragraph. 

It  is  hereby  resolved  that  our  medical  profession 
go  on  record  that  it  is  now  no  longer  willing  to 
bear  these  burdens  without  full  compensation  with 
the  usual  customary  and  prevailing  fee  schedules 
for  Medicare  Program  and  all  other  governmental- 
sponsored  services.  It  is  recommended  that  state 
and  local  committees  be  promptly  appointed  to  work 
out  the  mechanics  of  this  proposal  with  the  necessary 
agencies  involved.  This  will  require  persistent  and 
intensive  work  if  it  is  realized,  but  urgent  action 
is  requested  in  order  that  it  may  get  under  way  as 
soon  as  possible. 

That  will  be  assigned  to  Committee  No.  1. 
Resolution  No.  3,  Catawba  County  Medical  Society. 
DR.  THOMAS  E.  FITZ:  I  would  like  to  read  parts  1 
and  2  of  this  resolution. 


1.  That  we  approve  and  subscribe  the  AMA  resolu- 
tion of  June  1965  with  the  following  change  in  the 
wording  of  the  first  line- 
That   whenever   any   government   agency   assumes 
financial   responsibility   for   an   individual's   health 

care,  reimbursement  for  professional  services  shall 
be  on  the  same  basis  of  other  indispensable  elements 
of  health  care.  Therefore,  reimbursement  for  the  ser- 
vices of  physicians  participating  in  government  sup- 
ported programs  should  be  on  the  basis  of  usual  and 
cutomary  fees. 

2.  That  the  Society  take  immediate  steps  to  abro- 
gate and  rescind  all  existing  agreements  with  ref- 
erence to  negotiated  professional  charges  and  furth- 
er that  the  Society  withdraw  its  endorsement  of  all 
Service  plans  of  insurance. 

SPEAKER  KOONCE:  Dr.  Carr,  Sampson  County,  No. 
4.  That  will  also  go  to  Committee  No.  1. 
DR.  H.  J.  CARR,  JR.: 

It  is  now  the  unanimous  opinion  of  this  Medical 
Society  that  as  of  July  1,  1966,  all  members  of  the 
medical  profession  should  be  paid  their  full,  cus- 
tomary and  reasonable  fees  for  all  services  sponsored 
by  the  Federal,  State  and  County  governments.  It  is 
urged  that  the  Executive  Committee  approve  this 
resolution  and  bring  it  before  the  House  of  Delegatiis 
of  the  Medical  Society  of  the  State  of  North  Carolina 
at  its  annual  meeting  in  Asheville,  N.  C,  April-May 
1966.  It  is  also  urged  that  the  House  of  Delegates 
approve  this  resolution  and  that  committees  be  ap- 
pointed to  make  satisfactory  arrangements  to  this 
effect  with  the  appropriate  organizations  concerned 
by  July  1,  1966. 

SPEAKER  KOONCE:  Thank  you  very  much,  sir. 
That  will  also  go  to  Committee  No.   1.  As  you  see, 
as  we  read  these  resolutions,  a  great  many  of  them 
are  similai-  and  by  the  Reference  Committee  can  be 
combined,  if  necessary. 
Dr.  Mattox  from  Wilson  County. 

DR.  HUITT  E.  MATTOX,  JR.:  In  regard  to  the 
placement  of  the  AMPAC  and  MEDPAC  dues  on  the 
same  piece  of  paper  with  the  dues  from  the  State 
Society,  etc.,  the  members  of  the  Wilson  County  Med- 
ical Society  strongly  feel  that  the  AMPAC  and  MED- 
PAC dues  should  be  very  clearly  separate  and  dis- 
tinct from  the  State  Society  and  AMA  dues. 

RESOLVED,  That  effective  with  the  central  billing 
or  Medical  Society  dues  in  December,  1966.  that  soli- 
citation of  dues  and/or  contributions  for  AMPAC- 
MEDPAC  be  included,  if  at  all,  on  a  separate  sheet 
of  paper  from  the  statement  listing  AMA,  State  Society 
and  local  county  society  dues.  Is  is  further  resolved 
that  copies  of  this  resolution  be  mailed  to  all  coun- 
ty medical  societies  in  North  Carolina,  and  that 
this  resolution  be  presented  to  the  Executive  Council 
with  the  request  that  it  be  transmitted  to  the  House 
of  Delegates  for  consideration  at  the  May.  1966,  an- 
nual session. 

SPEAKER   KOONCE:    Thank   you   very   much.   That 
would  go  to  Committee  No.  2. 
Resolution  No.  6,  Cleveland  County  Medical  Society. 
DR.   LIVINGSTON  JOHNSON: 
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RESOLVED,  That  the  North  Carolina  Medical  So- 
ciety revert  to  the  former  practice  of  billing  for  its 
dues  and  for  the  AMA  dues  through  the  component 
county  societies  only,  as  has  been  the  practice  in 
prior  years. 

SPEAKER  KOONCE:  That  also  will  go  to  Committee 
No.  2. 

Resolution  No.  7  from  the  North  Carolina  Chapter 
of  the  American  College  of  Radiology,  Dr.  Simmons 
Patrick. 

DR.  SIMMONS  I.  PATRICK:  This  resolution  deals 
with  the  separation  of  fees,  of  hospital  based  medical 
specialists,  and  presented  by  the  North  Carolina  Chap- 
ter of  the  American  College  of  Radiology. 

RESOLVED,  That  charges  for  professional  radio- 
logy services  in  the  hospital  be  established,  billed 
and  collected  by  the  Radiologists  in  the  same  manner 
as  are  fees  of  other  physicians:  and  be  it  further 
RESOLVED,  That  the  Medical  Society  of  the  State 
of  North  Carolina  forward  a  copy  of  this  resolu- 
tion to  each  of  its  members,  to  Hospital  Care  and 
Hospital  Saving  Association  'the  two  Blue  Cross-Blue 
Shield  Plans  of  North  Carolina',  to  such  insurance 
carriers  it  deems  advisable,  to  the  North  Carolina 
Hospital  Association,  and  to  other  pertinent  associa- 
tions, and  to  include  with  this  a  request  that  they 
cooperate  with  the  Medical  Society  of  the  State  of 
North  Carolina  in  its  attempt  to  effectuate  this  prin- 
ciple of  separate  billing. 

RESOLVED,  That  the  Medical  Society  of  the  State 
of  North  Carolina  make  known  its  disapproval  of 
any  contract  or  other  arrangement  whereby  a  radiol- 
ogist merges  his  professional  fee  with  hospital 
charges. 

SPEAKER  KOONCE:  That  resolution  will  be  pre- 
sented to  the  Reference  Committee  No.   2.. 

Resolution  No.  8,  Montgomery  County  Medical  So- 
ciety. 

NOW  THEREFORE  BE  IT  RESOLVED,  That  the 
Montgomery  County  Medical  Society  request  that  the 
Medical  Society  of  the  State  of  North  Carolina  re- 
commend to  the  American  Medical  Association  that 
it  endorse  and  recommend  to  the  appropriate  au- 
thorities that  space  be  made  available  for  pertinent 
personal  medical  information  to  be  included  on  the 
identification  cards  to  be  issued  to  medicare  recip- 
ients, and  that  an  effective  method  be  developed  to 
see  that  this  information  is  written  in  by  the  users  of 
these  cards;  and  be  it  further 

RESOLVED,  That  the  Montgomery  County  Med- 
ical Society  request  that  the  Medical  Society  of  the 
State  of  North  Carolina  recommend  to  the  American 
Medical  Association,  and  to  the  National  Safety 
Council  that  the  force  and  prestige  of  these  groups 
be  utilized  to  aid  and  encourage  the  various  states 
to  cause  to  be  published  on  their  respective  drivers 
licenses  a  form,  to  be  filled  in  by  all  licensed  driv- 
ers, citing  pertinent  personal  medical  information 
which  would  be  necessary  should  the  need  tor  emer- 
gency medical  care  arise. 
That  will  also  go  to  Committee  No.  2. 


Resolution   No.    9.    Chowan-Perquimans   Medical   So- 
ciety. 

IT  IS  HEREBY  RESOLVED,  That  our  medical  pro- 
fession go  on  record  that  it  is  now  no  longer  willing 
to    bear    these    burdens    without    full    compensation 
with  the  usual  customary  and  prevailing  fee  sched- 
ules  for   medicare   program    and    all   other   govern- 
mental-sponsored  services.    It   is   recommended   that 
State   and   local   committees   be   promptly   appointed 
to  work  out  the  inechanics  of  this  proposal  with  the 
necessary   agencies  involved.   This  will  require  per- 
sistent and  intensive  work,  it  is  realized,  but  urgent 
action  is  requested  in  order  that  it  may  get  under 
way  as  soon  as  possible. 
This  will  go  to  Committee  No.  1. 
Resolution  No.  10,  Rowan-Davie  County. 
DR.   HARVEY  ROBERTSON:    Our   resolution   is  ex- 
actly the  same  as  No.  3.  That's  why  I  don't  feel  the 
need  of  reading  it. 
I  See  Resolution  No.   3. ) 

SPEAKER    KOONCE:    Thank    you.    That    will    go   to 
Committee  No.  1. 
Resolution  No.  11. 
DR.  McCAIN  I  Wilson  County): 

THEREFORE,  the  members  of  the  North  Carolina 
Committee  on  Nursing  and  Patient  Care  commend  the 
North  Carolina  Department  of  Motor  Vehicles  and  the 
Committee  on  Trauma  of  the  American  College  of 
Surgeons  for  this  forward-looking  step  and  recom- 
mends that  every  avenue  be  explored  to  acquaint 
drivers  with  the  importance  of  completing  the  med- 
ical information  form  on  their  licenses;    and 

FURTHER  suggest  that  the  state's  two  Blue  Cross 
Plans  explore  the  feasibility  of  including  similar 
medical  information  questionnaire  on  membership 
cards;  and 

FURTHER  suggests  that  the  Medical  Society  of 
the  State  of  North  Carolina  consider  the  possibility 
of  setting  in  motion  through  the  proper  channels  a 
request  that  similar  medical  information  be  included 
on  identification  cards  to  be  issued  to  Medicare  re- 
cipients. 

SPEAKER    KOONCE:    Thank    you.    That    will    go   to 
Reference  Committee  No.  2. 

Resolution  No.   12,   North  Carolina  Medical  Founda- 
tion. 
PRESIDENT  PASCHAL:  Mr.  Speaker: 

The  Executive  Council  has  authorized  the  in- 
corporation of  the  North  Carolina  Medical  Foundation, 
Inc.,  devoted  exclusively  to  educational,  scientific 
and  charitable  purposes  which  are  exempt  from  tax- 
ation under  the  U.  S.  Internal  Revenue  Code. 

The  corporation  has  been  organized,  and  its  Char- 
ter and  By-Laws  have  been  submitted  to  the  District 
Director  of  Internal  Revenue  for  determining  that 
it  meets  the  requirements  of  the  statutory  exemption, 
particularly  for  the  acceptance  of  contiributions  and 
bequests  which  are  tax  deductible.  The  membership 
of  the  foundation  will  consist  of  the  voting  mem- 
bers of  the  Executive  Council  of  the  Society,  which 
will  elect  the  directors  of  the  Foundation,  who  will 
in  turn  elect  its  officers.  It  will  be  possible  for  the 
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Foundation  to  construct  a  building,  borrow  money  for 
such  construction,  and  to  lease  part  of  it  to  the  So- 
ciety for  use  by  its  headquarters  staff  and  to  use 
the  other  portions  of  the  building  for  its  educa- 
tional and  scientific  purposes.  The  House  of  Dele- 
gates will  be  asked  to  approve  the  implementation 
of  the  Foundation  and  to  consider  the  advisability  of 
transferring  some  property  or  funds  of  the  Society 
to  the  Foundation  for  the  construction  of  a  building 
and  for  use  in  its  activities. 
SPEAKER  KOONCE:  Thank  you.  Dr.  Paschal. 
Resolution  No.  12  will  be  turned  over  to  Reference 
Committee  No.  1. 

No.    13,    Gaston   County   Medical   Society   Resolution 
DR.  FOREST  M.  HOUSER: 

RESOLVED,  That  the  members  of  the  Gaston 
County  Medical  Society  believe  in  rendering  medical 
service  free  of  charge  to  deserving  individuals  and 
will  continue  to  do  so  when  indicated. 

However,  since  members  of  government  agencies 
are  paid  reasonable  salaries  for  services,  and  since 
the  hospitals  are  paid  reasonable  charges  for  in- 
patient care,  it  seems  unreasonable  to  exclude 
physicians  from  receiving  reasonable  compensation 
for  their  services. 

Although  we  believe  in  paying  taxes,  we  strongly 
feel    that   medical    expenses    incurred   by    recipients 
of  public  help  are  a  public  responsibility  and  there- 
fore should  be  entirely  provided  from  pubUc  funds. 
When  a  government  forces  physicians  to  accept  token 
fees  it  is  imposing  a  double  taxation  on  this  group. 
Therefore,    it    is    resolved    that    when    a    govern- 
ment agency  agrees  to  underwrite  medical  expenses 
for  a  segment  of  the  population,  it  will  be  expected 
to  pay  reasonable  fees  for  medical  services. 
SPEAKER    KOONCE:     That    will    go    to    Reference 
Committee  No.  1. 
No.    14,   Buncombe   County  Medical   Society. 
DR.  JESSE  P.  CHAPMAN: 

BE  IT  THEREORE  RESOLVED.  That  the  Medical 
Society  of  the  State  of  North  Carolina  recommend 
to  the  various  departments  of  public  welfare  that 
funds  be  provided  in  their  budgets  to  compensate 
physicians  for  the  medical  care  rendered  welfare 
clients  with  fees  comparable  to  the  usual  and  custo- 
mary fees  charged  by  physicians  in  the  community 
wherein  they  reside. 

SPEAKER  KOONCE:  That  will  go  to  Reference  Com- 
mittee No.  1.  Thank  you  very  much. 

We  have  one  more  item  under  this,  which  is  a  letter 
to  be  read  by  Dr.  Paschal. 

PRESIDENT    PASCHAL:    Mr.    Speaker,    the    letter 
which  I  have  been  asked  to  read  is  directed  to  Dr. 
Lenox  D.  Baker. 
Dear  Lenox: 

At  the  meeting  of  the  Executive  Council  of  the 
Medical  Society  of  the  State  of  North  Carolina  at 
Asheville,  May  1,  1966,  a  formal  resolution  was 
passed  that  we  express  to  you  our  deepest  sym- 
pathy in  your  loss  of  Virginia.  It  was  the  wish  of 
the  Council,   furthermore,   that  you  be  informed  of 


the  sincere   affection  for  you   and   concern  for  you 
and  your  family. 

SPEAKER  KOONCE:  That  was  written  to  Dr.  Baker 
by  a  committee  appointed  by  the  Executive  Council 
and  that  will  be  accepted  as  information. 

DR.  SAMS:  Mr.  Speaker,  I  would  like  to  make  a 
motion  for  this  House  of  Delegates  that  letter  be  ac- 
cepted as  a  House  of  Delegates  letter,  and  the  Execu- 
tive Secretary  be  instructed  to  forward  it  to  Dr.  Baker. 
SPEAKER  KOONCE:  Dr.  Sams,  that  will  be  for- 
warded as  coming  from  the  Executive  Council;  but  if 
you  want  it  also  to  come  from  the  House  of  Delegates, 
the  motion  is  on  the  floor.  Is  there  a  second? 
(The  motion  was  seconded.! 

Any  discussion?  All  those  in  favor  let  it  be  known 
by  saying  "aye":  opposed  "no."  The  "'ayes"  have  it 
and  such  action  will  be  taken. 

PRESIDENT  PASCHAL:  This  resolution  is  a  resolu- 
tion drawn  by  a  committee  composed  of  Dr.  John  S. 
Rhodes,  Dr.  John  Glasson,  and  Dr.  Charles  W.  Styron, 
and  they  were  instructed  by  the  Executive  Council 
to  prepare  this  resolution  to  be  submitted  here  today. 
It's  a  resolution  honoring  Lenox  D.  Baker,  M.D. 

Whereas,  Lenox  D.  Baker,  M.D  has  served  medi- 
cine in  North  Carolina  and  in  the  nation  as  medical 
educator,  orthopedic  surgeon,  administrator,  and  ad- 
visor for  many  years  with  energy,  proficiency,  and 
distinction,  and 

Whereas,  Lenox  D.  Baker,  M.D.  if  held  in  high 
esteem  by  members  of  the  medical  profession  for  his 
distinguished  career,  now  therefore  be  it 

RESOLVED,  That  Lenox  D.  Baker,  M.D.  herewith 
receive  our  heartiest  congratulations  on  the  occa- 
sion in  his  honor  given  by  former  members  of  his 
resident  staff  on  May  2,  1966. 

BE  IT  FURTHER  RESOLVED.  That  Lenox  D. 
Baker,  M.D.  be  accorded  our  best  wishes  for  a  long, 
productive  and  happy  future. 

SPEAKER    KOONCE:     That    resolution    will    be    re- 
ferred to  Reference  Committee  No.  1. 
Next,   Item   B,   Report  of  the   Councilors. 
I  Vice  Speaker  Garrard  assumed  the  Chair. ) 
VICE  SPEAKER  GARRARD:   We  start  with  the  re- 
port of  the  Councilors. 
First  District.  Dr.  William  H.  Romm. 
DR.  WILLIAM  H.  ROMM:   No  additional  report. 
VICE  SPEAKER  GARRARD:  These  reports  are  print- 
ed in  the  Compilation,  Pages  16  to  18. 

Is  there  a  motion  that  the  First  District  report  be 
accepted? 

I  Such  a  motion  was  made,  seconded,  put  to  a  vote 
and  carried.  > 

Report  of  the  Second  District,  Dr.  Lynwood  E. 
Williams. 

DR.  LYNWOOD  E.  WILLIAMS:  No  additional  re- 
port. 

•  A  motion  to  accept  the  report  was  made,  seconded, 
put  to  a  vote  and  carried. ) 

VICE  SPEAKER  GARRARD:  Third  District,  Dewey 
H.  Bridger. 

DR.   DEWEY  H.   BRIDGER:    No  further   report. 
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I A  motion  to  accept  the  report  was  made,  seconded, 
put  to  a  vote  and  carried.  > 

VICE  SPEAKER  GARRARD:  Report  of  the  Fourth 
District,   Dr.   Edgar  T.    Beddingiield. 

DR.  EDGAR  T.  BEDDINGFIELD;  No  further  re- 
port, and  I  move  the  report  as  it  appears  in  the 
Compilation  be  accepted. 

I  The  motion  was  seconded,  put  to  a  vote  and  car- 
ried. 1 

VICE  SPEAKER  GARRARD:  Fifth  District.  Dr.  Sum- 
merhn. 

DR.  HARRY  H.  SUMMERLIN:  No  further  report, 
and  I  move  it  be  accepted  as  set  forth  in  the  Com- 
pilation. 

I  The  motion  was  seconded,  put  to  a  vote  and  car- 
ried. I 

VICE  SPEAKER  GARRARD:  Sixth  District,  .John 
Glasson. 

DR.  JOHN  GLASSON:  No  additional  report. 

'A  motion  was  made  that  it  be  accepted  as  printed 
was  made,  seconded,  put  to  a  vote  and  carried.! 

VICE  SPEAKER  GARRARD:  Seventh  District,  Dr. 
David  Welton. 

DR.   DAVID  G.   WELTON:    No  additional  report. 
A    motion   to   accept   the   report    as   printed   in   the 
Compilation  was  made,   seconded,   put  to  a  vote  and 
carried,  i 

VICE  SPEAKER  GARRARD:  Eighth  District,  Dr. 
hhaffner. 

DR.  LOUIS  SHAFFNER:   No  additional  report. 

I A  motion  to  accept  the  report  as  printed  in  the 
Compilation  was  made,  seconded,  put  to  vote  and  car- 
ried, t 

VICE  SPEAKER  GARRARD:  Ninth  District,  Dr.  T. 
Lynch  Murphy. 

DR.  T.  LYNCH  MURPHY:   No  additional  report. 

'A  motion  to  accept  the  report  as  printed  in  the  Com- 
pilation was  made,  seconded,  put  to  a  vote  and  carried.) 

VICE  SPEAKER  GARRARD:  Tenth  District,  James 
S.  Raper. 

DR.  JAMES  S.  RAPER:   No  additional  report. 

I A  motion  to  accept  the  report  as  printed  in  the 
Compilation  was  made,  seconded,  put  to  a  vote  and 
carried. ) 

We  come  now  to  the  report  of  the  delegates  to  the 
American  Medical  Association. 

Dr.  Ellas  Faison  could  not  be  present. 

Dr.    Amos   Johnson,    do   you   have   any   report? 

DR.  AMOS  JOHNSON:  There  is  no  additional  report. 

VICE  SPEAKER  GARRARD:  This  is  printed  in  the 
Compilation,  Pages  46  to  53. 

Dr.  John  R.  Kernodle'? 

DR.  JOHN  R.  KERNODLE:  No  additional  report. 

VICE  SPEAKER  GARRARD:  The  report  is  printed  for 
your  information. 

I  Dr.  Koonce  resumed  the  Chair  as  Speaker,  i 

SPEAKER  KOONCE:  Now  a  report  of  related  or- 
ganizations. You  have  those  in  your  Compilation,  and 
we  would  call  for  additional  reports. 

North  Carolina  Board  of  Medical  Examiners,  J.  J. 
Combs.  Do  I  hear  a  motion  it  be  approved  as  writ- 
ten? 


I  Such  a  motion  was  made  and  seconded,  put  to  a 
vote,  and  carried,  i 

Hospital  Saving  Association,  any  further  report? 
If  not,  do  I  hear  a  motion  that  it  be  approved  as 
written? 

,  I  Such   a  motion   was  made,  seconded   ,put  to  a  vote 
and  carried,  i 

Hospital  Care  Association,  no  additional  report.  Do  I 
hear   a   motion    to   approve? 

I  Such  a  motion  was  made,  seconded,  put  to  a  vote 
and  carried.  > 

Medical  Care  Commission?   No  further  report. 

I A  motion  to  approve  the  report  as  written  was 
made,  seconded,  put  to  a  vote  and  carried. ) 

American  Medical  Education  Research  Foundation, 
Dr.    Underwood.    Any    further    report? 

DR    HARRY  B.  UNDERWOOD:   No  further  report. 

I A  motion  to  approve  the  report  as  set  forth  in 
the  Compilation  was  made,  seconded,  put  to  a  vote  and 
carried.  > 

Report  of  the  Committee  on  Constitution  and  By- 
Laws,  Dr.  Louis  Shaffner. 

DR.  LOUIS  SHAFFNER:  Mr.  Speaker,  members  of 
the  House  of  Delegates:  You  have  a  copy  of  this  report 
that  you  may  wish  to  follow  as  we  read  it.  There  will 
be  two  additions  which  I  will  read  to  you  when  you  get 
to  that  part. 

Your  Committee  on  Constitntion  and  By-Laws  has 
considered  several  suggested  changes  in  the  Consti- 
tution and  By-Laws  and  herewith  submits  its  comments 
and  recommendations: 

Change  in  the  Constitution,  Item  I:  This  change  was 
proposed  and  presented  to  the  House  of  Delegates 
last  year  and  along  with  the  By-Law  changes  of  last 
year  will  assure  that  only  the  active  physician  mem- 
bers of  component  county  societies  shall  be  the  ac- 
tive members  of  the  State  Society. 

Amend  Article  IV,  Section  2  of  the  Constitution  'page 
2)  by  inserting  between  the  words  "the  members"  the 
word  "active." 

The  Section  will   then   read: 
Active  members  of  this  Society  shall  be  the  active 

members  of  the  component  societies,  and  those  phy- 
sicians who  are  admitted  by  the  Executive  Council 

as  hereinafter  provided. 

Mr.  Speaker,  will  you  discuss  the  vote  on  this 
please? 

SPEAKER  KOONCE:  Gentlemen,  there  is  a  little  par- 
liamentary hitch  up  here. 

According  to  our  Constitution,  all  the  changes  in 
the  Constitution  on  the  second  reading  for  ratifica- 
tion, why  the  component  county  medical  societies  have 
to  be  circularized  sixty  days  prior  to  meeting.  This 
was  not  done.  I  have  checked  into  this,  and  we  cannot 
suspend  the  rules,  which  I  had  hoped  we  could  do, 
because  the  Constitution  should  not  be  written  so  that 
it  can  have  any  suspension  of  it. 

And  the  other  thing  is  that  you  cannot  suspend 
anything  in  ihe  Constitution  which  necessitates  a  cir- 
cularization.  because  it's  protection  for  those  who  are 
absent. 

However,   unless  I  hear  objection.   I   will  rule  from 
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the  Chair  that  your  Compilation,  which  was  sent  to  all 
of  the  component  societies  and  members  will  serve 
as  notice  of  circulation. 

Let  me  explain  this  much  to  you.  This  will  not 
change  a  great  deal.  If  you  will  remember  the  original 
Section  2,  it  read  "active  members  of  this  Society  shall 
be  the  members  other  than  scientific  members." 

Last  year  we  ratified  marking  out  "other  than 
scientific  members."  At  least  year's  meeting,  the 
House  of  Delegates,  the  word  "active"  was  added  before 
"members." 

It  has  been  passed  at  the  first  reading  last  year. 
If  you  will  allow  me  the  privilege  of  my  ruling,  we 
can  act  on  it  today.  If  not,  we  will  have  to  act  on  it 
next  year. 

DR.  HUBERT  POTEAT:  Mr.  Speaker,  I  move  you, 
sir,  that  the  ruling  of  the  Chair  be  affirmed  by  the 
House  of  Delegates. 

I  The  motion  was  seconded  by  several  delegates. ) 

SPEAKER  KOONCE:  Any  discussion?  All  those  in 
favor  let  it  be  known  by  saying  "aye";  opposed  "no." 
Carried. 

DR.  SHAFFNER:  Mr.  Speaker,  I  move,  therefore, 
that  this  change  in  the  Constitution  be  approved  as 
read. 

SPEAKER  KOONCE:  Any  second  to  this  motion? 

I  The  motion  was  seconded.) 

Any  discussion?  Those  in  favor  let  it  be  known  by 
rising.  The  Chair  rules  that  that's  two-thirds. 

DR.  SHAFFNER:  Item  2,  under  changes  in  the 
Constitution,  is  not  on  your  printed  list.  This  was  rec- 
ommended and  discussed  at  the  Council  meeting  yes- 
terday. 

This  recommendation  is  that  the  provisions  for  the 
election  of  the  members  to  the  Board  of  Medical  Exam- 
iners which  is  usually  held  at  the  last  General  Ses- 
sion, but  which  according  to  the  Constitution  as  now 
written  says  the  Second  General  Session— that  these 
changes  be  made  so  that  we  can  carry  on  as  has 
been  done  since  1961,  having  these  elections  at  the 
last   General  Session. 

Therefore,  it  is  recommended  that  we  amend  Article 
IX,  Section  1.  Page  7  of  the  Constitution  by  changing 
the  word  "Second"  in  the  last  sentence  to  "last,"  so 
that  the  last  sentence  will  read  "The  election  shall  be 
held  on  the  last  day  of  the  annual  meeting  .  .  ."  etc. 

Mr.  Speaker,  I  move  that  this  be  accepted  as  hav- 
ing been  presented  before  the  House  of  Delegates, 
and  to  lay  on  the  table  for  a  year  and  to  be  voted 
on  next  year. 

SPEAKER  KOONCE:  This  is  for  the  Board  of  Medical 
Examiners.  The  motion  has  been  made.  Is  there  a 
second  to  this  motion? 

•  The  motion  was  seconded.) 

Any  discussion  of  it?  Those  in  favor  let  it  be  known 
by   saying   "aye":    opposed    "no."    Carried. 

This  same  situation  exists  with  the  Editorial  Board 
of  the  Journal,  but  since  it  has  not  been  referred  to 
the  Reference  Committee,  it  will  have  to  be  referred 
to  the  Committee,  and  the  Committee  will  bring  up  a 
recommendation  at  the  next  meeting  to  be  passed 
next  May  with  ratification  the  following  year. 


So  passed. 

DR.  SHAFFNER:  'We  now  come  to  the  changes  in 
the  By-Laws. 

These  proposed  changes  are  presented  today  but 
must  lay  on  the  table  one  day,  that  is  until  the 
second  meeting  of  the  House  of  Delegates,  May  3rd, 
before  a  final  vote  is  taken,  a  maority  vote  being  re- 
quired for  passage. 

Item  No.  1:  Amend  Chapter  'VI,  Section  5  of  the 
By-Laws  'page  18 1  by  changing  the  words  "Assistant 
Executive  Secretary"  to  "Assistant  Executive  Director." 
This  merely  changes  the  wording  to  make  it  consistent 
with  other  wording  in  the  section  describing  the  duties 
of  the  Executive  Director  and  his  assistant. 

Mr.  Speaker,  I  move  that  this  proposal  be  accepted 
to  lay  upon  the  table  and  be  voted  upon  at  the  next 
meeting  of  the  House  of  Delegates. 
'The  motion  was  seconded.! 

SPEAKER  KOONCE:  Any  discussion?  Those  in  favor 
let  it  be  known  by  saying  "aye":  opposed  "no."  As 
you  know,  motions  on  Constitution  require  two-thirds, 
and  the  By-Laws  only  a  majority.  think  our  mo- 
tion for  the  Board  of  Medical  Examiners,  I  did  not  re- 
quest a  two-thirds  vote,  and  I'm  going  to  accept  that, 
because  in  my  opinion  two-thirds  of  the  delegates 
voted  for  it. 

DR.  SHAFFNER:  Item  No.  2:  The  Secretary  of  the 
Society  and  each  of  the  Councilors  and  Vice-Councilors 
are  elected  for  terms  of  three  years.  Provision  has 
been  made  that  the  Vice-Councilor  shall  succeed  to  the 
office  of  Councilor  should  the  incumbent  Councilor  for 
any  reason  be  removed  from  office.  No  provision  has 
heretofore  been  made  to  fill  any  vacancy  in  the  offices 
of  Secretary  or  of  any  of  the  Vice-Councilors  should 
it  occure  between  meetings  of  the  House  of  Dele- 
gates, nor  more  often  than  every  three  years. 

The  following  three  proposed  changes  would  empower 
the  Executive  Council  to  fill  any  such  vacancies  until 
the  next  meeting  of  the  House  of  Delegates  and  would 
instruct  the  Committee  on  Nominations  to  .submit  to 
that  next  meeting  of  the  House  of  Delegates  names  of 
nominees  to  fill  the  unexpired  terms  of  those  vacant  of- 
fices. 

lai  Amend  Chapter  V,  Section  2  ipage  16 1  by  adding 
to  the  last  sentence  so  that  it  will  read: 

"The  nominations  for  the  ten  i district)  Coun- 
cilors and  ten  '  district  i  Vice-Councilors,  and  the 
Secretary  shall  be  made  each  third  year,  except 
that  nominations  shall  be  made  in  any  year  as  nec- 
essary to  fill  the  unexpired  terms  of  any  such  of- 
fices that  may  become  vacant  since  the  last  meeting 
of  the  House  of  Delegates." 

'bi  Amend  Chapter  VI,  Section  4  ip.  17 1  by  adding 
this  sentence: 

"In  the  case  of  death  or  removal  of  the  Secre- 
tary, the  Executive  Council  shall  appoint  an  Acting 
Secretary  to  serve  until  the  next  meeting  of  the  House 
of  Delegates,  at  which  time  the  House  shall  elect  an 
ehgible  member  to  fill  the  unexpired  portion  of 
the  term  of  Secretary." 

I  CI  Amend  Chapter  VIII,  Section  1.  by  adding  the 
following: 
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"Upon  the  death,  resignation,  or  removal  of  a 
Vice-Councilor,  or  upon  his  succession  to  the  office 
of  Councilor,  the  Executive  Council  shall  appoint 
an  Acting  Vice-Councilor  to  serve  until  the  next 
meeting  of  the  House  of  Delegates,  at  which  time 
the  House  shall  elect  an  eligible  member  to  fill 
the  unexpired  portion  of  the  term  of  the  Vice- 
Councilor.  If  an  acting  Vice-Councilor  succeeds  to 
the  office  of  Councilor  he  shall  serve  in  like  manner 
until  the  next  meeting  of  the  House  of  Delegates." 
Mr.  Speaker,  I  move  that  these  proposals  be  ac- 
cepted to  lay  upon  the  table  and  be  voted  upon  at  the 
next  meeting  '  2nd  meeting— May  3.  1966 )  of  the  House 
of  Delegates. 

SPEAKER  KOONCE:   Is  there  a  second  to  that  mo- 
tion? 
I  The  motion  was  seconded.' 

Do  you  understand  it?  It  includes  those  three  items. 
Any  discussion?  All  those  in  favor  let  it  be  known 
by  saying  "aye";  opposed  "no."  So  be  it. 

DR.    SHAFFNER:    Item   3:    The    Insurance    Industry 
Liaison  Committee  has  been  an  active  working  com- 
mittee of   the   Society  since   1959,   but   it   has   to  date 
had  no  standing  committee  status,  being  appointed  from 
year  to  year  at  the  pleasure  of  the  president.  Because 
of  the  increasing  importance  of  such  a  committee  in 
representing  the  Society  and  its  individual  members  to 
the  various  health  insurance  companies,   it   is  recom- 
mended   that    it    be   given   standing   committee   status 
in  the  By-Laws. 
The   following   changes   are   therefore   recommended: 
I  a  I  Amend   Chapter  X,   Section   2,   by   inserting   the 
following  in  the  list  of  standing  committees: 
"A  Committee  on  Insurance  Industry."   and  further 
ibi  Amend  Chapter  X  by  adding  a  new  section: 
"Section   21:    A    Committee   on    Insurance    Industry, 
appointed  by  the  President,  shall  consist  of  a  chair- 
man and  at   least  fifteen  members  representing  as 
well   as  possible  all   geographic   areas  of  the  State 
and  all  subdivisions  of  medical  practice.  It  shall  be 
the  purpose  and  duty  of  this  committee,  subject  to 
the  authority  of  the  Executive  Council  and  the  House 
of  Delegates,  to  represent  and  act  for  the  Society  in 
all  matters  affecting  the  relationship  of  the  Society 
and  its  membership  with  all  commercial  health  in- 
surance companies.    It   may   organize   itself  into   as 
many  subcommittees  as  necessary  for  its  functions, 
and  one  of  these  shall  be  the  Medical  Section  of  the 
North  Carolina  Insurance  Claims  Review  Service. 

The  actions  of  this  committee  shall  not  usurp 
the  functions  of  other  committees  of  the  Society 
as  herein  provided,  but  upon  request  of  any  such 
committee  and  with  approval  of  the  president,  this 
committee  may  assume  such  overlapping  duties  and 
functions  as  may  involve  the  commercial  health 
insurance  companies.  The  committee  shall  present 
and  promote  to  the  health  insurance  industry  the 
viewpoint  of  medicine  on  matters  involving  the  two 
disciplines  and  shall  effect  a  continuous  liaison  with 
the  industry  in  matters  relating  the  best  interests  of 
the  public. 
Mr.   Speaker.   I   move  this  proposal   be  accepted   to 


lay  upon  the  table  and  be  voted  upon  at  the  next  meet- 
ing 1 2nd  meeting— May  3.  1966  >  of  the  House  of  Dele- 
gates. 

SPEAKER  KOONCE:   Is  there  a  second? 

I  The  motion  was  seconded.' 

DR.  JOHN  R  KERNODLE;  Mr.  Speaker,  on  behalf 
of  our  attorney.  I  would  like  to  include  two  corrections 
to  Section  21,  starting  on  the  third  line  following  be- 
tween "and"  and  "all,"  insert  "as  well  as  possible." 

And  on  the  10th  line,  the  end  of  the  sentence  that 
reads  "The  actions  of  this  committee  shall  not  usurp," 
change  the  word  "usurp"  to  "assume." 

DR.  SHAFFNER:  May  I  read  these  again  and  see  if 
I  have  them  correct? 

"The  Committee  on  Insurance  Industry,  appointed  by 
the  president,  shall  consist  of  a  chairman  and  at 
least  fifteen  members  representing  as  well  as  possible 
all  geographic  areas  of  the  State  and  as  well  as  pos- 
sible all  subdivisions  of  medical  practice." 

And  the  sentence  "The  actions  of  this  committee 
shall  not  assume  the  functions  of  other  committees  of 
the  Society.  ..." 

SPEAKER  KOONCE:   Do  you  accept  that? 

DR.  SHAFFNER:  I  accept  it. 

SPEAKER  KOONCE:  And  the  motion  that  it  be  ap- 
proved as  changed. 

The  seconder  has  a  right  not  to  second  it  if  he 
doesnt'  want  to. 

I  The  seconder  of  the  motion  assented.' 

SPEAKER  KOONCE:  Is  there  any  discussion?  All 
those  in  favor  let  it  be  known  by  saying  "aye":  op- 
posed  "no."  The  "ayes"  have  it. 

DR.  SHAFFNER:  There  is  an  Item  4,  a  change  of 
the  By-Laws  which  was  recommended  or  suggested  by 
the  Executive  Council  at  its  meeting  yesterday,  and 
you  do  not  have  a  copy  of  this. 

It  seems  that  the  name  of  the  Committee  on  Griev- 
ances has  a  connotation  which  might  leave  something 
to  be  desired,  and  it  was  suggested  that  the  Com- 
mittee on  Mediation  would  be  a  better  name  to  de- 
scribe the  function  of  that  committee,  without  the  ad- 
verse connotation. 

Therefore,  it  is  recommended  that  we  amend  the 
By-Laws  so  that  wherever  a  reference  is  made  to 
"Committee  on  Grievances"  it  shall  be  changed  to 
read  "Mediation  Committee." 

DR.  JOHNSON:  To  expedite  this,  yesterday  I  was 
at  a  meeting  of  the  Executive  Committee,  and  I  also 
am,  as  of  now.  tomorrow,  an  immediate  past  Chair- 
man of  the  Grievance  Committee.  This,  along  with 
other  items  of  precedure.  was  presented  to  make 
more  effective  the  carrying  out  of  the  duties  of  this 
committee,  which  I  think  is  most  important  to  our 
State  Medical  Society,  and  I  move  you.  sir,  that  this 
recommendation  be  approved. 

DR.  SHAFFNER:  The  proposal  will  read  as  follows: 
Amend  the  By-Laws  so  that  wherever  a  reference  is 
made  to  Committee  on  Grievances,  it  shall  be  changed 
to  read  Mediation  Committee. 

SPEAKER  KOONCE:  Is  there  a  second  to  this? 

I  The  motion  was  seconded.' 

SPEAKER   KOONCE:    Is  there   anv   discussion?   All 
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those  in  favor  let  it  be  known  by  saying  "aye";  op- 
posed "no."  The  "ayes"  have  it. 

DR.  SHAFFNER:  Your  Constitution  and  By-Laws 
Committee  has  considered  a  recommendation  that  the 
continuous  tenure  of  a  member  of  any  specific  com- 
mittee be  limited  to  a  specified  number  of  years  'for 
example,  6)  so  that  the  work  of  the  Society  may  be 
shared  by  more  members.  While  recognizing  the  merits 
of  this  proposal,  your  committee  also  sees  that  ex- 
perienced, knowledgeable,  and  interested  members 
might  thereby  be  forced  off  a  committee  at  a  time  they 
can  and  are  willing  to  contribute  much.  A  blanket 
limitation  on  tenure  could  be  a  detriment  to  good 
committee  function.  Except  as  specifically  provided 
in  the  By-Laws,  the  president  has  the  prerogative  of  ap- 
pointing committee  members  each  year,  and  it  would 
appear  to  your  committee  that  the  president  should  have 
the  opportunity  to  change  or  retain  committee  members 
as  would  best  serve  the  Society.  We,  therefore,  do  not 
recommend  any  limitation  on  tenure  at  this  time,  but 
would  encourage  comments  from  delegates  and  the 
membership  at  large  for  future  consideration. 

Mr.  Speaker,  this  completes  the  report  of  the 
Constitution  and  By-Laws  Committee,  and  I  thank  you, 
sir. 

SPEAKER  KOONCE:  Dr.  Shaffner,  do  you  make 
a  motion  that  that  report  be  approved  with  its  few 
changes? 

DR.  SHAFFNER:  I  so  move. 

I  The  motion  was  seconded.! 

SPEAKER  KOONCE:  This  motion  is  to  approve  the 
report  as  a  whole,  with  its  slight  changes.  Any  dis- 
cussion? Those  in  favor  let  it  be  known  by  saying 
"aye":  opposed  "no."  So  be  it. 

Next  on  oiu-  agenda  is  Item  E,  Report  of  Commis- 
sions, and  I  will  ask  Dr.  Garrard  if  he  will  go  through 
those  and  ask  for  any  further  reports. 

I  Vice  Speaker  Garrard  assumed  the  Chair.) 

VICE  SPEAKER  GARRARD:  Administration  Com- 
mission, Dr.  Benton. 

DR.  WAYNE  J.  BENTON:  No  further  report. 

I A  motion  that  the  report  be  approved  as  printed 
in  the  Compilation  was  made,  seconded,  put  to  a  vote 
and  carried.) 

VICE  SPEAKER  GARRARD:  Advisory  and  Study 
Commission,  Dr.  Howard  Wilson. 

DR.  HOWARD  WILSON:   No  further  report. 

•  A  motion  that  the  report  be  approved  as  printed 
in  the  Compilation  was  made,  seconded,  put  to  a  vote 
and  carried,  i 

VICE  SPEAKER  GARRARD:  Annual  Convention 
Commission,  Dr.  Paul  F.  Maness. 

DR.  PAUL  F.  MANESS:  No  further  report,  and  I 
move  its  acceptance. 

I  The  motion  was  seconded,  put  to  a  vote  and  carried,  i 

VICE  SPEAKER  GARRARD:  Professional  Service 
Commission,  Dr.  Mark  Lindsey. 

DR.  MARK  LINDSEY:   No  further  report. 

I A  motion  that  the  report  be  approved  as  printed  in 
the  Compilation  was  made,  seconded,  put  to  a  vote  and 
carried. ) 


VICE  SPEAKER  GARRARD:  Public  Relations  Com- 
mission, Dr.  David  G.  Welton. 

DR.  DAVID  G.  WELTON:  I  move  the  acceptance 
of  the  report  as  it  appears  in  the  Compilation,  and 
we  will  have  a  subsequent  report  on  Legislation  by 
Dr.  Beddingfield. 

I  The  motion  was  seconded,  put  to  a  vote  and  car- 
ried. ) 

VICE   SPEAKER   GARRARD:    Public   Service   Com- 
mission,  Dr.   Thomas  G.   Thurston. 
DR.   THOMAS  G.   THURSTON:    No  further  report. 
I A   motion   to   accept   the   report   as   printed   in  the 
Compilation  was  made,   seconded,  put  to  a  vote  and 
carried. ) 
I  Speaker  Koonce  resumed  the  Chair. ) 
SPEAKER  KOONCE:   The  next  report  under  F  is  a 
report  from  the  Committee  on  Nominations  to  be  read 
by  President  Paschal. 

PRESIDENT  PASCHAL:  Mr.  Speaker,  Dr.  John  C. 
Burwell,  of  Greensboro,  was  Chairman  of  this  Com- 
mittee, and  he  transmitted  to  me  under  registered 
mail  the  following: 

First    would  like  to  read  to  you  for  your  information 
and  it  is  self-explanatory,   this  letter  directed  to  Dr. 
George  W.  Paschal,  President  of  the  Medical  Society 
of  North  Carolina: 
Dear  Doctor: 

In  a  separate  envelope  I  am  enclosing  a  list 
of  the  nominees  put  up  by  the  Nominating  Committee 
at  its  meeting  in  Greensboro,  Sunday,  April  27,  1966: 
though  there  was  of  course  considerable  discussion 
the  candidates  listed  were  each  a  unanimous  choice 
by  the  committee  present. 

Due  to  the  increasing  inroads  of  the  Federal  Gov- 
ernment in  interfering  with  the  practice  of  medi- 
cine, it  was  felt  that  some  changes  might  prove 
advantageous  to  the  Society.  In  particular,  there 
was  a  strong  feeling  that  the  First  Vice  President 
would  be  more  readily  available  for  consultation  and 
aid  to  the  President,  if  he  was  selected  from  the 
same  geographic  area.  After  considerable  discussion 
with  our  incoming  President,  this  departure  from 
previous  custom  was  agreed  upon,  and  selection  was 
made  accordingly. 

I  trust  that  in  your  reading  of  the  nominations,  you 
will  make  this  explanation. 
I  submit  that  as  information,  Mr.  Speaker. 
I  hold  here  the  sealed  envelope  which  came  with 
this. 

SPEAKER  KOONCE:  According  to  our  Constitution 
and  By-Laws,  that  is  perfectly  legitimate.  The  ques- 
tion of  having  one  from  the  East  and  one  from  the  West 
has  been  a  custom,  but  it  is  not  absolutely  to  be  done. 
PRESIDENT  PASCHAL:  I  hold  here  a  sealed  enve- 
lope which  contains  the  list  of  the  nominees  submitted 
by  the  Nominating  Committee. 

Their  report  is  as  follows:  The  Nominating  Commit- 
tee of  the  Medical  Society  of  the  State  of  North  Caro- 
lina submits  the  following  slate  as  nominees  for  the 
offices  to  be  filled  at  the  1966  meeting  of  the  Society: 
President-elect— R.  A.  Ross,  Chapel  Hill 
First   Vice   President— Dave   Welton,   Charlotte 
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Second  Vice  President— D.  A.  McLaurin.  Garner 

Speaker  of  the  House— Donald  B.  Koonce.  Wilmington 

Vice  Speal^er  of  the  House— Robert  L.  Garrard, 
Greensboro. 

Two  delegates  to  the  AMA— Donald  B.  Koonce.  Wil- 
mington:   John   R.    Kernodle.    Burlington 

Two  alternates— D.  E.  Ward  for  Dr.  Kernodle:  Ted 
Raiford  for  Dr.  Koonce. 

Respectfully  submitted.  John  Buruell,  M.D..  Chair- 
man,  Nominating   Committee. 

SPEAKER  KOONCE:  Are  there  any  nominations 
from  the  floor? 

I A  motion  was  made  that  nominations  be  closed: 
the  motion  was  seconded.! 

SPEAKER  KOONCE:  It  has  been  moved  and  seconded 
that  the  nominations  be  closed.  Is  there  any  dis- 
cussion of  this  motion? 

I  will  have  to  ask  George  to  call  for  the  vote,  since 
I'm  on  their  a  couple  of  times,  as  is  the  Vice  Speaker 
of  the  House. 

PRESIDENT  PASCHAL:  All  in  favor  of  accepting 
the  motion  as  was  made,  that  the  slate  of  officers  as 
submitted  be— rather  that  nominations  be  closed,  let 
it  be  known  by  saying  "aye":  opposed  by  a  like  sign. 
Carried. 

Is  there  a  motion  that  this  slate  of  officers  be  elected 
at  this  time? 

I A  motion  was  made  and  seconded  that  the  slate  of 
officers  as  nominated  be  elected.) 

PRESIDENT  PASCHAL:  Moved  and  seconded:  is 
there  discussion?  If  not,  are  you  ready  for  the  question? 
All  those  in  favor  let  it  be  known  by  saying  "aye"; 
opposed  by  like  sign.  The  motion  is  carried  without  dis- 
opposed  by  like  sign.  The  motion  is  carried  without 
dissent. 

The  next  is  the  nominations  from  the  floor  for  the 
election  of  Trustees.  First,  Hospital  Saving  Association, 
Dr.  Howell's  term  expires.  Do  I  hear  nominations  from 
the  floor? 

DR.  JOHN  P.  HARLOE  i  Mecklenburg  County  i:  It  is 
my  pleasure  to  place  in  nomination  the  name  of  Dr. 
Paul  Deaton  of  Statesville. 

He  is  an  outstanding  general  practitioner  in  this 
area.  He  is  aware  of  all  the  problems  in  many  fields 
of  medicine.  His  industry,  his  competence,  intelligence 
and  integrity  is  without  peer. 

I  can  therefore  place  his  name  in  nomination  without 
restriction  and  urge  your  support. 

SPEAKER  KOONCE:  The  nomination  needs  no  sec- 
ond. Are  there  any  other  nominations  from  the  floor? 
Do  I  hear  a  motion  that  nominations  be  closed? 

I  Such  motion  was  made  and  seconded.! 

Those  in  favor  let  it  be  known  by  saying  "aye": 
opposed  "no."  Dr.  Deaton  takes  the  term  of  Dr. 
Howell,  whose  term  expires. 

Now  there  is  another  term  due  to  the  death  of  Dr. 
Klostermyer.  Is  there  a  nomination  from  the  floor? 

DR.  MURPHY:  I  would  like  to  nominate  Dr.  F.  A. 
Blount,  Winston-Salem,  North  Carolina. 

Dr.  Blount  is  a  pediatrician.  Chairman  of  the  Visit- 
Committee   at   the  Medical   School   at   Chapel  Hill.   In 


addition,   he  is  a  part-time  instructor  at   the  Medical 
School  in  Winston-Salem. 

SPEAKER  KOONCE:  Any  further  nominations  from 
the  floor? 

'A  motion  was  made  that  nominations  be  closed, 
which  was  duly  seconded.  > 

SPEAKER  KOONCE:  Any  discussion?  Those  in  favor 
let  it  be  known  by  saying  "aye":  opposed  "no."  So  be 
it. 

Number  2,  the  Hospital  Care  Association,  for  the  ex- 
piration of  the  term  of  Dr.  Brewer. 

DR.  THOMAS  E.  FITZ  i  Catawba  Co.  i:  I  would  like 
to  place  in  nomination  the  name  of  Dr.  Joseph  B. 
Stevens  of  Greensboro.  Dr.  Stevens  is  currently  Presi- 
dent of  the  North  Carolina  Society  of  Internal  Medi- 
cine. He  is  quite  active  both  in  the  practice  and  the 
administrative  aspects  of  medicine,  and  I  think  he 
would  be  highly  qualified,  and  I  would  like  to  nomi- 
nate him  without  reservation. 

SPEAKER  KOONCE:  Any  further  nominations? 

DR.  H.  J.  CARR,  JR.:  I  would  like  to  nominate 
Dr.  J.  S.  Brewer  for  an  additional  term  on  the  Hospital 
Care  Association.  His  qualifications— he  is  a  general 
practitioner  of  many  years,  past  President  of  the 
Medical  Society.  His  ability  is  unlimited.  His  ex- 
perience is  15  years  as  a  Trustee.  His  faithfulness 
and  dedication  is  unquestioned.  His  intellect  and  judg- 
ment unlimited. 

He  has  a  genuine  desire  to  serve  the  physicians  of 
the  North  Carolina  Medical  Society.  I  nominate  Dr. 
Brewer. 

SPEAKER   KOONCE:    Any  further  nominations? 

I A  motion  was  made  and  seconded  that  nominations 
be  closed,  i 

SPEAKER  KOONCE:   Discussion? 
I  Several   seconding   speeches   were   made.' 

SPEAKER  KOONCE:  There  is  a  motion  before  the 
floor  to  close  nominations,  and  therefore  no  further 
nominations  can  be  given  until  that  motion  is  taken  care 
of.  but  there  can  be  discussion. 

I  The  question  was  called.' 

Those  in  favor  of  closing  the  nominations  let  it  be 
known  by  saying  "aye":  those  opposed  "no."  The 
"ayes"  have  it.  and  the  nominations  are  closed,  and  the 
names  of  Dr.  Stevens  and  Dr.  Brewer  are  before  us. 
According  to  our  By-Laws,  where  there  is  more  than 
one  candidate  for  a  position,  it  has  to  be  held  by  writ- 
ten ballot. 

I  would  like  to  appoint  Dr.  George  Johnson,  Dr.  Bill 
Romm,  Dr.  Willard  Goley,  Dr.  John  Harloe,  and  Dr. 
Lynwood  Williams  as  Chairman  of  the  Tellers. 

Medical  Care  Commission,  Dr.  Johnson's  term  ex- 
pires. Do  I  hear  any  nominations? 

DR.  STREET  BREWER:  I  would  like  to  renominate 
Dr.   Harry  L.  Johnson,  Sr. 

SPEAKER  KOONCE:  Are  there  any  other  nomina- 
tions 

I A  motion  was  made  and  seconded  that  nominations 
be  closed.  > 

SPEAKER  KOONCE:  Any  discussion  of  the  mo- 
tion? Anybody  want  to  give  a  speech  for  him? 

A  DELEGATE:  How  long  is  the  term  of  office? 
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SPEAKER  KOONCE:  Four  years.  There  has  been  a 
motion  that  nominations  be  closed,  and  it  has  been 
seconded.  Those  in  favor  let  it  be  l^nown  by  saying 
"aye":  opposed  "no."  So  be  it. 

Next,  is  there  a  motion  to  elect? 

I  Such  motion  was  made  and  seconded,  put  to  a  vote 
and  carried.) 

No.  4  is  the  Retirement  Saving  Plan  Committee,  two 
openings  to  take  the  place  of  Dr.  Paul  W.  Johnson  of 
Winston-Salem,  and  Dr.  Jesse  Caldwell. 

Do  I  hear  any  nominations  from  the  floor  to  fill 
these  terms? 

DR.  KERNODLE:  Mr.  Chairman,  I  would  like  to 
nominate  the  two  men  to  follow  themselves  as  mem- 
bers of  the  Retirement  Saving  Plan  Committee. 

SPEAKER  KOONCE:  You  make  that  in  the  form  of  a 
motion? 

DR.  KERNODLE:   Yes. 

•  The  motion  was  seconded.) 

SPEAKER  KOONCE:  Any  discussion?  The  motion 
has  been  made  that  they  be  elected  to  succeed  them- 
selves, so  we  don't  need  to  close  nominations. 

VICE  SPEAKER  GARRARD:  Next  we  come  to  the 
report  of  the  Mediation  Committee.  You  will  find  that 
in  the  Compilation  reports.  Do  you  have  any  additional 
report  on  grievances  to  make  at  this  time. 

DR.  AMOS  JOHNSON:  No;  there  are  no  additional 
reports.  That  was  taken  care  of  as  a  sub-head  of  the 
recommendation  that  we  alter  the  name. 

VICE  SPEAKER  GARRARD:  The  Committee  on  Ne- 
gotiations, Item  H. 

SPEAKER  KOONCE:  I  was  going  to  stop  here  and 
have  our  caucus,  since  we're  waiting  for  the  votes 
to  be  counted. 

I  am  now  going  to  call  on  Dr.  Beddingfield  to  give 
a  supplementary  report  on  Legislation.  iDr.  Bedding- 
field  gave  a  report,  i 

•  See  report  in  report  of  Executive  Council,  April  30, 
1966. > 

SPEAKER  KOONCE:  I  think  that  should  be  received 
as  information.  You  don't  require  action? 

DR.  BEDDINGFIELD:  No. 

DR.    SHAFFNER:    A    point   of   order   Mr.    Speaker. 

It  was  brought  to  our  attention  that  Dr.  Paul  John- 
son, who  was  elected  a  member  of  the  Retirement  Sav- 
ing Plan  Committee,  is  no  longer  a  member  of  the  State 
Society,  and  therefore  ineligible  for  election  to  this  office. 

SPEAKER  KOONCE:  Thank  you:  that  has  been 
called  to  my  attention,  and  we  will  reopen  the  nomina- 
tions for  that  in  just  a  second. 

I  would  like  to  announce  between  Dr.  Stevens  and 
Dr.  Brewer  for  Hospital  Care  Association:  Dr.  Brewer, 
83;  Dr.  Stevens,  54,  and  Dr.  Brewer  is  reelected. 

Now  Dr.  Caldwell  has  been  elected  to  succeed  him- 
self. Dr.  Johnson  was  elected,  but  no  longer  is  a  mem- 
ber of  the  State  Medical  Society  and  is  not  eligible. 
Therefore,  the  floor  is  open  for  nominations  to  take  the 
expired  term  of  Dr.  Paul  Johnson. 

Do  I  hear  a  nomination  from  the  floor  for  the  Re- 
tirement Saving  Plan  Committee? 

DR.  HUBERT  POTEAT;  Mr.  Speaker,  I  place  in 
nomination  Dr.  John  Robert  Kernodle. 


SPEAKER  KOONCE:  Dr.  Kernodle  has  been  placed 
in  nomination.  Do  I  hear  further  nominations  from  the 
floor? 

•  A  motion  to  close  nominations  was  made  and  sec- 
onded. ) 

Any  discussion?  All  those  in  favor  let  it  be  known 
by  saying  "aye":  opposed  "no."  Do  I  hear  a  motion 
to  elect  Dr.  Kernodle? 

•  Such  motion  was  made,  seconded,  put  to  a  vote  and 
carried.) 

SPEAKER  KOONCE:  It  has  just  been  called  to  my 
attention — one  of  many  mistakes  today— that  we  closed 
the  nominations  on  Dr.  Blount  and  Dr.  Deaton,  but  we 
did  not  call  for  an  election.  I  would  ask  for  a  mo- 
tion that  those  two  be  elected. 

•  Such  a  motion  was  made,  seconded,  put  to  a  vote 
and  carried. ) 

Now,  with  your  permission,  it  would  be  a  good  idea 
if  we  went  on  to  the  organization  of  the  Nominating 
Committee  and  held  the  caucuses  of  the  districts. 

Please  remember  that  no  man  can  succed  himself. 
There  has  been  some  confusion  in  the  past.  In  order 
to  clarify,  the  members  of  the  Nominating  Committee 
from  the  4th,  the  7th,  8th  and  9th  Districts,  are  not 
eligible  for  reelection. 

•  Recess  for  caucus.  • 

SPEAKER  KOONCE:  I  would  like  to  read  these  to 
you  as  soon  as  I  can. 

The  results  of  the  Nominating  Committee: 

First  District,  to  succeed  himself,  Dr   John  Payne. 

Second  District,  Ernest  Furgurson. 

Third  District,  Dr.  John  Nance. 

Fourth  District,  Dr.  John  McCain. 

Fifth  District,  Dr.  Floyd  Knight. 

Sixth  District,  Dr.  J.  Kempton  Jones. 

Seventh  District,  Dr.  John  R.  Ashe. 

Eighth  District,  Dr.  Jack  Lynch. 

Ninth  District,  Dr.  Henry  Cutchin. 

Tenth  District,  Dr.  John  R.  Hoskins,  to  succed  him- 
self. 

Now  we  would  like  you  to  meet  as  soon  as  possible, 
immediately,  behind  the  curtain. 

The  next  item  is  the  report  of  the  Executive  Council, 
submission  of  budget  for  adoption,  and  presentation 
of  it  for  adoption,  by  our  President,  Dr.  Paschal. 

PRESIDENT  PASCHAL:  In  addition  to  the  minutes 
of  the  Executive  Council  meetings,  which  you  have  in 
your  folder,  there  is  additional  information  to  be  sub- 
mitted to  you  on  the  action  of  the  Council  yesterday. 

The  first  of  these  has  to  do  with  the  Headquarters 
Facility  Committee.  The  Committee  recommended  that 
the  Society  acquire  a  tract  of  land  which  is  now  known 
as  the  Mordecai  Property  located  on  Wake  Forest 
Road  in  Raleigh.  An  option  for  the  sale  of  the  prop- 
erty for  $100,000  was  delivered  to  Mr.  Anderson  to  be 
open  until  November  1,  1966.  The  Committee  recom- 
mended the  purchase  of  the  property:  a  motion  made 
by  Dr.  Bridger,  seconded  by  Dr.  Raiford.  was  put  to  a 
vote  and  carried. 

Mr.  Speaker,  I  make  a  motion  that  this  recommend- 
ation be  approved  by  the  House  of  Delegates. 

SPEAKER   KOONCE;    You   have   heard   the   recom- 
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mendation.  The  motion  has  been  made  by  the  Presi- 
dent. Do    hear  a  second  to  the  motion? 

I  The  motion  was  seconded.  < 

Discussion?  Is  the  motion  understood?  No  discussion? 
Those  in  favor  let  it  be  known  by  saying  "aye": 
opposed  "no."  The  "ayes"  have  it. 

PRESIDENT  PASCHAL:  Now  then,  one  additional 
thing  from  the  Executive  Council.  It  has  to  do  with 
a  motion  from  Durham-Orange  County  which  was  sub- 
mitted late  from  Dr.  Jack  Hughes,  the  Chairman  of 
the  Committee  on  Legislation  of  Durham-Orange  Coun- 
ty Medical  Society: 

"That  the  House  of  Delegates  request  the  President 
of  the  State  Medical  Society  to  direct  an  appropriate 
committee  to  make  an  indepth  study  of  the  activities 
of  the  State  Medical  Society  with  regard  to  utiliza- 
tion of  physician  time  and  effort  and  Society  monies. 
This  committee  to  report  at  the  Society's  next  annual 
meeting  making  recommendations  for  revision  or  elim- 
ination, where  possible,  of  those  activities  which  do 
not  constitute  an  efficient  and/or  worthwhile  utiliza- 
tion of  members'  time  and  effort  and  Society's  monies." 

A  motion  approving  this  resolution  was  made  by 
Dr.  Raper,  seconded  by  Dr.  Murphy,  and  passed. 

Mr.  Speaker.  I  move  the  approval  of  this  recommenda- 
tion. 

I  The  motion  was  seconded  by  Dr.  Welton.i 

SPEAKER  KOONCE:  Is  there  any  discussion  of  this 
recommendation? 

DR.  JACK  HUGHES:  A  number  of  members  of  this 
Society,  many  of  whom  are  present,  have  pointed  out 
in  the  past  that  an  enormous  amount  of  physician 
time  and  energy,  as  well  as  out-of-pocket  cash,  is  ex- 
panded in  the  activities  of  the  State  Society,  and  at 
least  in  some  of  these  areas  it  appears— and  I  repeat, 
appears— that  the  results  achieved  are  perhaps  not 
worth  the  cost  in  time  and  energy. 

The  Durham-Orange  County  Medical  Society  studied 
this  matter  in  some  depth  and  felt  that  there  was 
reason  to  study  the  matter  further.  And  so  it  has 
asked  the  Society  to  take  this  action. 

Now  the  Durham-Orange  Society  is  very  anxious  that 
this  action  not  be  construed  as  criticism  of  any  mem- 
bers of  the  Medical  Society,  or  its  officers,  or  Execu- 
tive Headquarters,  or  anyone  else,  but  rather  as  an 
effort  to  determine  if  there  are  changes  that  could 
be  made  to  make  for  a  more  efficient  and  effective 
organization.  Thank  you. 

SPEAKER  KOONCE:  The  Council  understood  that  and 
discussed  it  in  detail. 

Any  further  discussion  of  this  motion? 

I  The  question  was  called.' 

All  those  in  favor  let  it  be  known  by  saying  "aye": 
opposed  "no."  So  be  it. 

PRESIDENT  PASCHAL:  Mr.  Speaker,  at  this  time, 
I  ask  for  the  approval  of  the  minutes  as  submitted 
in  the  Compiliation,  and  also  for  the  insert  which  has 
to  do  with  the  November  21st  meeting  of  196.5. 

Mr.  Speaker,  I  move  that  they  be  approved  by  the 
House  of  Delegates. 

SPEAKER  KOONCE:  You  have  heard  the  motion. 
Do  I  hear  a  second? 


I  The  motion  was  seconded.' 

Any  discussion?  Those  in  favor  let  it  be  known  by 
saying  "aye";  opposed  "no."  The  "ayes"  have  it. 

PRESIDENT  PASCHAL;  Finally.  Mr.  Speaker.  I 
speak  to  the  adoption  of  the  budget  which  was  adopted 
by  the  Executive  Council  at  the  September  26.  1965 
meeting,  and  I  submit  this  at  this  time  and  move 
that  it  be  approved. 

SPEAKER  KOONCE:  Do  I  hear  a  second  to  this 
motion? 

I  The  motion  was  seconded.' 
SPEAKER  KOONCE:  It  has  been  moved  and  seconded 
and  you  all  have  this  in  hand;   is  there  any  discussion 
or  question? 

DR.  BOYETTE  i Duplin);  Item  17,  Rural  Health. 
Consultants'  Salary,  and  Rural  Health  Consultant's 
Travel  Expenses.  I  believe  that  should  be  the  edu- 
cational consultant,  because  this  lady  serves  for  sev- 
eral committees  and  not  merely  Rural  Health. 

In  view  of  the  fact  that  we're  going  to  go  into  what 
committees  do  and  so  on.  we  would  not  like  to  think 
that  all  this  money  is  being  spent  just  for  the  Rural 
Health  Committee. 

PRESIDENT  PASCHAL;  The  Committee  is  aware  of 
this.  However,  this  was  so  inserted  for  purposes  of 
simplification  of  the  budget.  It  recognizes  that  there 
is  some  overlapping  in  other  areas.  But  it  was  thought 
that  this  would  be  the  most  reasonable  place  to  make 
this  insertion. 

SPEAKER  KOONCE;  That  I  think  is  similar  to  over  a 
period  of  years  the  way  the  PubHc  Relations  budget 
has  been  put  together,  because  it's  much  more  simpli- 
fied. Nobody  is  going  to  get  blamed  for  too  much,  I 
don't  think. 

Any  further  discussion?  Is  that  explanation  satis- 
factory to  you? 

DR.  BOYETTE;   I  just  wanted  to  make  it  clear. 

SPEAKER  KOONCE;  The  House  of  Delegates  under- 
stands it  and  I  know  the  Council  does.  All  those  in 
favor  let  it  be  known  by  saying  "aye";  opposed 
"no."  The  "ayes"  have  it. 

PRESIDENT  PASCHAL;  Mr.  Speaker,  that  completes 
my  report. 

SPEAKER  KOONCE;  Next  is  Item  J,  Consideration 
of  nominations — Dr.  Paschal. 

PRESIDENT  PASCHAL;  Mr.  Speaker,  members  of 
the  House;  This  is  submitted  to  you  for  information. 

Sometime  ago  the  President  of  the  Society  was  given 
the  approval  of  the  Council  to  write  letters  to  the 
Board  of  Trustees  of  the  American  Medical  Association 
nominating  a  representative  from  our  Society  to  the 
Council  on  Legislation.  This  was  done,  and  Dr.  Edgar 
Beddingfield's  name  was  submitted. 

We  are  aware  of  his  capacity  in  this  field.  We  feel 
that  he  can  make  a  significant  contribution  to  the 
Council  on  Legislation  of  the  American  Medical  Asso- 
ciation. We  think  it  affords  us  an  opportunity  to  have 
additional   representation   on  the   higher  level. 

While  this  is  submitted  to  you  for  information,  I 
think  it  would  add  strength  to  his  nomination,  which 
has  already  been  written,  if  he  received  endorsement 
from  this  House  of  Delegates. 
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I  move  that  this  action  taken  by  the  President  be 
endorsed  by  the  House  of  Delegates. 

DR.  SAMS:  I  take  great  pleasure  in  seconding  that 
motion.  Dr.  Ed  Beddingfield  is  a  very  wonderful  guy. 

SPEAKER  KOONCE:  Thank  you.  Dr.  Sams.  The 
President  asks  that  the  transcription  of  that  also  be 
sent  to  the  Board  of  Trustees  of  the  AM  A. 

PRESIDENT  PASCHAL:  Yes.  I  include  that  and 
accept  it. 

SPEAKER  KOONCE:  Do  you  accept  that,  Dr.  Sams? 

DR.  SAMS:   Yes. 

SPEAKER  KOONCE:  The  motion  has  been  made 
and  seconded.  Any  discussion?  Those  in  favor  let  it 
be  known  by  saying  "aye":  opposed  "no."  The  "'ayes" 
have  it. 

PRESIDENT  PASCHAL:  Mr.  Speaker,  similarly,  a 
letter  was  written  to  the  Board  of  Trustees  regarding  a 
nominee  for  the  Council  on  Medical  Service  of  the  AMA, 
and  for  this  place  we  submitted  the  name  of  Dr.  John 
Robert  Kernodle,  recognizing  again  his  eminent  quali- 
fication for  participation  on  this  Council. 

I  move  the  endorsement  by  the  House  of  Delegates 
of  the  action  previously  taken,  and  that  this  be  for- 
warded as  well  to  the  AMA. 

I  The  motion  was  seconded  by  Dr.  Amos  Johnson.) 

SPEAKER  KOONCE:  Any  discussion?  That  has  been 
moved  and  seconded.  If  not,  all  those  in  favor  let  it 
be  known  by  saying  "'aye":  opposed  "no."  The  "ayes" 
have  it. 

Item  K  has  been  taken  care  of. 

Item  L,  reports  of  all  committees,  which  was  in  your 
Compiliation.  Is  there  any  discussion,  or  do  I  hear 
a  motion  that  they  be  approved  with  the  additions  that 
have  been  made? 

I  Such  motion  was  made  by  Dr.  Brewer  and  second- 
ed by  many.) 

Any  discussion?  Those  in  favor  let  it  be  known  by 
saying   "aye":    opposed   "no."   The   "ayes"   have  it. 

According  to  our  agenda,  we  are  supposed  to  recess 
now.  We  have  two  other  items  which  we  can  include 
very  easily,   with   your  permission. 

Under  new  business,  item  (a),  for  Honorary  Mem- 
bership, Dr.  V.  Birch  Rambo.  As  you  know,  according 
to  our  Constitution,  an  honorary  member  has  to  be 
passed  by  two-thirds  of  the  voting  members  of  the 
House  of  Delegates  present  at  the  time. 

Mr.  Barnes,  will  you  explain  this  please? 

MR.  BARNES:  Dr.  Rambo  was  nominated  by  the 
Avery  County  Medical  Society  for  his  recognition  as 
an  honorary  member,  and  have  his  biographical 
data. 

SPEAKER  KOONCE:  As  you  know,  under  classifica- 
tion of  membership,  an  honorary  member  can  be  elected 
by  two-thirds  of  the  House  of  Delegates,  which  gives 
him  the  right  to  participate  in  all  functions  of  the 
Medical  Society  without  the  payment  of  dues,  except  the 
right  to  vote  and  hold  office. 

Do  I  hear  a  motion  that  he  be  elected  to  honorary 
membership? 
I  Such  motion  was  made  and  seconded.) 

Is  there  any  discussion?  It  calls  for  a  two-thirds  vote. 


Will  those  in  favor  please  rise?  I  declare  it  two- 
thirds. 

We  have  one  other  item  under  item  M,  and  I  will 
ask  Mr.  Barnes  to  explain  that  to  you. 

MR.  BARNES:  This  is  simply  to  report  the  condition 
of  the  Committee  on  Arrangements  which  the  Executive 
Council  had  authorized,  that  we  have  finalized  a  date 
for  the  1967  Annual  Meeting  of  the  State  Medical  So- 
ciety in  Pinehurst,  with  the  Carolina  Hotel  as  head- 
quarters, the  dates  being  May  20  to  24,  1967. 

The  headquarters  has  also  arranged  a  reservation  at 
Pinehurst  for  1968:  that  is  pending  action  of  the  Com- 
mittee on  Arrangements  as  assigned  it  by  the  Execu- 
tive Council  last  fall,  and  will  be  decided  at  the  Con- 
clave of  Committee  Meetings  in  the  Fall  of  1966  as  to 
1968  place  of  meeting. 

SPEAKER  KOONCE:  That  is  presented  to  you  as 
information.  Is  there  any  other  business  to  come  before 
this  House? 

DR.  SHAFFNER:  I  would  like  to  put  in  nomination  for 
honorary  membership  Dr.  Annie  V.  Scott  of  High  Point, 
North  Carolina. 

It  is  my  understanding  that  Dr.  Scott  has  had  an  in- 
terest in  maintaining  her  membership  in  the  State 
Society,  but  because  she  has  not  been  a  continuous 
member  for  twenty  years,  she  is  not  eligible  for  life 
membership.  But  according  to  her  activities,  I  think 
she  is  certainly  eligible  for  honorary  membership  by 
virtue  of  her  previous  activities. 

She  was  born  in  Guilford  County,  June  28,  1889. 
She  graduated  from  Woman's  College.  University  of 
U.N.C.,  Greensboro,  1914,  and  Woman's  Medical  College 
of  Pennsylvania  in  1918. 

She  has  been  the  recipient  of  many  honors,  and 
has  held  numerous  academic  positions  while  serving 
in  North  China,  Peking,  at  the  Cheeloo  University  Med- 
ical College  and  Hospital  from  1920  through  to  1939. 
She  has  been  associated  with  the  Lying-in  Hospital 
and  Bellevue  Hospital  in  New  York  City,  and  many 
other  institutions  of  like  nature. 

She  is  now  retired  and  living  in  Guilford  County, 
and  with  this  long  service  overseas,  and  recognition 
and  citations  for  her  work,  since  she  has  returned  and 
over  there,  on  behalf  of  the  Council  I  put  her  name 
in   nomination   for   honorary   membership. 

SPEAKER  KOONCE:  Do  I  hear  a  motion  that  this 
nomination  be  approved? 

I  Such  motion  was  made  and  seconded.) 

Any  discussion?  Those  in  favor  please  stand. 

I  declare  two-thirds. 

Any  further  business  to  come  before  the  House  of 
Delegates. 

I  thank  you,  and  if  there  is  a  motion  to  adjourn, 
we  will  adjourn  until  the  second  session  Tuesday  after- 
noon, 2:30,  in  the  same  place. 

I  The  meeting  adjourned  at  5:15  p.m.i 


TUESDAY  AFTERNOON  SESSION 
May  3,   1966 
The  Second  Meeting  of  the  House  of  Delegates  con- 
vened at  2:35  o'clock.  Dr.  Donald  B.  Koonce  presiding 
as  Speaker. 
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PRESIDENT  PASCHAL:  I  now  call  to  order  the  Sec- 
ond Meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  North  Carolina,  and  I  turn  the 
podium  over  to  our  Speaker,  Dr.  Donald  Koonce. 

SPEAKER  KOONCE:  Ladies  and  gentlemen.  I  hope 
this  meeting  will  be  comparatively  short,  but  not  too 
short. 

The  first  thing  on  our  agenda,  unfinished  business, 
is  final  ratification  of  the  By-Laws,  second  reading  of 
any  amendment  introduced  at  the  first  meeting  on  May 
1,  Dr.  Louis  Shaffner. 

DR.  SHAFFNER:  Mr.  Speaker  and  Members:  Before 
I  reread  the  By-Law  changes  and  recommendations, 
might  I  add  an  additional  report  from  the  Committee 
which  was  intimated  last  time  but  not  made  specific. 

If  you  will  remember,  at  the  meeting  on  Sunday,  we 
read  a  recommendation  in  Item  2,  a  change  in  the 
Constitution,  in  which  the  voting  for  the  members  of 
the  Board  of  Medical  Examiners  would  be  on  the  last 
meeting  of  the  General  Sessions  of  the  Annual  Meeting, 
rather  than  the  second;  that  is  to  put  it  in  conformity 
with  general  practice  of  the  last  several  meetings. 

We  would  like  also  to  recommend  as  Item  3  a 
change  in  the  Constitution,  a  similar  type  of  change 
which  would  let  the  election  of  the  members  to  the 
Editorial  Board  of  the  Medical  Journal  also  be  at  the 
last  meeting  of  the  General  Sessions  and  not  specific- 
ally called  the  Second  Meeting. 

Therefore,  we  would  recommend  a  change  to  amend 
Article  IX,  Section  3  of  the  Constitution  by  changing 
the  word  "second"  in  the  first  sentence  to  the  word 
"last,"  so  that  the  first  sentence  will  then  read:  "The 
seven  elected  members  of  the  Editorial  Board  of  North 
Carolina  Medical  Journal  shall  be  elected  at  the  last 
General  Session  of  the  Annual  Meeting,"  and  so  on, 
to  the  end. 

Mr.  Speaker,  I  move  the  acceptance  of  this  recom- 
mended change  in  the  Constitution  to  lay  upon  the 
table  for  a  year  and  to  be  voted  upon  at  the  next  meet- 
ing next  year. 

I  The  motion  was  seconded.' 

SPEAKER  KOONCE:  Any  discussion  of  this?  This  is 
a  simple  procedure,  and  it  is  perfectly  legitimate  to 
bring  it  up  at  this  time,  and  it  will  be  ratified  at  our 
next  meeting.  It  cannot  be  ratified  until  next  May. 

Is  there  any  question  of  this?  If  not — I'm  going  to  ask 
for  a  two-thirds  vote,  although  it  isn"t  necessary.  Those 
in  favor  let  it  be  known  by  rising.  I  declare  that  a 
two-thirds  vote  is  taken,  and  therefore  it  will  be 
brought  up  next  year  for  ratification  along  with  the 
change  of  the  day  of  election  of  the  Board  of  Medical 
Examiners. 

DR.  SHAFFNER:  At  the  meeting  on  Sunday,  we  lay 
upon  the  table  several  changes  in  the  By-Laws  which, 
if  you  have  your  same  copy  from  Sunday,  you  may 
follow  along  and  remind  yourself  of,  if  you  wish. 

Item  1,  a  proposed  change  to  change  the  name  from 
Assistant  Executive  Secretary  to  Assistant  Executive 
Director,  and  this  change  would  be  to  amend  Chapter 
VI,  Section  5  of  the  By-Laws. 

Mr.  Speaker,  I  move  that  this  change  in  the  By- 
Laws  be  adopted. 


I  The  motion  was  seconded,  i 

SPEAKER  KOONCE:  It  has  been  seconded.  Any 
discussion?  If  not,  those  in  favor  let  it  be  known  by 
saying  "aye":   those  opposed  "no."  So  be  it. 

DR.  SHAFFNER:  Item  2  of  the  proposed  changes 
in  the  By-Laws  as  presented  last  time  consists  of 
three  amendments  to  the  By-Laws,  the  purpose  of 
which  is  to  make  provision  so  that  the  Executive  Coun- 
cil can  fill  any  vacancies  in  the  office  of  Vice  Councilor 
or  Secretary,  should  such  vacancies  occur  during  the 
three-year  period,  tenure  of  any  of  these  particular 
offices. 

I  Dr.    Shaffner   then   read   the   proposed   section  i . 

DR.  SHAFFNER:  Mr.  Speaker,  I  move  that  these 
three  proposed  changes  in  the  By-Laws  be  adopted, 

I  The  motion  was  seconded.' 

SPEAKER  KOONCE:  I  hear  that  it  has  been  sec- 
onded. Gentlemen,  you  understand  this.  This  is  a  simple 
thing  which  we  had  not  anticipated  before,  where  there 
would  be  a  Vice-Councilor  who  would  step  up  to  the 
Councilor's  place,  or  a  Vice-Councilor  in  this  one  in- 
stance to  step  up  to  the  Vice  Presidency,  and  there  was 
a  vacancy  in  the  Vice-Councilor  office,  and  in  our  Con- 
stitution and  By-Laws  there  was  no  arrangement  where- 
by that  Vice-Councilor  could  be  replaced. 

Do  you  understand?  Any  discussion  of  it?  It  has 
been  moved  and  seconded.  Any  discussion  at  all?  If 
not,  let  those  in  favor  say  "aye":  this  is  a  change  in 
the  By-Laws  and  does  not  need  a  two-thirds  vote.  All 
those  in  favor  say  "aye":   opposed  "no."  So  be  it. 

DR.  SHAFFNER:  Item  3,  Change  in  the  By-Laws. 
This  has  to  do  with  giving  standing  committee  status 
to  the  Insurance  Committee.  >  Dr.  Shaffner  then  read  the 
proposed  section.  < 

DR.  SHAFFNER:  Mr.  Speaker,  I  move  this  change 
in   the   By-Laws. 

SPEAKER  KOONCE:  Is  there  a  second  to  this  motion? 

I  The  motion  was  seconded.  < 

SPEAKER  KOONCE:  The  motion  has  been  seconded. 
Is  there  any  discussion?  Is  it  understood''  Those  in  favor 
let  it  be  known  by  saying  "aye":  opposed  "no."  So  be 
it. 

DR.  SHAFFNER:  The  final  recommended  change 
which  is  not  on  your  printed  list,  but  which  was  pre- 
sented last  Sunday,  was  the  suggested  change  in  the 
name  of  the  Committee  on  Grievances  to  the  Mediation 
Committee. 

It  is  recommended,  therefore,  to  amend  the  By-Laws 
so  that  wherever  a  reference  is  made  to  Committee  on 
Grievances,  it  shall  be  changed  to  read  "Mediation 
Committee  " 

Mr.  Speaker,  I  move  the  adoption  of  this  change  in 
the  By-Laws. 

I  The  motion  was  seconded.' 

SPEAKER  KOONCE:  Any  discussion?  All  those  in 
favor  let  it  be  known  by  saying  "aye":  opposed  "no." 
So  be  it. 

That's  the  end  of  Dr.  Shaffner's  report. 

Thank  you,  Louis,  for  your  usual  job  very,  very 
well  done. 

The  next  item  under  unfinished  business  is  Item  ibt, 
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Report    of    Committee    to    Review    the    two    messages 
of  the  President,  Dr.  Charles  Styron. 

DR.  STYRON;  Mr.  Speaker,  the  Committee  on  the 
President's  two  messages  has  heard  and  reviewed  these 
messages. 

The  first  is  a  succinct,  inclusive  and  accurate  resume 
of  the  Society's  activities  in  the  past  year.  The  mes- 
sage is  demonstrative  of  the  energetic  administration 
of  our  President,  his  complete  grasp  of  the  many  facets 
of  the  Society's  activities,  and  his  ability  to  deliver 
to  us  a  concise  summary  of  the  long,  active  and  diffi- 
cult year. 

The  second  message  of  the  President  is  a  summa- 
tion of  the  changes  that  have  occurred  in  medicine, 
his  assessment  of  our  future,  and  a  call  to  our  mem- 
bership to  actively  pursue  optimistically  our  responsi- 
bilities in  the  coming  year. 

Mr.  Speaker,  the  Committee  recommends  to  you,  sir. 
and  to  the  House  of  Delegates,  to  accept  these  two 
messages  of  George  W.  Paschal  without  revision,  and 
recommends  that  these  messages  be  recorded  in  the 
archives  of  the  Society  for  future  reference. 

Theodore  Raiford,  Hubert  Poteat,  and  Charles  Styron, 
Chairman. 

SPEAKER  KOONCE:  The  reason  for  the  change  in 
those  two  members  was  that  the  two  members  other 
than  Dr.  Styron  who  were  appointed  on  Monday  could 
not  be  present,  and  the  Speaker  took  the  privilege 
of  appointing  two  other  members.  I  hope  you  under- 
stand that. 

Do  you  make  that  as  a  motion,  sir? 

I  Such  a  motion  was  made.  > 

The  motion  is  made  as  a  member  of  the  House  of 
Delegates,  and  he  has  a  perfect  right  to  make  it.  Is 
there  a  second  to  the  motion? 

I  The  motion  was  seconded.  > 

SPEAKER  KOONCE:  The  motion  has  been  made  and 
seconded.  Any  discussion?  If  not,  those  in  favor  let  it  be 
known  by  saying  "aye":  opposed  "no."  So  be  it. 

The  next  item  >c).  which  is  a  report  of  the  Resolu- 
tions Committee  No.  1,  Dr.  Mark  Lindsey.  With  Dr. 
Lindsey's  permission,  if  you  don't  mind,  I  have  not  had 
a  chance  to  review  their  report,  but  it  looks  as  though 
there  are  several  items  there,  and  I'm  going  to  re- 
quest him,  if  you  don't  mind,  that  we  take  them  up  one 
by  one. 

DR.  MARK  LINDSEY:  Mr.  Speaker,  at  the  outset, 
the  Committee  wishes  to  commend  those  various  pro- 
posers of  their  resolutions.  As  you  know,  an  open  hear- 
ing was  held  yesterday,  and  about  an  hour  and  a  half 
of  discussion  was  undertaken.  This  Committee  met 
this  morning,  and  we  found  there  was  much  overlapping 
and  duplication,  and  tried  in  so  far  as  possible  to  com- 
bine many  of  these  resolutions. 

First,  if  you  will  turn  to  Resolution  No.  12,  North 
Carohna  Medical  Foundation,  I  will  read  the  preamble. 

The  Executive  Council  has  authorized  the  incorpora- 
tion of  the  North  Carolina  Medical  Foundation,  Inc., 
devoted  exclusively  to  educational,  scientific  and  chari- 
table purposes  which  are  exempt  from  taxation  under 
the  U.  S.  Internal  Revenue  Code. 

The  corporation  has  been  organized  and  its  Charter 


and  By-Laws  have  been  submitted  to  the  District  Di- 
rector   of    Internal    Revenue    for    determining    that    it 
meets  the  requirements  of  the  statutory  exemption,  par- 
ticularly for  the   acceptance  of  contributions  and  be- 
quests which  are  tax  deductible.   The  membership  of 
the    Foundation    will    consist    of    the    voting    members 
of   the   Executive   Council   of   the   Society,   which   will 
elect  the  Directors  of  the  Foundation,  who  will  in  turn 
elect  its  officers.   It  will  be  possible  for  the  Founda- 
tion to  construct  a  building,   borrow  money  for  such 
construction,    and   to   lease   part   of   it   to   the   Society 
for  use  by  its  headquarters  staff  and  to  use  the  other 
portions  of  the  building  for  its  educational  and  scienti- 
fic  purposes.   The   House  of   Delegates  will  be   asked 
to  approve  the  implementation  of  the  Foundation  and 
to  consider  the  advisability  of  transferring  some  prop- 
erty or  funds  of  the  Society  to  the  Foundation  for  the 
construction  of  a  building  and  for  use  in  its  activities. 
RESOLVED,    That    the    formation    and    activation 
of  the  North  Carolina  Medical  Foundation,  Inc.,  as 
now  constituted,  and  the  change  of  the  name  of  such 
corporation  to  another  appropriate  name  its  Directors 
may  choose  is  authorized  and  approved. 

That  the  Treasurer  of  the  Society  is  authorized 
and  directed  to  transfer  and  give  it  to  the  North 
Carolina  Medical  Foundation.  Inc.,  securities  or  funds 
in  the  amount  of  $105,000  subject  to  the  approval  of 
the  Finance  Committee  of  the  Society.  Mr.  Speaker, 
I  move  the  adoption  of  this  resolution. 
SPEAKER  KOONCE:  This  motion  is  perfectly  in 
order.  Do  I  hear  a  second  to  the  motion? 
I  The  motion  was  seconded.) 

SPEAKER  KOONCE:  The  motion  has  been  seconded. 
Is  there  any  discussion? 

DR.  JOHN  HAMRICK  i  Cleveland  Co.  i:  I  don't  under- 
stand this  resolution.  This  is  something  that  has  come 
up  fairly  quickly,  and  I  don't  thinks  the  members  of  the 
Society  at  large  have  had  enough  opportunity  to  know 
exactly  what  it  means.  It  may  be  a  really  good  thing, 
and  it  may  be  exactly  what  we  need. 

Our  County  Society,  in  asking  that  the  delegates  not 
be  in  favor  of  this  resolution  unless  we  have  a  little 
more  information  about  it— the  feeling  at  home  is  that 
it  has  been  brought  up  a  httle  too  quickly,  that  we 
should  have  known  a  little  something  beforehand,  so 
that  we  could  have  had  a  little  time  to  understand  it. 

Have  we  got  $105,000  in  past  dues  to  tui'n  over  to 
somebody?  Our  dues  are  pretty  high  as  they  are. 

SPEAKER  KOONCE:  Who  are  you  directing  your 
question  to,  and  what  specifically  do  you  want  to  ask? 
DR.  HAMRICK:  Whoever  can  answer  them.  The  one 
question  I  asked  was  about  this  money  that  we  have 
there  to  turn  over.  Where  do  we  accumulate  that,  and 
how,  and  why  should  we  turn  this  over?  And  what  is 
the  real  purpose  of  this  thing? 

SPEAKER  KOONCE:  You  have  one  specific  question. 
Where  do  these  monies  arise  from. 
Dr.  Benton,  would  like  to  answer  that? 
DR.    BENTON:    I    would    like    to    have    been    fore- 
warned about  this,  and  I  could  have  more  specific  in- 
formation. The  $105,000  represents  an  accumulation  of 
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funds  that  has  accumulated  over  the  last  30  years, 
and  have  been  invested  in  mutual  funds. 

The  reason  these  things  came  up  and  haven't  cut 
the  dues  back— this  organization,  like  any  other  busi- 
ness, cannot  have  a  budget  and  make  it  come  out 
e.xactly  even  on  the  dollar.  It's  going  to  be  a  little 
bit  left  over,  or  a  little  overspent,  and  through  the 
years  that  little  bit  that  was  left  over,  at  the  end  of 
the  year,  has  been  invested  in  mutual  funds,  and  it 
has  gradually  accumulated  so  that  now  we  have  some 
$106,000.  Does  that  answer  that  part? 

SPEAKER  KOONCE:  That's  purely  and  simply  an  in- 
vestors' mutual  that  you  have.  You're  not  talking  about 
a  piece  of  property. 

DR.  BENTON:   No,  sir. 

SPEAKER  KOONCE:  Any  other  questions.  John? 

DR.  HAMRICK:  The  other  question  in  my  mind  is, 
what  is  the  benefit  of  this,  and  how  is  it  going  to 
help  us?  Is  this  the  best  way  we  can  spend  this 
money? 

SPEAKER  KOONCE:  Dr.  Benton,  would  you  like  to 
answer  that? 

DR.  BENTON:  I'm  not  the  policy-making  man.  I  be- 
lieve it  would  be  improper  for  me  to  say.  I  can  tell 
you  where  the  funds  are  and  where  it's  coming  from. 

SPEAKER  KOONCE:  I'd  like  for  John's  information 
to  state  that  this  resolution  went  out  to  the  members 
of  the  House  of  Delegates  on  March  3rd,  and  this  I 
understand  is  in  May.  And  if  there  had  been  protests, 
they  could  have  very  adequately  been  written  to  the 
Executive  Committee,  and  the  Executive  Committee  has 
studied  this  very  carefully,  and  that  was  their  opinion. 

The  point  I'm  trying  to  make  is  not  to  influence 
your  vote,  but  to  state  that  you  have  been  adequately 
circularized  of  this,  and  if  you  are  not  aware  of  it, 
it  isn't  the  fault  of  the  Executive  Council. 

John,  do  you  want  to  say  anything  else? 

DR.  HAMRICK:  Just  one  more  thing.  It  was  not 
received  in  our  County  until  after  the  first  of  April. 
We  got  this  material  about  two  days  before  our  April 
meeting  of  the  County  Medical  Society,  and  it  was  the 
general  feeling  that  we  should  have  been  circularized 
sooner  on  it,  and  I  still  have  that  feeling. 

I  do  not  believe  it  has  been  adequately  circularized. 
I  think  it  should  have  come  up  several  months  ago.  so 
that  we  could  have  had  a  little  open  discussion  on  it. 

Is  there  any  further  discussion  of  this  matter? 

DR.  ELIAS  FAISON:  It's  subject  to  the  approval 
of  the  Finance  Committee  of  the  Society.  I  happen  to 
be  one  man  on  the  Finance  Committee,  and  there 
are  only  three  of  us. 

Suppose  two  men  said  they  didn't  approve  this. 
Couldn't  you  delete  these  words  so  that  we're  acting 
upon  it,  the  House  of  Delegates,  as  a  matter  of  fact 
instructed  by  you  to  approve  it. 

SPEAKER  KOONCE:  In  other  words,  your  request 
to  this  committee  is  that  you  delete  what  words  now? 

DR.  FAISON:  Subject  to  the  approval  of  the  Finance 
Committee." 

SPEAKER  KOONCE:  I  would  have  to  ask  the  Com- 
mittee's pel-mission  to  do  that,  because  the  resolution 
was  submitted  to  you  for  action. 

It  has  been  moved  and  seconded  that  the  resolution 


be  approved,  and  this  could  not  be  done  without  the  ap- 
proval of  the  committee.  In  your  committee  here?  Will 
you  ask  your  committee  if  they  will  accept  that  change? 

DR.  JOHN  McCAIN:  Would  it  be  acceptable  for  it  to 
be  changed  "as  arranged  by  the  Finance  Committee?" 

SPEAKER  KOONCE:  Would  you  ask  your  committee? 

I A  pause  I. 

It's  approved  by  the  committee  that  the  change  be 
made.   Therefore,  it's  perfectly  legitimate. 

Now  the  motion  has  still  been  made  by  Dr.  Lindsey. 
Would  the  seconder  like  to  withdraw  his  second  or  will 
he  still  stand  on  the  second?  Do  I  hear  the  seconder? 

DR.  BEDDINGFIELD:   I'll  second  it. 

DR.  BENTON:  Point  of  order  .The  Constitution  and 
By-Laws  says  that  the  Finance  Committee  will  invest 
all  funds.  I  ask  you  would  that  be  contrary? 

SPEAKER  KOONCE:  I  don't  think  so. 

DR.  BENTON:  It  specifies  that  the  funds  shall  be 
invested  by  the  Executive  Secretary  on  advice  of  the 
Finance  Committee,  and  this  is  investing  in  another 
organization. 

SPEAKER  KOONCE:  I  don't  think  that  would  have 
anything  to  do  with  it.  Dr.  Benton. 

Any  further  discussion?  If  not,  all  those  in  favor  let 
it  be  known  by  saying  "aye":  opposed  "no."  So  be 
it. 

DR.  LINDSEY:  Your  Reference  Committee  finds  that 
many  of  the  resolutions,  especially  numbers  1,  2,  3,  4,  9, 
10,  13  and  14  are  largely  similar  in  intent  and  philos- 
ophy and  might  be  rewritten  as  two  substitute  resolu- 
tions, embodying  the  principle  features  of  the  several 
resolutions. 

The  subject  of  the  first  committee  substitute  resolu- 
tion is  the  clarification  of  policy  regarding  professional 
fees  under  State   Plans  for  Medical  Assistance. 

The  second  substitute  resolution  endeavors  to  combine 
other  philosophy  from  resolutions  numbers  1,  2,  3,  4,  9, 
10,  13  and  14  and  relates  to  compensation  of  physicians 
under  any  tax  supported  government  program. 

It  is  the  sense  of  the  committee  that  the  purposes 
of  the  first  resolution  are  as  follows: 

111  to  state  the  policy  of  the  Society  both  for 
the  benefit  of  our  members  and  for  government  in  re- 
gard to  physicians  accepting  fees  for  professional 
services  under  State  Plans  for  Medical  Assistance,  and 

1 2 1  to  adopt  the  position  that  such  services  should 
be  compensated  for  at  the  level  of  usual  and  customary 
fees  as  are  charged  private  patients  where  third- 
party  sponsorship  is  not  involved. 

Your  Committee  therefore  offered  the  following  com- 
mittee substitute  resolution: 

In  1961,  the  Medical  Society  of  the  State  of  North 
Carolina  established  a  policy  where-in  the  physicians 
of  the  Society  at  that  time  would  not  seek  land  by 
implication  would  not  accept  i  vendor  payments  from 
government  services  rendered  under  the  Kerr-Mills  Act. 
However,  recent  Federal  legislation  iPL  89-97  Title 
XIX,  Section  1902  i  a  i  •  relating  to  State  Medical  Assis- 
tance programs  makes  it  necessary  that  North  Carolina, 
among  other  things,  pay  physicians  for  services  ren- 
dered to  persons  eligible  under  State  Plans  for  Med- 
ical Assistance  by  1970.  or  forego  all  matching  federal 
funds   for   such   programs.    It   is   anticipated   that   the 
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government  of  our  State  might  find  it  advantageous  for 
the  state  to  begin  participation  in  the  new  federal  pro- 
gram prior  to  1970,  possibly  in  1967.  Thus,  the  phy- 
sicians of  the  Medical  Society  of  the  State  of  North 
Carolina  find  it  necessary  to  re-evaluate  the  action 
taken  in  1961  in  order  that  they  might  thereby  coop- 
erate with  the  anticipated  State  implementation  of  the 
new  Federal  legislation. 

The  House   of   Delegates   of   the  American   Medical 
Association  in  June  1965  passed  the  following  resolu- 
tion: 
"It  is  recommended  that  when  the  government  as- 
sumes   financial    responsibility    for    an    individual's 
health  care,  reimbursement  for  professional  services 
should  be  on  the  same  basis  as  in  the  case  of  other 
indispensable    elements    of    health    care.    Therefore, 
reimbursement  for  the  services  of  physicians  parti- 
cipating in  government-supported  programs  should  be 
on  the  basis  of  usual  and  customary  fees." 
THEREFORE  BE  IT  RESOLVED    That  the  Medical 
Society  of  the  State  of  North  Carolina  does  adopt  the 
policy  that  when  any  branch  of  government  assumes 
any  financial  responsibility  for  an  individual's  health 
care,   reimbursement   for  professional   services   should 
be  on  the  same  basis  as  other  indispensable  elements 
of  health  care:   therefore,  reimbur.sement  for  the  ser- 
vices of  physicians  rendering  services  to  presons  eligible 
under  government  supported  programs  should  be  on  the 
basis  of  usual  and  customary  fees:   and  be  it  further 
RESOLVED,  That  this  statement  of  general  policy  be 
also  specifically  applied  in  connection  with  the  North 
Carolina  implementation  of  Title  XIX  of  Public  Law 
89-97  in  whatsoever  fashion  such  may  be  done:  and  be 
it  further 

RESOLVED,  That  the  acceptance  of  such  compensa- 
tion by  physicians  for  services  rendered  under  State 
Medical  Assistance  programs  is  approved. 
Mr.  Speaker,  I  move  the  adoption  of  this  resolution. 
SPEAKER  KOONCE:  Do  I  hear  a  second  to  the  mo- 
tion? 
(The  motion  was  seconded.) 

Do  yo  uall  understand  it?  Is  there  any  question?  Any 
discussion? 
'After  considerable  discussion  the  motion  carried.) 
DR.  LINDSEY:   Substitute  Resolution  No.  2. 
Congress  has  enacted  PL  89-97  which  endeavors  to 
supply  a  fiscal  mechanism  through  which  a  large  meas- 
ure of  the  health  care  needs  of  the  aged  are  met,  irre- 
spective of  need,  and  in  addition  prescribes  a  mechanism 
for  providing  payment  of  physicians'  fees  for  services 
rendered  to  the  indigent  and  medically  indigent. 

The  Medical  Society  and  other  members  of  the  med- 
ical profession  have  been  willing  to  donate  their  services 
to  the  indigent  and  medically  indigent  but  under  the  new- 
Federal  legislation  this  is  no  longer  possible. 

Other  agencies,  governmental  and  nongovernmental, 
have  sponsored  medical  programs  with  which  the  med- 
ical profession  has  cooperated  and  at  less  than  normal 
charge,  or  without  charge. 

Moreover,  the  Medical  Society  has  sponsored  "ser- 
vice type"  insurance  contracts,  making  available  health 
insurance  at  reasonable  rates  to  certain  income  groups, 


and  in  which  the  physicians'  participating  in  such  ser- 
vice programs  agreed  to  accept  as  total  payment  a 
reduced  fee.  Therefore,  fee  schedules  published  by 
such  service  plans  do  not  represent  usual  charges  and 
should  not  be  used  in  determining  customary  fees. 

It  is  recognized  that  with  the  rapid  implementation 
of  a  multitude  of  new  Federal  programs  which  may 
be  applied  widely  but  not  uniformly  throughout  the 
state  <such  as  health  care  available  under  programs  of 
the  Applachia  Act,  Office  of  Economic  Opportunity, 
U.  S.  Department  of  Education,  and  others)  county 
medical  societies  are  being  asked  to  approve  agree- 
ments relating  to  fees  for  physicians'  services  Ln  their 
community.  It  is  believed  that  this  Society  can  offer 
useful  advice  to  the  county  societies  in  such  matters, 
and  offers  its  facilities  and  experience  to  guide  the 
counties  in  their  deliberations  on  such  matters. 

THEREFORE  LET  IT  BE  RESOLVED,  It  is  de- 
clared to  be  the  poUcy  of  Medical  Society  of  the  State  of 
North  Carolina  that  all  members  of  the  medical  profes- 
sion should  be  paid  their  customary  and  reasonable 
fees  for  all  services  they  may  render  under  any  pro- 
gram sponsored  by  the  Federal,  State  and  county  gov- 
ernments, and  that  no  existing  fee  schedules  be  util- 
ized in  determining  usual  and  customary  fees  for  phy- 
sicians'  services:    and  it  is  further 

RESOLVED,  That  all  county  medical  societies  are 
urged  to  seek  the  counsel  of  the  State  Medical  Society 
prior  to  entering  into  any  local  contracts  or  agree- 
ments having  reference  to  professional  charges  with  any 
third  party  sponsorship:  and  it  is  further 

RESOLVED,  That  the  Executive  Council  of  the  Med- 
ical Society  of  the  State  of  North  Carolina  be  empow- 
ered as  it  may  deem  necessary  or  advisable  to  suspend, 
discontinue,  or  modify,  any  or  all  contracts  or  agree- 
ments relating  to  compensation  for  professional  ser- 
vices, which  now  exist  with  governmental  or  nongov- 
ernmental agencies  or  parties. 

Mr.  Speaker,  I  move  the  adoption  of  this  resolution. 

I  The  motion  was  seconded.) 

'After  considerable  discussion  the  motion  passed.) 

SPEAKER  KOONCE:  That,  as  I  understand  it,  is  the 
complete  report  of  Reference  Committee  No.  1. 

Now  we  will  call  for  the  report  of  Reference  Commit- 
tee No.  2,  Dr.  Howard  Wilson. 

DR.  'WILSON:  Mr.  Speaker,  Reference  Committee 
No.  2  wishes  to  make  the  following  report  on  resolu- 
tion numbers  5,  6,  7,  8  and  11. 

Relative  to  Resolutions  5  and  6,  Reference  Commit- 
tee No.  2  recommends  that  statewide  billing  of  annual 
dues  be  continued  for  AMA.  State,  District,  and  County 
Societies  'when  the  county  options  for  collecting  of  its 
dues)  be  listed.  N.  C.  Medpac  and  Ampac  contributions 
are  to  be  listed  below,  eliminating  the  small  print  and 
identifying  the  latter  item  in  large  print  as  "Vol- 
untary and  non-tax  deductible  " 

I  move  the  adoption  of  this  resolution. 

■SPEAKER  KOONCE:  The  Chairman  of  this  Com- 
mittee is  a  member  of  the  House  of  Delegates  and  has 
a  perfect  right  to  make  a  motion.  Is  there  a  second? 

'  The  motion  was  seconded. ) 
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Any  discussion?  All  those  in  favor  let  it  be  known 
by  saying  "aye":  opposed  "no."  So  be  it. 

DR.  WILSON:  As  to  Resolution  No.  7— Reference 
Committee  No.  2  considered  Resolution  No.  7  and  rec- 
ommends that  the  Medical  Society  of  the  State  of  North 
Carolina  go  on  record  as  making  known  to  its  mem- 
bers its  disapproval  of  any  contract  or  other  arrange- 
ment whereby  a  radiologist  merges  his  professional  ser- 
vice charges  and  recommends  separate  billing  of  hos- 
pital and  professional  fees. 

I  move  the  adoption  of  this  recommendation. 

SPEAKER   KOONCE:    Do  I   hear  a   second? 

I  The  motion  was  seconded. ' 

SPEAKER  KOONCE:  It  has  been  seconded  by  several 
Any  discussion?  Those  in  favor  let  it  be  known  by  sav- 
ing "aye":  opposed  "no."  So  be  it. 

DR.  WILSON:  Relative  to  Resolutions  8  and  11— Your 
Reference  Committee  No.  2  recommends  that  resolutions 
8  and  11  be  combined  into  one  resolution  and  further 
recommends  that  the  Medical  Society  endorse  the 
present  health  information  provided  on  the  new  North 
Carolina  Driver's  license  form:  and  finally  recom- 
mends that  our  delegates  to  the  AMA  House  of  Dele- 
gates introduce  a  resolution  at  AMA  House  of  Delegates 
Meeting  in  June  1966  that  this  health  information  be 
recommended  for  extension  to  other  state  driver  license 
systems. 

I  move  the  adoption  of  this  recommendation. 

SPEAKER  KOONCE:  Do  I  hear  a  second? 

I  The  motion  was  seconded.) 

Any  discussion?  All  those  in  favor  let  it  be  known 
by  saying  "aye";   opposed  "no."  So  be  it. 

DR.  WILSON:  Mr.  Speaker.  I  move  the  adoption  ot 
this  report  as  a  whole. 

SPEAKER  KOONCE:  This  is  not  absolutely  necessary, 
but  it  works  out  a  little  bit  better.  Any  second  to 
that? 

•  The  motion  was  seconded.' 

Those  in  favor  let  it  be  known  by  saying  "aye"; 
opposed  "no."  So  be  it. 

DR.  WILSON:  Mr.  Speaker,  I  wish  to  thank  my 
committee,  consisting  of  Hubert  M.  Poteat  and  W,  Otis 
Duck,  and  to  thank  all  the  members  of  the  State  So- 
ciety who  appeared  before  our  Reference  Committee. 
Thank  you. 

SPEAKER  KOONCE:  For  the  clarification  of  our 
records,  I'm  sure  I  assigned  this  to  a  reference  com- 
mittee, but  the  resolution  with  regard  to  Dr.  Lenox 
Baker  is  not  being  reported,  and  do  I  hear  a  motion 
that  it  be  approved? 

I  Such  a  motion  was  made  and  seconded.! 

Any  question?  Those  in  favor  let  it  be  known  by 
saying  "aye":  opposed  "no." 

PRESIDENT  PASCHAL:  Mr.  Speaker,  it  has  been 
suggested  that  I  bring  you  a  communication  from  Mr. 
Leo  Brown,  the  assistant  to  the  Executive  'Vice  Presi- 
dent of  the  American  Medical  Association,  which  I 
think  would  be  of  interest  to  you,  and  to  our  members 
of  the  House  of  Delegates.  Mr.  Brown  writes:  This  is 
directed  to  Dr.  M.  D.  Hill  from  Raleigh,  and  he 
writes: 

Dr.  Blasingame  has  asked  me  to  handle  your  request 


for    information    on    the    changes    in    the    House    of 
Delegates  Committee  structure  which  were  adopted 
by  the  AMA  House  of  Delegates  in  Philadelphia  as 
an  outgrowth  of  the  recommendations  of  the  Gunder- 
son  Committee.  Attached  is  a  copy  of  the  Reference 
Committee    report    which    deals    with    this    subject, 
along  with  a  copy  of  the  report  to  assist  you  in  the 
review  of  the  overall  recommendation. 
The  only  major  change  was  in  the  Reference  Com- 
mittee of  the  House  of  Delegates.  Instead  of  having  15 
reference  committees,  this  has  been  changed  to  call 
for  three  committees  by  name:   Rules  and  Order  of 
Business,  Credentials,  and  Amendments  to  Constitu- 
tion and  By-Laws.  All  other  committees  will  be  by 
letter  only,  and  an  adequate  number  will  be  appoint- 
ed to  equalize  the  workload  as  much  as  possible  in 
each  of  these  committees. 
As  in  the  past,   every  effort   will   be   made   to  group 
the  resolutions  and  reports  in  such  a  manner  as  to 
refer  them  by  subject  to  one  committee. 
This  is  submitted  for  your  information. 
SPEAKER  KOONCE:  There  is  no  action  necessary  on 
that.  One  other  thing  in  the  House  of  Delegates  is  the 
question    of    apportionment    of   delegates    because    the 
House  of  Delegates  there  is  getting  a  little  bit  too  large 
and   it  will  be  changed  a  little  bit,   but  not   remark- 
ably, and  this  is  just  information. 
Is  there  any  new  business?  Is  there  any  old  business? 
Could    I    make   just    one   remark   before   we   close? 
I  think  you  have  found  in  this  afternoon's  discussion 
that  our  reference  committees  which  we  have  had  for 
a    good    many    years    are    invaluable.    Open    hearings 
which  had  not  been  held  too  often,  once  or  twice,  and 
were  not  too  well  organized— maybe  we  were  a  little 
lax,    and   I   accept   full   responsibility   for   that    in   not 
organizing  them  better. 

This  is  more  or  less  of  a  rather  last  minute  thought 
on  my  part.  This  is  based  more  or  less  on  the  man- 
ner in  which  they  have  handled  these  things,  but  I 
think  you  can  see  the  value,  and  I  think  if  you  people 
in  the  future— I  can  promise  you  next  year  that  there 
will  be  reference  committees,  and  as  we  go  along  there 
will  be  more  resolutions.  More  business  of  the  State 
Medical  Society  should  be  handled  by  resolutions.  Too 
many  actions  on  the  floor  will  just  delay  things  and 
cause  confusion.  These  resolutions  are  invaluable.  Your 
resolutions  should  be  in  before  60  days,  or  they  should 
be  sent  to  the  Executive  Committee,  or  brought  to  the 
floor  with  a  request  for  a  two-thirds  vote  allowing  them 
to  be  presented. 

I  can  assure  you  that  next  year — I  can't  assure  you 
any  further  than  that— there  will  be  reference  com- 
mittees, that  public  hearings  will  be  held,  and  I  would 
like  to  request  that  those  of  you  who  do  present  resolu- 
tions from  different  counties  send  some  representa- 
tive to  present  that  resolution,  and  that  they  have  a 
representative  present  at  the  open  hearings. 

Anybody  else  interested  in  those  appear  before  the 
open  hearings,  so  that  the  committee,  when  they  are  go- 
ing into  their  private,  closed  conference  will  be  knowl- 
edgeable about  the  things  that  they're  dealing  with. 
I  think  we  have  accomplished  a  great  deal  today, 
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and  I  now  hold  the  floor  open   to   a  motion  for  ad- 
journment. 

DR.   POTEAT:    I  move  you,   sir,  that  the  House  of 
Delegates  give  the  Speaker  a  rising  vote  of  confidence 
and  thanks  for  the  expedient  manner  in  which  he  has 
dispatched  the  business. 
I  The  delegates  rose  and  applauded.) 
I  The  meeting  adjourned  at  3:45  o'clock.* 


BANQUET  SESSION 

The  President's  Dinner  held  on  Tuesday  evening, 
May  3,  1966,  in  the  Asheville  City  Auditorium,  Ashe- 
ville.  North  Carolina,  convened  at  7:30  p.m..  Dr.  Robert 
A.  Ross,  Toastmaster. 

(Following  the  presentation  of  the  President's  Jewel, 
and  installation  of  President-Elect  Frank  W.  Jones, 
Dr.  Jones  read  a  prepared  manuscript. ) 

I  Recognition  of  the  Fifty-Year  Club  and  presentation 
of  Fifty-Year  Club  Pins  and  Certificates,  i 

TOASTMASTER  ROSS:  I  think  that  all  of  us  here  are 
fortunate,  particularly  you  younger  people,  because 
you're  living  history.  You  are  in  the  presence  of  history 
at  this  time. 

I  think  all  of  us  on  the  occasion  of  the  Mercui-y 
flight  heard  a  man  speak  with  certainty,  reassurance, 
and  with  knowledge  about  what  was  going  on.  I  know 
that  none  of  us  can  ever  forget  that.  And  this  man 
is  with  us  tonight,  and  we  are  fortunate  in  having  him 
here  to  talk  with  us. 

This  is  Colonel  John  Powers,  and  when  Colonel  Pow- 
ers went  into  the  Second  World  War  as  a  combat  pilot 
he  flew  missions  in  the  Orient  .missions  in  the  Pacific. 
He  was  with  Patton's  Army,  and  you  name  it,  and  he 
has  done  it.  He  was  in  the  Airlift  in  Berlin  in  the  crit- 
ical time  when  that  place  was  uppermost  in  the  minds 
of  all  of  us. 

So  I  would  say  that  we  have  living  history  with  us 
tonight,  and  we're  delighted  to  have  Colonel  Powers 
with  us.  He  has  received  all  of  the  citations  that  the 
Air  Force  can  give,  and  they  recognize  him  for  what 
he  is,  a  superb  flying  man. 

You  have  seen  him  more  recently  when,  with  all  the 
confidence,  he  was  describing  the  flight  of  the  astron- 
naut,  when  he  had  the  tornado,  and  you've  heard 
him  talk  about  the  forward  look  and  the  forward 
power. 

Anyway,  without  being  facetious,  and  with  the  grati- 
tude of  all  of  us  here,  and  congratulating  Dr.  Paschal 
for  having  been  able  to  get  such  an  outstanding  citizen 
and  soldier  to  be  with  us  tonight— and  Dr.  Paschal  cer- 
tainly is  to  be  congratulated  in  having  Colonel  Powers 
talk  with  us  now.  We  feel  close  to  him  because  as  a 
matter  of  fact,  he  comes  from  North  Carolina,  and 
I'm  sure  he  enjoys  this  confidence,  and  we  are  especial- 
ly grateful. 

So  we  will  now  hear  from  one  of  the  people  who  has 
helped  make  history  in  the  United  States,  i Applause' 

I  Colonel  John  Powers  addressed  the  group  regarding 
the  U.  S.  space  program.'  i Applause' 

I  The  meeting  adjourned  at  10:10.' 


FIRST  GENERAL  SESSION 
Monday.  May  2.  1966 

The  First  General  Session  of  the  One  Hundred  Twelfth 
Annual  Session  of  the  Medical  Society  of  the  State  of 
North  Carolina,  held  in  the  Asheville  City  Auditorium, 
Asheville,  North  Carolina,  convened  at  9:15  a.m.,  Dr. 
George  W.  Paschal.  President  of  the  Society,  presiding. 

PRESIDENT  PASCHAL:  The  First  General  Session 
of  the  112th  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  North  Carolina  will  now  come  to  order. 

It  is  with  a  great  deal  of  pleasure  that  I  intro- 
duce to  you  this  morning  our  first  speaker. 

I  have  had  the  pleasure  of  knowing  him  for  several 
years.  I  first  saw  him  and  found  out  something  about 
his  work  at  a  National  Conference  in  Chicago  that  had 
to  do  with  disaster  medical  care  that  was  sponsored 
by  the  American  Medical  Association.  He's  been  ex- 
tremely active  in  emergency  medical  care  over  the 
years,  and  he  brings  to  us  the  vast  amount  of  informa- 
tion in  that  regard. 

He  is  a  native  of  New  Jersey.  He  was  educated  at 
Yale.  He  is  a  contemporary  of  a  number  of  other  dis- 
tinguished Yale  graduates,  including  mayors  of  cities, 
and  important  representatives  of  government. 

He  had  his  medical  education  at  the  University  of 
■Virginia.  He  spent  a  good  bit  of  time  in  Eastern  North 
Carolina.  I  think  this  is  his  first  trip  to  the  Western 
part  of  our  State. 

Currently,  he  is  the  Surgical  Director  of  the  Veterans 
Hospital.  Veterans  Administration  Hospital  in  Pitts- 
burgh. His  name  is  Dr.  Francis  Jackson,  and  we're 
happy  to  have  him  here. 

I  Applause ' 

(Dr.  Francis  C.  Jackson  presented  an  address  "Re- 
vised Concepts  in  Emergency  Medical  Care"  which 
will  appear  in  the  N.  C.  Medical  Journal. ' 

PRESIDENT  PASCHAL:  On  behalf  of  the  Society.  I 
would  like  to  thank  Dr.  Jackson  for  spending  time 
from  his  busy  and  strenuous  schedule  to  come  here 
and  speak  to  us. 

In  addition  to  welcoming  other  guests  who  have 
arrived.  I  would  like  particularly  to  direct  a  word  of 
welcome  to  the  members  of  the  Students  of  the  Amer- 
ican Medical  Association.  We  are  pleased  to  have  those 
of  you  that  are  here  with  us. 

We  will  introduce  our  next  speaker  .who  has  a  most 
interesting  background.  He  was  born  in  Iowa.  He  went 
out.  however,  for  his  early  education  down  to  West- 
minster College  in  Fulton.  Missouri,  where  he  grad- 
uated cum  laude.  He  set  the  pattern  at  that  time  for 
a  series  of  distinguished  accomplishments  which  were 
to  follow. 

At  Northwestern  University,  he  was  engaged  in 
neui'ophysiology  of  research  problems  and  acquired  an 
M.A.  At  the  same  institution,  he  received  a  Ph.D.  with 
his  principal  research  still  being  in  neurophysiology.  He 
graduated  in  medicine  and  was  an  instructor  in  ana- 
tomy, which  formed  a  basis  for  further  accomplish- 
ments. 

He  had  his  surgical  training  at  Jolins  Hopkins,  and  at 
Miami,    where   he   was   chief   resident   in   surgery    at 
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the  University  of  Miami  Scliool  of  Medicine.  Later  he 
was  a  resident  in  thoracic  surgery  at  the  Veterans 
Administration  Research  Hospital  in  Chicago,  and  he 
became  a  Markell  Scholar,  which  in  itself  is  of  great 
significance. 

He  was  an  instructor  in  surgerx^  at  Northwestern 
University,  and  through  a  series  of  progressions  finally 
became  Assistant  Professor  of  Surgery  at  Northwestern. 

The  University  of  Colorado  then  lured  him  away,  and 
he  went  to  Denver  as  an  Assistant  Professor,  and  there, 
after  an  appropriate  time,  he  became  Professor  of  Sur- 
gery at  the  University  of  Colorado  Medical  School. 

He  is  certified  by  the  American  Board  of  Surgery 
and  the  American  Board  of  Thoracic  Surgery.  He  is 
a  recipient  of  several  outstanding  awards.  He  is  on  the 
Editorial  Board  of  Transplantation.  He  belongs.  I  as- 
sure you,  to  all  of  the  appropriate  organizations  and  so- 
cieties. He  is  a  distinguished  member  of  our  profession, 
and  he  is  going  to  talk  to  us  this  morning  on  "The  Pres- 
ent Status  of  Clinical  Homotransplantation."  His  name 
is  Thomas  E.  Starzl,  now  of  Denver.  Colorado. 

I  Dr.  Thomas  E.  Starzl  presented  a  slide-illustrated 
lecture.  > 

I  Applause' 

PRESIDENT  PASCHAL:  Thank  you  very  much.  Dr. 
Starzl.  I'm  sure  that  we  are  happy  to  have  this  en- 
lightened statement  about  this  important  problem. 

I  would  like  to  take  this  opportunity  to  make  an  an- 
nouncement. 

We  are  happy  indeed  to  have  with  us  today  our  next 
speaker.  Sometime  recently,  I  was  in  Chicago  for  a 
meeting,  and  our  speaker  was  introduced.  The  introducer 
took  about  15  to  20  minutes  to  tell  of  his  broad  accom- 
plishments, broad  and  extensive  accomplishments.  Our 
speaker  was  going  to  speak  only  ten  minutes. 

I  am  not  going  to  belabor  the  point  and  tell  you  all  his 
accomplishments.  All  of  you  know  about  the  President 
of  the  American  Medical  Association.  It  gives  me  great 
pleasure  to  introduce  to  you  our  President.  Dr.  James 
Z.  Appel. 

I  The  audience  rose  and  applauded.' 

I  Dr.  Appel's  address  concerning  the  AMA  role  in 
Medicare  is  tendered  to  the  North  Carolina  Medical 
Journal,  i 

I  The  audience  rose  and  applauded,  i 

PRESIDENT  PASCHAL:  I'm  sure  wo  feel  that  we 
have  been  issued  a  challenge.  I  think  that  we  in  North 
Carolina,  and  those  of  us  in  the  Medical  Society  of  the 
State  of  North  Carolina,  accept  this  challenge,  and 
that  we're  going  to  try  to  provide  leadership,  expanded 
leadership,  in  working  with  our  Governmental  agencies 
in  trying  to  guide  and  to  provide  guidelines  for  the 
rendering  of  the  service,  and  cai'e  which  only  the  med- 
ical profession  and  the  allied  fields  can  provide. 

On  behalf  of  the  Society.  I  express  my  gratitude  to 
our  President  of  the  .American  Medical  Association  for 
being  here  with  us  and  bringing  to  us  this  significant 
message. 

Thank  you  very  much.  Dr.  Appel. 

Our  next  speaker  is  and  has  been  since  the  first  of 
January  the  Acting  Health  Director  succeeding  Dr.  Nor- 
ton, who  resigned. 


Jake  Koomen  is  a  native  of  Bristol.  New  York,  and 
graduated  from  the  University  of  Rochester  School  of 
Medicine. 

In  1954,  he  was  assigned  to  the  North  Carolina  State 
Board  of  Health  by  the  Epidemic  Intelligence  Service 
of  the  U.  S.  Public  Health  Service,  and  he  became 
.Assistant  Director  of  Epidemiology  for  the  State  Board 
of  Health. 

In  1957.  Dr.  Koomen  received  his  Master  of  Public 
Health  Degree  from  the  University  of  North  Carolina 
School  of  Public  Health  at  Chapel  Hill. 

For  a  four-year  period  beginning  in  1961.  Dr.  Koomen 
served  as  the  Assistant  State  Health  Director. 

He  has  been  the  recipient  of  the  Reynolds  Award 
given  by  the  North  Carolina  Public  Health  Association 
for  outstanding  contributions  in  public  health  in  North 
Carolina.  He  holds  membership  in  a  number  of  organi- 
zations other  than  our  own  that  relate  particularly 
to  his  field  of  endeavor.  He  has  been  the  author  and 
co-author  of  a  number  of  articles  and  publications  in 
the  field  of  epidemiology.  He  holds  the  rank  of  Senior 
Surgeon  in  the  U.  S.  Public  Health  Service.  He  is  cur- 
rently a  visiting  professor  at  the  University  of  North 
Carolina  School  of  Public  Health. 

He  and  Mrs.  Koomen  have  four  children,  and  they 
live  in  Raleigh,  and  we're  happy  that  they  are  in  our 
community.  He  is  an  Elder  of  the  White  Memorial  Pres- 
byterian Church,  and  it  is  with  great  pleasure  that  I 
introduce  to  you  Dr.  Jacob  Koomen.  our  Acting  Director 
of  the  State  Health  Department:  Dr.  Koomen. 

DR.  JACOB  KOOMEN:  Dr.  Paschal,  ladies  and  gentle- 
men: I  should  like  to  talk  to  you  this  morning  about  the 
North  Carolina  State  Board  of  Health  role  in  Medicare. 
You  have  had  an  eloquent  exposition  by  Dr.  Appel 
of  his  views  and  our  views  about  this  legislation. 

My  background  is  in  epidemiology,  and  I  tend  there- 
fore to  look  at  this  legislation  and  our  role  in  it  along 
these  lines:  namely,  the  matter  of  time  and  place  and 
person. 

You  have  had  a  fine  discussion  of  how  things  got  to 
be.  and  wish  now  to  amplify  upon  certain  facets  of  this 
as  they  relate  to  our  work. 

We  have  of  course,  as  has  already  been  pointed 
out.  to  do  the  impossible,  and  this  will  only  be  an  end — 
successful  results — for  the  physicians  in  the  state  and 
the  remainder  in  the  nation,  many  unfortunately  in 
areas  by  no  means  so  far  advanced  as  this  one.  Any 
facet  of  health  one  wishes  to  explore  in  North  Carolina, 
one  can  make  a  case  ordinarily  without  exception  for 
why  we  lead  in  one  field  or  another. 

First,  the  State  Board  of  Health  will  have  the  func- 
tion of  certifying  institutions  for  a  deadline  preciously 
close,  as  already  pointed  out.  So  far  as  the  hospitals  are 
concerned,  this  is  to  be  July  1st.  This  is  also  true  of 
Home  Care  Programs,  and  only  another  deadline  sLx 
months  hence  for  extended  care  facilities,  which  in  this 
State  we  believe,  as  elsewhere,  will  largely  be  nursing 
homes  or  rehabilitation  centers. 

A  second  function  will  be  to  provide  consultation  to 
all  who  wish  it.  How  they  might  come  into  this  system 
of  participation,  what  will  be  required  of  them  in  the 
way  of  paper  work,  in  the  way  of  suppoi-t.  in  the  way 
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of  management.  And  finally  to  aid  in  the  coordination  of 
programs  between  these. 

In  North  Carolina,  we  have  176  licensed  hospitals,  that 
is,  licensed  by  Medical  Care  Commission,  hospitals  oth- 
er than  those  that  are  Federal.  Of  this  number  106 
are  already  approved  by  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.  These  are  then  some  84  per 
cent  of  the  general  hospital  beds  in  the  State,  ap- 
proximately 65  per  cent  of  the  hospitals,  about  64  per 
cent  of  the  general  hospital  beds  in  North  Carolina. 

There  are,  of  the  group  that  I  told  you  about.  144 
general  hospitals,  three  private  psychiatric  hospitals, 
and  four  tuberculosis  hospitals,  the  latter  all  approved 
by  the  Joint  Commission  on  Accreditation  of  Hospitals, 
thereby  sparing  us  much  work,  since  these  will  qualify 
essentially  automatically  under  the  Medicare  system. 
They  will,  of  course,  need  to  show  compliance  with  the 
Civil  Rights  legislation,  and  there,  as  .vou  are  aware. 
North  Carolina  is  much  farther  ahead  than  its  neighbor- 
ing states  to  the  South  of  us. 

Each  must  demonstrate  that  it  has  a  utilization  review 
committee  and  a  plan  of  operation;  but  as  I  wiU  say 
later,  this  is  to  be  along  far  more  liberal  lines  than 
were  originally  conceived,  and  this  comes  out  of  the 
sort  of  discussion  that  Dr.  Appel  has  given  to  us  this 
morning. 

Virtually  automatically  then,  for  institutions  which 
wish  to  participate,  will  be  the  clearance  of  those  al- 
ready approved  by  the  Joint  Commission  on  Hospital 
Accreditation,  requiring  of  them  only  evidence  of  com- 
phance  with  the  most  recent  Civil  Rights  legislation, 
and  the  demonstration  that  there  is  a  utilization  review 
committee  and  a  plan  of  operation. 

There  are  some  60  general  hospitals  which  are  not 
accredited  by  the  Joint  Commission  on  Accreditation, 
making  up  some  16  per  cent  of  the  hospital  beds.  Quick 
arithmetic  will  tell  you,  therefore,  that  these  must  be 
small  institutions,  and  indeed  the  bulk  of  those  so  small 
as  to  not  qualify  around  the  25-bed  system  in  which  the 
JCAH  does  its  examination.  Indeed  the  Medical  Care 
Commission  for  North  Carolina  licenses  institutions 
which  have  two  or  more  beds. 

We  have  already  sent  long  since  the  necessary  ma- 
terials to  the  hospitals  which  would  qualify  by  virtue 
of  their  ordinary  daily  work.  We  have  received  from 
a  large  number  of  them  replies  as  to  their  wish  to 
participate.  From  31  of  the  general  hospitals,  we  have 
not  received  repUes,  but  I  say  again  that  in  the  main, 
these  are  the  smaller  institutions.  Indeed,  of  the  31  from 
which  we  have  not  heard,  the  eleven  smallest  would 
have  only  84  hospital  beds  altogether. 

What  we  have  done  in  the  certification  system  is  to 
combine  with  the  Medical  Care  Commission.  They  are 
the  licensing  agency  in  North  Carolina.  All  of  you 
have  worked  with  this  group.  Some  of  you  now  and 
some  of  you  in  the  past,  and  some  of  you  in  the  future, 
will  sit  on  this  commission.  This  avoids  overlap  of  func- 
tion. These  are  people  regulai'ly  in  and  out  of  hospi- 
als.  It  will  use  personnel  more  efficiently  and  will  avoid 
the  matter  of  multiple  visiting  teams.  It  will  avoid 
the  matter  of  as  much  avoidance  as  can  be  of  multiple 


paper  work.  And  hopefully  it  would  use  time  efficiently 
well. 

1  might  say  that  the  survey  of  a  hospital  would  re- 
quire approximately  three  days,  and  since  in  the  bulk 
of  our  general  hospitals  this  can  be  avoided,  much  time 
and  energy  will  be  saved. 

There  are  many  areas  of  concern  and  anxiety  around 
this.  A  number  you  have  already  heard.  We,  too,  are 
concerned  over  the  matter  of  overutilization,  and  per- 
haps in  some  ar'eas  underutilization.  But  perhaps  most 
anxiety-producing  of  all  is  the  stipulation  around  the 
utilization  review  committee  which  must  be  a  part  of  the 
operating  plan  of  both  hospitals  and  extended  care 
facihties. 

We  are  anxious  over  the  situation.  The  institutions 
r:re  anxious,  and  the  physicians  who  may  or  may  not 
serve  on  these  committees  are  anxious,  and  well  they 
might  be.  These  may  be  set  up  from  within  the  insti- 
tutions having  two  or  more  physicians  in  them,  and 
such  other  personnel  as  local  conditions  would  suggest 
or  may  be  mandatory,  or  in  the  smaller  institutions, 
perhaps  these  may  be  set  up  by  a  County  Medical  So- 
ciety, or  such  other  group  as  the  hospital,  the  local 
practitioners  and  we  might  agree  upon. 

But  I  repeat  that  much  less  rigidity  is  to  be  injected 
into  this  from  the  plans  which  were  originally  seen. 
Much  greater  local  determination  will  be  permitted  so 
that  local  practice  may  be  seen  here.  They  will  review 
such  matters  as  length  of  stay,  the  need  for  admis- 
sion, the  type  of  drugs  used,  the  whole  range  of  diag- 
nosis and  treatment,  the  use  of  consultants  and  the 
quality  of  care. 

I  want  to  interject  at  this  point  that  the  idea  of 
utilization  committees  and  utilization  review  commit- 
tees is  not  new:  indeed  it's  quite  old.  But  these  have 
seldom  captured  the  imagination,  ours  or  the  hospitals, 
because  of  the  fact  that  most  of  us  are  not  comfortable 
in  the  situation  where  we  may  appear  to  be  review- 
ing the  work  of  our  associates,  or  the  reverse. 

These  matters  do  promote  anxiety.  We  are  hopeful 
that  much  of  this  can  be  bridged  by  interchange  in  these 
committees,  and  by  pointing  out  that  while  there  is 
considerable  authority  around  them,  it  is  the  physi- 
cian who  admits  and  discharges,  and  treats,  that  the 
utihzation  review  committee  will  have  certain  benefits. 

It  will  know  when  a  patient  cannot  be  discharged 
after  a  prolonged  stay,  because  the  community  either 
has  no  extended  care  facility  or  other  program  to  which 
these  individuals  might  go.  It  will  know  too  why  in- 
dividuals are  staying  longer  than  necessary,  and  a 
lesser  length  of  time.  And  thereby  we  believe  we  will 
be  able  to  establish  better  plans  for  hospital  con- 
struction and  extended  care  construction. 

But  as  I  have  indicated,  while  perhaps  20  to  25  per 
cent  of  JCAH  accredited  institutions  in  this  country 
have  utilization  review  committees,  in  general,  they 
have  not  been  widely  accepted,  and  many  institutions 
which  have  them  have  committees  which  exist  perhaps 
on  paper  only. 

One  of  the  concerns  of  the  physician  has  been  his 
possible  medical-legal  role  in  this.  The  suggestions  by 
the  committee  put  in  writing  that  a  patient  has  stayed 
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sufficiently  long  and  the  possibility  of  some  unfortu- 
nate disaster  after  such  an  institution  has  discharged 
such  an  individual  has  caused  many  physicians  to  look 
with  alarm  about  their  possible  role  in  this.  But  the 
committee  does  not  have  true  legal  authority  in  this.  It 
is  a  matter  of  discharge  and  notification  to  the  indi- 
vidual physician.  However.  I  might  add  in  fullness  that 
here  time  alone  will  supply  some  of  the  answers  that 
we  are  now  looking  for. 

Then  I  might  say— and  perhaps  many  of  you  know- 
that  the  65-year-old  or  above  citizen  is  on  the  average 
twice  as  frequently  in  hospitals  as  those  below  this 
age  group:  and  furthermore,  their  stay  is  above  twice 
as  long.  The  factor  is  not  precisely  four;  it's  in  the 
range  of  3.9.  And  whatever  the  guesswork  as  to  the 
utilization  of  institutions,  it  seems  almost  certain  that 
there  will  be  a  glut  initially  of  people  going  into  hos- 
pitals. Nationally,  the  guesswork  on  this  might  range 
from  10  to  40  per  cent  in  increase.  Apart  from  this, 
one  might  speculate  rather  quickly  that  in  those  com- 
munities where  there  is  high  utilization  of  hospital  beds, 
that  this  will  soon  bring  about  the  need  for  review  of 
hospital  construction  plans. 

We  have  had  in  the  utilization  review  committee  some 
66  plans  submitted  to  us,  36  of  which  have  been  for- 
warded on  to  Atlanta.  We  expect  a  number  more  will 
come  in  this  week.  I  want  to  repeat  that  the  rules 
as  they  are  being  brought  about  in  this  permit  us  to  in- 
fer and  to  presume  the  functions  of  the  hospital  far 
beyond  what  seem  to  be  the  expectation  at  the  begin- 
ning, and  that  local  practice  will  be  very  heavily  seen 
in  this. 

There  are  other  areas  of  concern.  Of  course,  the  mat- 
ter of  paper  work,  the  vast  quantity  of  data  to  be  kept. 
We  will  need  to  look  for  data  simplification  systems, 
and  we  and  you  have  been  working  to  make  this  as 
simple  as  possible.  Already  the  burden  of  paper  work 
in  the  practice  of  medicine  is  a  perfectly  enormous 
one,  and  we're  trying  desperately  therefore  to  keep  it 
down. 

The  promise  that  we  will  be  confined  to  brevity 
in  record-keeping  we  hope  to  maintain,  so  that  the 
physician's  true  calling  will  not  be  diluted  out  by  the 
things  which  he  must  record  on  paper. 

The  matter  of  reasonable  cost  which  you  saw  re- 
flected yesterday  in  resolutions  before  the  House  of 
Delegates  is  of  concern  to  us  too.  What  does  this  defi- 
nition really  mean?  It  may  mean  some  things  hoped 
for,  that  in  the  payment  of  reasonable  costs,  we  may 
be  able  to  better  our  hospital  facilities,  our  dietary 
practices,  our  libraries,  our  laboratories,  and  our 
buildings.  But  here  too  answers  will  come  out  of  the  fu- 
ture. 

The  shortage  of  manpower;  the  next  dawn  will  see 
very  few  more  health  practitioners.  And  without  mean- 
ing to  be  facetious,  the  current  pace  at  which  health 
practitioners  are  working  will  perhaps  be  such  that  we 
will  look  for  devices  to  add  more  hours  to  the  day. 

Be  that  as  it  may,  most  of  us  would  have  wished  an 
opportunity  for  the  creation  of  more  health  manpower 
prior  to  such  legislation,  so  that  we  could  have  a 
great  team  ready  and  running  in  numbers.  In  North 


Carolina,  we  do  have  a  large  team,  and  we  have  an  un- 
beatable one  in  the  matter  of  quality.  But  as  for  num- 
bers, all  need  more.  The  wide  shortage  of  health  per- 
sonnel impinges  particularly  in  the  face  of  such  legis- 
lative demands. 

And  then  the  many  questions  unanswered,  ones  which 
we  cannot  answer  because  answers  are  not  available, 
and  questions  which  we  perhaps  not  even  now  can  fore- 
see, because  you  will  recall  that  not  only  are  we  in- 
volved—you and  I  the  .Association,  the  various  societies, 
the  state  agencies  and  the  Federal  ones  that  have  to  do 
business,  the  fiscal  intermediaries,  all  important,  the 
institutions,  the  hospitals,  the  extended  care  facilities, 
and  so  on— but  in  North  Carolina  an  estimated  367,000 
citizens. 

A  modest  background  of  statistics  will  point  out  to 
you  the  perfectly  unbelievable  opportunities  for  misun- 
derstanding and,  the  reenforcement  of  what  Dr.  Appel 
said,  for  conveying  to  society-at-large,  and  particularly 
those  involved,  the  absolute  necessity  of  data  around 
this,  what  may  be  expected  and  what  may  not.  In 
particular  we  have  the  feeling  that  society-at-large  may 
not  understand  that  this  is  a  system  for  paying  for  not 
providing  medical  care,  the  reasons  for  which  are 
clear  too. 

In  the  matter  of  extended  care  facilities,  we  have 
licensed  in  this  state  some  84  nursing  homes,  less  than 
we'd  like,  but  our  standards  both  for  licensing  and  for 
considering  what  is  and  what  is  not  a  nursing  home 
are  rigid  ones,  and  this  makes  comparison  between 
this  and  many  others  particularly  difficulty,  because 
definitions  vary  over  the  country. 

The  State  Board  of  Health  has  for  some  years  been  the 
licensing  agency,  and  for  this  reason  we  occupy  a  role 
in  this  pai'ticular  situation  similar  to  Medicare  and  the 
Medical  Care  Commission.  We  will  of  course  be  hard 
put  to  have  all  of  this  in  order  by  January  of  next 
year,  but  we  are  well  along  by  virtue  of  the  fact 
that  we  are  the  licensing  agency  and  have  an  active 
program. 

Such  must  provide  skilled  nursing  care  and  a  variety 
of  other  services. 

Let  me  add  too  that  over  most  of  the  United  States 
the  average  age  of  occupants  of  nursing  homes  is  75 
to  76  years  of  age.  As  conceived  in  the  Medicare  sys- 
tem, these  are  not  custodial  settings,  the  extended 
care  facilities  and  nursing  homes  as  they  currently  are 
now,  but  are  way  stations  either  to  a  patient's  home  or 
to  home  care  programs  led  off  by  three  days  of  prior 
hospitalization:  and  they  will  be  suited  and  indeed 
must  be  suited  to  all  age  groups. 

One  occasionally  does  find  the  young  and  middle- 
aged  in  nursing  homes,  but  it  is  relatively  seldom.  The 
whole  complexion  of  what  a  nursing  home  is  almost 
certain  to  be  changed  in  fulfiUment,  if  there  be  ful- 
fillment, of  this  legislation  as  a  place  where  there  may 
be  care,  excellent  care  at  a  lesser  cost  for  those  who 
cannot  get  along  without  the  multitude  of  services  re- 
quired of  hospital  care. 

Facilities  are  too  few.  Those  we  have  are  in  fine 
shape,  in  the  main,  and  because  we  serve  as  the  licens- 
ing authority,  we  have  greater  opportunity  perhaps  in 
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this  state,   since  tlie  standards  liave  been  rigid  from 
the  very  beginning. 

Let  me  now  go  on  to  the  matter  of  indepedent  labora- 
tories which  will  also  come  under  this.  These  are  lab- 
oratories other  than  those  operated  by  physicians  for 
their  own  patients,  laboratories  operated  by  hospitals 
for  their  clientele  and  those  of  their  staff.  The  precise 
number  of  these  in  the  State  we  are  uncertain  about. 
Only  some  ten  states  license  such  laboratories,  and 
perhaps  another  five  register  them.  Thirty-five  states 
neither  license  nor  register  private  laboratories.  It's 
true  that  some  of  these  are  approved  for  syphilis  virol- 
ogy and  a  variety  of  other  tests,  but  there  is  not  a 
licensing  law  or  registering  law  in  this  state  and  many 
others. 

For  this  reason,  through  questionnaires  of  you  and 
many  of  the  associations  involved,  county  health  de- 
partments and  hospitals,  we  have  come  to  believe 
that  there  are  perhaps  some  200  of  these  in  the  State, 
and  they  too  may  be,  if  they  wish,  part  of  the  Medi- 
care system.  The  absolute  number,  however,  we  don't 
know. 

Then  I  come  to  home  health  services.  These  are  to 
provide  within  the  home  or  the  usual  abode  of  the  indi- 
vidual such  services,  nursing,  skilled  nursing  care,  and 
at  least  one  other,  which  may  be  occupational  therapy, 
speech  therapy,  physical  therapy,  medical-social  ser- 
vices, and  so  on,  to  make  up  a  complete  component  of 
care  within  the  home. 

It  would  seem  that  in  North  Carolina  such  will  large- 
ly be  supplied  through  county  health  departments,  of 
which  we  have  one  for  each  county.  You  know  that  in 
North  Carolina  we  have.  I  believe,  only  two  true  visit- 
ing nursing  services  in  Tryon  and  in  Forsyth  County. 
We  have  going  some  37  of  these  programs  in  North 
Carolina  at  this  time,  in  some  32  health  jurisdictions. 
And  so  we  have  a  considerable  number  already  at  the 
race  line. 

But  I  might  say  that,  for  sake  of  completeness,  many 
services  will  be  needed,  will  have  to  be  added  to  most 
of  them.  But  because  there  are  county  health  depart- 
ments in  each  of  our  counties,  there  is  a  starting  place 
for  this,  if  those  people  in  the  county  feel  that  the 
place  to  put  things  is  in  county  health  departments. 

This  obviously  must  be  combined  effort.  There  is 
little  point  in  building  such  a  service  if  physicians  or 
hospitals  do  not  wish  it.  Indeed  there  are  some  hospitals 
in  the  state  who  do  carry  on  certain  extended  care 
functions,  and  these  various  functions  may  be  done 
by  hospitals,  by  private  agencies,  by  government,  and  so 
on.  Time  there  will  answer  it. 

We  are  particularly  fortunate.  I  think,  not  only  around 
the  system  of  county  health  departments,  but  because 
in  the  schools  we  have,  as  you  know,  three  outstand- 
ing medical  schools,  a  reasonably  large  number  of 
nursing  schools,  and  the  whole  complement  of  health 
schools,  say,  for  a  college  of  veterinary  medicine.  Even 
that  you  know  is  now  closely  related  to  human  health. 

Also,  in  building  home  care  programs,  we  would  wish 
for  programs  not  suited  solely  to  just  those  who  are  65 
and  above,  because  the  operative  experience  and  the 
obstetric  experience  of  those  below  of  course  is  a  con- 


siderable one,  and  one  would  hope  that  over  the  years 
a  program  of  home  care  can  be  fashioned  which  would 
be  suited  to  all  age  groups,  and  to  the  particular  needs 
of  the  community  in  which  it  is  found. 

These  are  to  have  advisory  not  utihzation  review 
committees,  but  advisory  committees  which  will  have 
one  physician,  one  nurse,  and  such  others  as  local  prac- 
tice would  seem  to  make  desirable.  And  above  all,  I 
reiterate,  there  must  be  consultation,  and  beyond  that 
leadership  with  the  physicians  in  the  community  and  the 
hospitals  as  to  whether  they  wish  it  or  need  it. 

I  have  spent  most  of  my  time  on  the  first  of  the 
three  items — certification  and  what  this  entails,  certifi- 
cation of  home  health  programs  is  also  to  be  done  by 
July  1st  of  this  year,  now  preciously  close.  There  is  to 
be  consultation— and  I  referred  to  that  earlier— among 
those  and  for  those  who  wish  to  qualify,  so  that  we  may 
aid  them,  help  them  in  any  way  they  desire,  and  in 
any  way  we  hope — we  know  North  Carolina  institutions 
practice  their  arts  well.  This  may  not  be  at  the  moment 
an  extensive  service.  Indeed  we  have  been  urged 
by  the  Social  Security  Administration  to  begin  small. 
The  Social  Security  Administration  is  particularly  proud 
of  the  fact  that  it  has  never  had  to  discharge  em- 
ployees, have  a  reduction  in  force,  because  it  has  al- 
ways begun  programs  with  as  small  a  staff  as  it  can 
manage,  and  then  built  it  up  accordingly.  And  we  have 
along  these  lines  been  urged  by  them  to  begin  with  a 
small  staff,  and  to  increase  as  demand  increases,  if  it 
does.  For  this  reason,  our  program  around  the  present 
state  of  affairs  involves  three  professions  and  two  secre- 
taries, and  we  hope  to  add  a  nurse  and  a  dietician. 

Those  institutions  which  wish  to  quahfy,  when  and  if 
they  need  our  services,  we  can  be  brought  together. 
We  will  look  over  their  situations  to  make  sug.gestions 
and  to  resolve  such  differences  as  may  exist. 

Then  we  are  to  supply  a  coordinating  service  for, 
as  pointed  out,  the  nursing  homes  will  need  to  have  a 
working  agreement  with  a  hospital  for  the  orderly  trans- 
fer of  patients,  and  especially  the  orderly  and  quick 
transfer  of  records,  so  that  there  may  be  no  gaps 
between  hospital  care  and  the  next  step  in  the  con- 
tinuum of  care. 

Hospitals  need  have  agreement  with  only  one  nurs- 
ing home,  or  the  reverse,  because  in  fulfilling  such  an 
agreement,  it  can  be  presumed  that  agreement  with 
all  would  have  been  fulfilled.  And  this  too  I  think  is 
rather  model  in  the  avoiding  of  paper  work. 

We  have  been  told  by  the  Social  Security  Administra- 
tion that  we  are  as  well  along  as  one  might  be  in  view 
of  the  progress  of  the  guidelines,  and  that  we  lead  those 
area  states  about  us.  The  chairman  of  our  Board,  and 
our  whole  Board,  is  dedicated  to— by  that  I  speak  not 
only  of  the  policy-making  group,  some  of  whom  are 
here  today  and  will  be  coming  later,  but  the  staff  as 
well  is  dedicated  to  making  this  as  simple  as  possible 
within  the  framework  of  the  legislation  before  us. 
Furthermore,  it  is  dedicated,  as  are  the  national  groups 
—pointed  out  again  by  Dr.  Appel  this  morning— to  as 
large  a  voice  as  can  be  felt  in  this  locally  to  preserve 
the  elements  of  democracy  which  we  fight  for  so  hard. 

Then  it  can  only  be  made  effective  obviously  by  the 
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physicians  in  their  practices  who  admit  and  discharge, 
treat  and  prescribe. 

I  must  say  that  the  Medical  Society  of  the  State  of 
North  Carolina  was  not  only  quick  with  vigor  in  stepping 
forward  to  aid  in  this.  I  might  say  the  same  of  the 
Hospital  Association,  our  own  State  Board  of  Health  and 
the  Physician  Intermediary.  I  might  add  as  an  all  but 
final  note  that  I  would  be  as  comfortable  addressing 
them  as  I  would  you  in  praise  of  what  they  have  done 
to  this  point. 

Nationally.  I  know  many  people  have  spoken  about 
what  has  been  done  about  national  committees.  Let  me 
tell  you  that  within  the  State  the  vigor  of  its  prac- 
titioners in  all  health  efforts  in  stepping  forth,  in  trv'ing 
to  aid  us,  in  supporting  us,  has  been  phenomenal,  so 
that  our  role  has  been  made  a  comfortable  one,  and 
we  have  been  strongly  supported.  I  repeat,  by  all  of 
these. 

They  have  put  in  enormous  amounts  of  time,  energy, 
vigor  of  thought,  and  of  planning,  sitting  down  with  us  to 
discuss  the  needs  and  how  this  might  best  be  done. 

We.  too.  agree  about  the  necessity  for  the  spread 
of  information,  so  that  we— and  I  speak  of  all  of  our 
citizens — might  understand  this,  because  not  only  are 
there  367.000  individuals  approximately  who  are  eligible, 
but  there  are  their  families  who  have  many  questions, 
and  many  relating  to  the  physician,  the  hospital,  and 
the  fiscal  areas  here. 

You  have  permitted  me  then  to  come  before  you.  This 
gives  me  an  opportunity  to  say  what  our  responsibili- 
ties are;  but  beyond  that,  it  gives  me  an  opportunity  to 
indicate  that  you.  and  those  with  whom  you  have 
worked,  will,  it  appears— if  it  can  be  done— make  the 
impossible  in  this  area  possible.  It  permits  me  also  to 
thank  Dr.  Paschal  and  those  members  of  the  com- 
mittee who  have  invited  me  to  come,  and  it  permits 
me  to  hank  you  who  have  listened  so  attentively. 

Thank  you  very  much. 

I  Applause  > 

PRESIDENT  PASCHAL:   Thank  you.  Dr.  Koomen. 

I  think  it  very  appropriate  to  recognize  the  excel- 
lence of  the  job  that  has  been  done  by  the  Committee 
on  Scientific  Works  in  arranging  this  program,  and  Dr. 
Koomen's  remarks  are  only  another  indication  of  their 
v\isdom  in  their  choice.  Their  wisdom  will  be  further 
demonstrated  by  what  we  hear  from  our  next  speaker. 

Our  next  speaker  is  a  native  of  Cambridge.  Massa- 
chusetts. He  was  an  assistant  in  pathology  at  the  Peter 
Bent  Brigham  Hospital,  on  the  surgical  service  of  the 
Boston  City  Hospital.  He  participated  in  the  military 
as  a  Major  in  the  Medical  Corps,  was  later  a  research 
fellow  in  the  Department  of  Legal  Medicine  at  the  Har- 
vard Medical  School,  associate  and  medical  examiner 
of  Suffolk  County  in  Massachusetts. 

He  is  an  assistant  and  has  been  an  assistant  professor 
of  Legal  Medicine  and  Acting  Head  of  the  Department 
at  Harvard  Medical  School.  He  is  pathologist  at  the 
Massachusetts  Department  of  Public  Safety.  He  is  a 
lecturer  of  legal  medicine  at  Yale.  Tufts.  Boston  Uni- 
versity, and  holds  an  honorary  professorship  in  that 
regard  at  the  University  of  Soutliern  California. 

He  is  a  consultant  with  the  Armed  Forces  Institute 


of  Pathologj'.  He  is  head  of  the  Department  of  Legal 
Medicine  at  Harvard.  Medical  Examiner  at  Suffolk,  as 
I  have  said,  and  is  a  Rockefeller  Traveling  Fellow,  lec- 
turing in  Forensic  Medicine  at  the  University  of  South- 
ern California,  consultant  pathologist  for  the  Federal 
Aviation  Agency. 

He  holds  a  membership  in  a  number  of  important 
societies  relating  to  forensic  medicine,  and  we  in 
North  Carolina  have  a  number  of  people  who  are  also 
interested  in  forensic  medicine  in  expanding  our  medical 
examiner  system  throughout  North  Carolina,  and  we 
believe  that  what  our  speaker  will  tell  us  this  morn- 
ing might  have  impact  and  influence  on  expanding  this 
system. 

Our  speaker  is  going  to  speak  to  us  on  "The  Medical 
Examiner's  Role  in  Exoneration  of  the  Innocent,"  and 
his  name  is  Dr.  Richard  Ford  of  Boston,  Massachusetts. 
We  are  happy  to  have  him  here. 

I  Dr.  Richard  Ford  presented  a  slide-illustrated  lec- 
ture. I 


SECOND  GENERAL  SESSION 
May  3.  1966 

The  meeting  convened  at  9:15  am..  Dr.  John  Mc- 
Cain presiding. 

CHAIRMAN  JOHN  McCAIN:  I  am  John  McCain,  and 
I  was  notified  last  night  that  I  am  to  be  one  of  the 
presiding  officers  at  this  session  today.  It  was  a  real 
surprise  to  learn  I  was  to  be  presiding  officer  in  place 
of  Dr.  Paschal. 

In  my  apprehension.  I  was  reassured  in  actuality  there 
would  be  few  present  to  hear  my  opening  remarks,  only 
those  who  did  not  want  "Sex  for  Breakfast."  I'm  glad 
to  see  that  you  have  no  problems  in  this  area. 

Actually.  I  have  a  very  pleasant  duty  this  morning 
to  introduce  an  old  friend  of  mine.  He  is  a  Diplomate 
of  the  Board — specialty  in  Puhnonary  Disease,  life  mem- 
ber of  the  American  College  of  Physicians.  Fellow  of 
the  American  College  of  Chest  Physicians,  member  of 
the  American  Trudeau  Society.  President  of  a  district 
medical  society,  member  of  the  North  Carolina  State 
Board  of  Health,  active  on  the  staffs  of  two  general 
hospitals,  and  a  consultant  in  chest  diseases  in  five  oth- 
er hospitals  in  Piedmont.  North  Carolina. 

You  can  see  that  he  is  well  qualified  to  moderate 
the  panel  discussion  this  morning  on  Pulmonary  In- 
sufficiency. 

Without  further  ado.  I  would  like  to  turn  the  pro- 
gram over  this  morning  to  Dr.  Joseph  S.  Hiatt  of 
Southern  Pines. 

I  Dr.  Hiatt  assumed  the  Chair  as  Moderator  of  a  Panel 
discussion  "Pulmonary  Insufficiency.") 

MODERATOR  HIATT:  Thank  you.  John,  for  your  re- 
marks. I  am  here  because  of  two  reasons.  One  is  if 
you  have  had  a  disease,  you  become  an  authority  on  it. 
at  least  you  think  you  are:  and  the  second  reason  I 
would  say  would  be  due  to  the  things  I  learned  from 
Paul  P.  McCain. 

Our  program  today  is  one  in  which  we  don't  need  to 
bring  up  any  reasons  why  this  problem  should  be  dis- 
cussed. Except  for  Dr.  Waring's  specific  remarks  con- 


GENERAL  SESSIONS 


175 


cerning  systic  fibrosis,  basically  we  will  deal  with  pul- 
monary emphysema,  the  number  two  cause  of  disability 
in  the  United  States  today,  one  of  the  three  major 
diseases  rating  in  morbidity  and  mortality. 

Without  further  ado.  we  would  like  to  begin  our 
discussions,  the  first  discussion  with  a  roentgenographic 
diagnosis  by  Dr.  Charles  Bream,  Professor  in  Radiology 
at  Chapel  Hill, 

•  Dr.  Bream  presented  a  slide-illustrated  lecture  on 
"Roentgenograph  Diagnosis.") 

MODERATOR  HIATT:  We  are  delighted  to  have  with 
us  our  out-of-state  speaker  who  is  Professor  of  Pedia- 
trics at  Tulane  University  Medical  School.  Dr.  Waring! 

I  Dr.  WiUiam  W.  Waring  presented  a  slide-Ulustrated 
lecture,  "Pulmonary  Disease  in  Childhood.") 

MODERATOR  HIATT:  Dr.  Sieker  found  he  couldn't 
be  in  two  spots  at  the  same  time,  so  he's  in  Atlantic 
City  instead  of  being  with  us  today.  We  regret  this 
very  much,  but  we  are  equally  delighted  to  have  with 
us  Dr.  Johannes  Kystra,  who  is  at  Duke,  Assistant  Pro- 
fessor of  Medicine  in  Physiology,  and  works  with  Dr. 
Sieker  and  his  group. 

I  don't  think  we  understand  the  problems  of  emphy- 
sema and  can  afford  any  proper  treatment  unless  we 
understand  the  physiology.  The  pathology  is  still  value 
as  to  etiology.  We'll  let  somebody  else  worry  about  that. 
In  order  to  appreciate  the  situation  these  patients  get 
into  and  how  to  get  them  out  of  it,  we  have  certainly  got 
to  know  the  biochemistry  and  the  physiology  that 
exists  in  order  to  give  them  relief. 

It's  a  pleasure  to  have  Dr.  Johannes  Kystra,  who  is 
not  only  an  M.D.,  but  a  Ph.D.  in  Physiology. 

I  Dr.  Kystra  read  a  prepared  manuscript,  "Chronic 
Bronchitis  and  Pulmonary  Emphysema,"  to  be  sent 
to  Headquarters  Office,  i 

I  Dr.  Howard  H.  Bradshaw  presented  a  paper  "The 
Role  of  Surgery  in  Pulmonary  Insufficiency.") 

I  Applause) 

<  Dr.  McCain  resumed  the  Chair. ) 

CHAIRMAN  McCAIN:  Thank  you  very  much  for  this 
very  excellent  discussion  on  pulmonary  insufficiency.  I 
can  think  of  no  more  timely  talk.  It  was  presented  in 
wonderful  fashion  and  we  are  deeply  indebted  to  you. 

You  heard  of  the  poem — 

There  was  once  a  Program  Committee 
Who  thought  they  were  sitting  quite  pretty 

Until  one  speaker  sent  word 
that  he  would  not  be  heard 

And  that  no  substitute — what  a  pity. 

Well,  for  our  program  yesterday,  one  of  them  sent 
word  that  he  was  not  able  to  attend.  However,  we  are 
most  fortunate  in  that  we  do  have  Mr.  Gilbert  Hartis 
of  Parke  Davis  to  make  some  presentations  of  pictures 
about  the  history  of  medicine  from  the  Parke  Davis 
Company. 

MR.  GLBERT  H.ARTIS:  More  than  ten  years  ago, 
Parke  Davis  decided  that  it  would  be  very  fine  for  us 
to  produce  a  series  of  stories  and  pictures  on  the  his- 
tory of  medicine.  The  author  and  artist  that  we  chose 
for  this  job  traveled  more  than  250,000  miles  through 
eighteen  different  countries  in  the  world  to  be   sure 


that  he  had  the  proper  information  to  make  these  pic- 
tures authentic  and  true. 

Our  primary  aim  in  producing  this  series  has  been 
to  tell  the  story  of  your  profession  to  the  pu'olic,  and  in 
an  interesting  and  effective  manner.  I'm  sure  you  will 
agree  that  this  is  being  accomplished  very  effectively 
when  I  tell  you  that  we  receive  50  to  lOD  requests  each 
week  from  the  public  and  people  in  the  field  o';'  education 
for  reprints  of  these  stories  and  pictures. 

Nearly  a  million  copies  of  these  p-ints  have  been  dis- 
tributed throughout  the  world,  and  the  originals  are  con- 
tinuously being  shown  in  the  picture  galleries  and  in 
educational  institutions. 

It  gives  me  great  pleasure,  both  personally  and  on 
behalf  of  Parke  Davis,  during  this,  our  Centennial  Year, 
to  present  to  the  North  Carolina  Medical  Society  these 
prints  that  we  hope  you  will  use  in  your  office  in  Ral- 
eigh. 

I  Applause  > 

CHAIRMAN  McCAIN:  Thank  you.  Mr.  Harris.  They 
certainly  are  lovely,  and  on  behalf  of  the  Medical  So- 
ciety, I  would  certainly  like  to  express  our  apprecia- 
tion to  you  and  Parke  Davis  for  making  these  available. 

For  my  real  honor  of  this  convention,  I  have  the 
pleasure  of  presenting  to  you  a  man  whom  you  all 
know,  and  to  whom  we  are  all  greatly  indebted:  a 
leader  who  has  carried  our  Medical  Society  forward  in 
this  past  year  in  the  highest  tradition  of  the  medical 
profession. 

To  give  us  his  Annual  address,  our  own  President, 
Dr.  George  Paschal. 

PRESIDENT  GEORGE  PASCHAL:  It  is  with  appro- 
priate humility  that  I  now  come  to  my  part  in  the  pro- 
gram, particularly  after  a  long  series  of  papers  and 
presentations  of  such  excellence.  I  have  chosen  today 
as  the  title  for  my  remarks  "Let  Us  Look  to  the  Fu- 
ture Together." 

'President  Paschal's  address  will  appear  in  the  N.  C. 
Medical  Journal,  i 

I  The  audience  rose  and  applauded. ) 

CHAIRMAN  McCAIN:  Thank  you.  Dr.  Paschal.  We 
are  all  deeply  indebted  to  you  for  the  dedicated  lead- 
ership and  direction  you  have  given  us  this  year. 

I  Announcement ) 

•  The  meeting  adjourned  at  12:30  o'clock.) 


THIRD   GENERAL  SESSION 
Wednesday,  May  4,  1966 

The  meeting  convened  at  8:55  a.m..  Dr.  W.  Otis  Duck, 
1st  Vice  President,  presiding. 

CHAIRMAN  DUCK:  1  now  declare  the  Third  General 
Session  of  the  112th  Annual  Meeting  of  the  North  Caro- 
Una  Medical  Society  officially  convened. 

The  first  item  on  the  agenda  for  the  morning,  as  you 
will  note  from  your  program,  is  a  Conjoint  Session  of  the 
Medical  Society  of  the  State  of  North  Carolina  with  the 
North  Carohna  State  Board  of  Health. 

This  Conjoint  Session  is  to  be  presided  over  by  a 
person  who  is  no  stranger  to  you,  having  been  your 
Past  President,  and  a  leading  orthopedist  in  the  State  of 
North  Carolina,  Professor  at  Duke  University,  and  I  pre- 
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sent  to  you  at  this  time  a  man  wiio  continues  to  be  a 
friend  indeed  to  tl:e  profession  of  medicine  and  to  the 
Society  of  the  State  of  North  Carolina 

Dr.  Lenox  Batcer.  <  Applause ' 

DR.  LENOX  D.  BAKER:  You're  very  kind.  As  far  as 
my  presiding,  it  will  consist  of  introducing  for  the  first 
time  under  his  present  title,  our  Director  of  the  State 
Board  of  Health,  who  has  been  in  this  office  since 
January;  Dr.  Jake  Koomen.  whom  we  have  all  heard 
before,  will  give  you  your  annual  report. 

DR.  JACOB  KOOMEN:  Dr.  Baker.  Mr.  Chairman,  Mr. 
President.  Ladies  and  Gentlemen: 

This  is  the  time  when  we  annually  report  the  steward- 
ship entrusted  by  the  Society  and  the  citizens  of  the 
State  of  North  Carolina  to  the  State  Board  of  Health.  I 
recall  to  you  that  the  State  Board  of  Health  is  a  nine- 
member  body,  four  of  which  come  out  of  the  Society, 
and  five  of  whom  are  appointed  by  the  Governor. 

Those  from  the  Society  are  Dr.  Goodwin.  Dr.  Raper, 
Dr.  Hiatt,  and  Dr.  Steiger.  all  well  known  to  you  for 
their  achievments  within  the  Society,  and  outside  of  it. 
The  Governor's  appointments  are  Dr.  Baker,  whom 
you  just  heard  introduced  with  the  appropriate  praise 
due  his  achievements.  Dr.  Dawsey.  who  represents  so 
well  the  veterinary  profession.  Dr.  Cline  in  like  man- 
ner the  dental  profession,  Mr.  Koonce.  who  could  not  be 
with  us  today,  the  profession  of  pharmacy,  and  Mr. 
Lackey,  who  represents  the  dairy  interests  of  the  State, 
all  extremely  important  in  the  health  area. 

In  presenting  a  brief  accounting  of  what  we  have 
done,  I  should  like  to  mention  first  that  this  year 
brought  the  retirement  of  Dr.  J.  W.  R.  Norton  as  State 
Health  Director  after  a  period  of  nearly  18  years  in  this 
office,  one  of  phonomenal  growth  and  progress.  He  will 
be  with  the  State  Board  of  Health  in  the  future  as  the 
Director  of  the  Division  of  Local  Health  Service. 

The  year,  of  course,  has  been  an  exciting  one,  be- 
cause perhaps  at  least  in  my  lifetime,  yours  as  well,  this 
is  an  era  of  great  revolution  in  research,  in  knowledge, 
in  all  the  fields  of  health  that  have  to  do  with  preven- 
tion, with  cure  and  rehabilitation.  And  your  Society, 
as  reflected  in  us  who  belong  to  it.  as  reflected  in  the 
citizens,  as  reflected  in  your  responsibilities,  are  all  in 
this. 

Further  than  that,  we  share  the  anxiety  over  the 
really  terrible  shortage  of  manpower,  and  we  look 
for  ways  of  extending  the  arm  of  those  already  work- 
ing. 

The  North  Carolina  State  Board  o.'  Health  is  involved 
in  some  30  programs.  Of  these,  several  touch  you  fre- 
quently, and  some  of  these  touch  you  each  day.  We 
have  been  well  supported  by  the  Society,  and  obviously, 
of  course,  we  have  been  w^ell  supported  by  the  Board: 
and  we  trust  the  reverse  is  true,  that  we  have  the  sup- 
port of  them  in  like  manner. 

I  should  like  now  briefly  to  talk  about  the  functions 
of  the  various  divisions,  to  hit  only  highlights  in  dis- 
cussing 30  programs.  Obviously,  it  is  not  possible  to 
mention  them  all.  and  we  have  in  turn  from  year  to  year 
talked  about  one  function  or  another. 

I  should  like  to  give  you  a  general  review  of  what 
is  going  on  in  public  health  in  North  Carolina. 


Firstly,  I  mention  the  matter  of  money.  There  is,  of 
course,  not  enough  spent  on  health.  There  will  be  more 
in  the  future.  But  North  Carohna,  which  as  you  know 
is  the  eleventh  most  populous  state,  and  which  expects 
to  have  five  million  people  in  September  of  this  year, 
in  the  domain  of  direct  public  health  spent  $19,600,000 
last  year,  last  fiscal  year.  And  this  represents  an  in- 
crease of  better  than  three  million  over  the  year  before. 

Perhaps  surprisingly,  an  increase  of  better  than 
$800,000  came  out  of  increased  appropriations  by  local 
bodies.  Public  health  is  very  well  supported  by  the  citi- 
zenry at  the  county  level.  Our  staff  has  grown.  The  State 
staff  now  stands  at  the  level  of  -432  staff  members,  and 
the  local  health  departments  have  another  1,500,  close 
to  those  they  serve. 

North  Carolina  has  one  of  the  largest  public  health 
organizations  in  the  nation,  as  suits  its  particular  health 
needs,  and  if  might  say  so  as  an  outsider,  it  also  has 
the  best. 

We  distribute,  as  you  know,  the  Health  Bulletin,  a 
circulation  of  47,000  per  month.  We  have  a  public  health 
library  of  our  own,  and  more  than  8,000  visitors  were 
recorded  there  last  year.  Our  film  library  known  to  all 
of  you,  since  you  are  frequent  borrowers  from  it,  at  the 
colleges,  the  schools  and  the  churches,  had  a  circula- 
tion of  almost  43,000  films  last  year 

The  recording  of  data  in  organizations  such  as  ours 
leads  to  astronomical  numbers  of  pieces  of  literature, 
important  ones,  birth  certificates,  death  certificates,  and 
all  of  our  correspondence.  Of  these,  we  had  more  than 
277.000  pieces  permanently  recorded.  And  I  might  say 
that  lest  you  feel  this  is  an  outgrowth  of  red  tape  in 
North  CaroUna  Government,  it's  not.  North  Carolina 
Government  is  a  superbly  efficient,  smooth-running  gov- 
ernment, virtually  devoid  of  the  sort  of  criticism— per- 
haps I  should  say  devoid  of  the  sort  of  criticism  one 
so  often  picks  up  in  America  that  has  to  do  with  red 
tape.  Our  governmental  systems  are  efficient  and 
simple,  and  there  is  not  red  tape,  in  my  estimation. 

Finally,  in  the  matter  of  publications,  we  supplied 
to  the  citizens  not  only  the  health  bulletin,  but  a  great 
gamut  of  items  about  particular  diseases  and  conditions 
in  states. 

I  move  now  to  the  Division  of  Dental  Health.  Let  me 
say  preamble  that  in  presenting  before  the  Advisory 
Budget  Commission  one  year.  I  discovered  were  the 
dentician  as  it  ought  to  be  for  North  Carolina  children, 
that  those  in  the  first  six  grades  would  have  some  17 
million  teeth  altogether.  Think  of  the  opportunity  in 
the  field  of  dentistry.  Think  of  the  number  of  dentists 
we  have:  and  hke  all  health  professionals,  how  many 
more  we  need.  But  they  work  desperately  to  correct, 
to  cui-e.  and  to  prevent,  and  I  will  have  something  to 
say  about  prevention. 

Now  only  in  the  personal  office  prevention  sense  of 
the  word,  but  as  you  know  at  the  State  Board  of  Health, 
we  have  a  reasonably  large  staff  of  dentists  who  func- 
tion with  the  schools  in  prevention  programs,  some  cur- 
ative aspects.  Here  too  we  have  expanded  this,  so  that 
we  now  have  an  internship  in  Public  Health  in  Den- 
tistry,  because  an  increasing  number  of  dentists  are 
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turning  to  public  health  as  a  career,  and  their  im- 
portance is  being  recognized. 

Last  year,  for  the  first  time,  we  had  a  Federal 
appropriation  specifically  geared  to  dental  needs.  We 
have  had  interest  in  oral  cancer,  and  through  these 
programs,  in  cooperation  with  the  practicing  dentists. 
five  cases  of  oral  cancer  were  discovered  in  '64  aiid  13 
in  "65. 

And  finally,  of  great  interest  to  us  all.  the  dentists 
and  the  engineers,  as  you  know,  and  our  North  Caro- 
linians, have  pushed  the  use  of  flouride  in  the  water 
whenever  this  is  possible,  to  work  vigorously  to  en- 
hance and  increase  the  number  of  communities  using 
it. 

There  are  now  some  84  towns  who  fluoride  their 
water.  They  cover  a  population  of  about  1.4  million, 
and  we  can  now  state  that  31  per  cent  of  the  popula- 
tion is  covered  by  fluoride  water  supply. 

I  could  go  on,  but  in  the  interest  of  time,  let  me  go 
on  to  a  third  of  our  seven  divisions.  Epidemiology.  Now 
Ihs  term  epidemiology  is  a  broad  one  and  has  to  do  with 
events  among  the  people,  and  quite  clearly  all  of  man's 
endeavors  would  fit  into  this. 

At  the  State  Board  of  Health,  the  Division  of  Epi- 
demiology fills  many  of  the  functions  filled  by  other 
divisions  in  other  states  which  are  labeled  Divisions  of 
Preventive  Services.  It  works  in  communicable  dis- 
eases, in  occupational  health,  in  radiation  protection, 
tuberculosis,  venereal  disease,  and  it  records  the  births 
and  deaths,  and  the  marriages  and  divorces,  and  it  is 
interested  in  accident  prevention. 

But  among  the  things  that  were  looked  into  were  the 
matters  of  large  epizootic  or  Eastern  encephalitis,  a 
follow-up  program  of  all  birth  certificates  to  insure  that 
North  Carolinians  be  adequately  immunized  against 
those  diseases  for  which  childhood  prevention  is  pos- 
sible, widely  accepted  in  this  state. 

We  looked  into  and  followed  up  smallpox  vaccination 
to  see  what  kinds  of  reactions  we  were  getting,  and  at 
the  State  Fair  this  past  year,  in  cooperation  with 
the  Medical  Society,  a  booth  was  maintained  for  tetanus 
immunization  of  those  who  would  stop  by.  A  great  many 
were  immunized.  This  was  a  successful  project. 

There  is  more  to  be  said.  As  you  know,  there  is  an 
epidemic  of  syphillis  nationally,  but  this  has  been  con- 
trolled and  halted  in  North  Carolina:  and  further  than 
that,  venereal  disease  control  and  instruction  has  been 
given  in  any  number  of  school  systems. 

We  have  modernized,  so  to  speak — modernized  is  per- 
haps not  the  correct  word,  but  we  have  put  in  a  new 
tuberculosis  program  in  line  with  national  suggestion. 

Because  of  widespread  interest  in  drowning  in  the 
State,  we  lose  too  many  in  drowning,  often  in  multiples: 
there  were  a  number  of  drownings  last  year  in  which 
four  died  simulataneously.  We  followed  these  up  along 
epidemiological  Unes,  and  of  course  we  worked  closely 
with  the  education  system,  whether  this  be  at  the 
elementary  school  level,  or  high  school  and  college 
level,  in  implementing  our  programs  with  them. 

All  of  the  birth  certificates  prior  to  1945  have  been 
microfilmed,  and  last  year,  to  add  to  our  armamen- 


tarium, we  had  97,000  births,  42,000  deaths,  40,000  mar- 
riages, and  11,000  divorces. 

I  might  inject  a  note  there.  The  common  statistical 
data  which  says  that  one  out  of  every  four  marriages  is 
dissolved  by  divorce  would  appear  to  be  borne  out  by 
a  casual  glance  at  our  data,  about  40.000  marriages 
and  about  11,000  divorces. 

Let  me  add  that  this  is  a  false  statistical  base.  It  is 
not  the  40.000  who  married  one  year  out  o'  which  11.000 
are  divorced.  The  11.000  who  are  divorced  come  out  of 
all  North  Carolina  marriages  accumulated  at  that  time, 
and  the  fracture  rate  of  marriages  is  far  low. 

Let  me  say  a  word  about  the  laboratory,  a  large 
organization,  a  four-story  building  processing  better 
or  more  than  650,000  specimens  last  year.  Highlighted 
should  be  the  fact  that  in  cooperation  with  personal 
health,  a  new  program  to  follow  up  the  possible  occur- 
rence of  phenylketonuria  was  begun  and  a  highly  suc- 
cessful one. 

You  know  that  in  the  management  of  this  metabolic 
defect,  if  this  can  be  discovered  early,  there  can  be  the 
prevention  of  important  destructive  effects.  Further 
than  that,  the  saving  of  a  great  deal  of  personal  and 
public  money  in  the  maintenance  of  those  who  become 
mentally  defective,  if  not  adequately  treated. 

In  air  pollution,  water  and  occupational  health  chem- 
istry, the  role  of  our  chemistry  program  also  increased 
Again  this  year  the  amount  of  cancer  cytology,  espe- 
cially cervical  cytology,  became  of  more  interest,  and 
the  infectious  disease  always  with  us  since  man  began 
more  precise  techniques  in  the  management  of  strep- 
tococcal disease  and  syphilis  made  possible  advance 
there. 

I  could  not  speak  without  saying  some  words  about 
our  Local  health  division,  the  division  of  which  Dr. 
Burns  Jones  had  been  chairman  until  he  came  into  the 
role  of  Acting  Assistant  State  Health  Director,  a  very 
important  role  in  the  State.  He  was  Director  of  that 
division.  Dr.?  Norton  will  succeed  him  in  the  changes 
that  have  taken  place. 

We  do  have  in  North  Carohna.  and  have  had  for 
nearly  twenty  years,  a  local  health  department  in  each 
of  our  counties.  Some  of  these  of  course  are  com- 
bined in  neighboring  counties  for  the  sake  of  efficiency 
with  a  good  Health  Director  serving  many  counties. 

But  here  too  the  role  is  one  of  increase  in  service. 
We  do  have  unfortunately  a  considerable  number  of 
vacancies  because  in  this  era,  and  in  this  area,  there 
are  too  few  people  in  the  health  professions,  a  shortage 
felt  worldw^ide,  and  felt  therefore  among  our  health 
directors.  We  wish  that  there  were  more.  We  look  for 
an  expansion  in  their  efforts. 

In  cooperation  with  the  Economic  Opportunity  Act, 
we  have  been  educating  people  in  the  health  educa- 
tion field.  We  have  done  a  great  deal  of  education  with- 
in the  nursing  group  through  self-teaching  systems  in  the 
way  of  correspondence. 

Then  too,  we  have  for  emergency  purposes  stored  in 
the  State  some  50  disaster  packaged  hospitals,  so  that 
should  huge  emergencies  occur,  these  can  be  unpack- 
aged  and  used.  They  are  200  bed  hospitals.  These  are 
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pre-positioned  around  the  State  for  disaster  purposes. 
Fortunately,  we  have  not  had  to  use  them. 

We  have  sponsored  a  course  in  medical  self-help,  so 
that  should  there  be  great  disaster,  those  not  close  to 
medical  care  could  subsist,  we  hope,  carry  on.  we  hope, 
through  systems  of  self-care. 

We  have  been  \vorl;ing  in  the  field  of  migrant  health, 
important  in  North  Carolina.  Not  only  do  we  take  from 
the  migrant  stream,  but  we  add  to  it  and  of  course 
crop  harvest  is  dependent  in  part  upon  these,  and 
through  increased  sanitation  and  work  in  this  area,  we 
have  improved  our  programs  there  too. 

I  come  now  to  the  Division  of  Personal  Health,  of 
which  Dr.  .Jim  Donnelly,  a  member  o;  the  Society,  is 
Director.  There  are  programs  in  crippled  children,  in 
corre:tion  of  defects,  school  coordinating  service,  which 
is  done  between  our  organization  and  the  Depart- 
ment of  Public  Instruction:  and  while  more  might  be 
said,  perhaps  at  this  point  a  word  about  their  relation- 
ship to  Medicare  is  indicated. 

This  will  be  a  program  at  the  Federal  level,  and 
those  of  us  in  the  States  who  relate  to  it.  which  in  size 
is  difficult  to  project.  There  are  more  than  367,000  North 
Carolinians  who  will  be  eligible  for  this  by  virtue  of  the 
fact  that  when  it  begins,  they  will  be  65  or  over.  In 
addition  to  that,  all  of  the  health  personnel  will  be  ef- 
fected, as  will  the  institutions  with  which  they  asso- 
ciate, not  to  mention  the  fiscal  intermediary.  Pilot  in- 
surance for  Part  B.  and  the  Blue  Cross  for  Part  A. 

It  will  touch  the  lives  of  all  of  us.  our  families,  our 
elders,  and  our  institutions. 

Excellent  progress  is  being  made.  We  are  told  that 
we  are  as  far  along  in  this  as  the  guidelines  will  permit. 
But  we  are  already  off  to  a  good  and  running  start, 
though  always  one  would  wish  to  be  farther  along.  But 
we  are  off  to  a  good  and  running  start  because  we  have 
a  good  agency  licensing  hospitals  in  the  State.  We  have 
a  high  proportion  of  hospital  beds  already  accredited 
by  the  Joint  Commission  on  Hospital  Accreditation.  And 
these  will  virtually  automatically  be  certified. 

The  three  C's  with  which  we  work  are  certification 
of  the  institutions,  consultation  with  them,  as  they  wish 
for  and  ask  for  aid  in  how  they  might  proceed,  should 
they  wish  to  participate,  and  finally  coordination,  be- 
cause these  institutions  will  need  agreements  with 
each  other,  ordinarily  only  one  with  another,  so  that 
patients  may  be  efficiently  transferred  from  hospitals, 
to  extended  care  facility,  to  home  care  program. 

I  had  opportunity  to  discuss  thi.^  at  length  at  the 
First  General  Session  on  Monday.  But  let  me  add  as  a 
final  word  that  we  are  told  we're  as  far  along  as  can 
be.  Your  Board  is  dedicated  to  having  this,  as  is  the 
Society,  the  best  program  in  the  United  States. 

We  have  had  superb  cooperation.  I  use  the  word 
advisedly,  between  our  parent  policy-making  board,  of 
which  Dr.  Baker  is  President,  whose  members  are  in 
the  audience,  the  State  Medical  Society,  the  Hospital 
Association,  and  such  others  as  have  direct  relation- 
ship with  the  Blue  Cross  people. 

I  continue  to  a  few  closing  remarks. 

The  last  of  our  divisions  is  the  one  in  Sanitary  Engi- 
neering. It  has  been  said,  and  I  believe  wisely,  that  more 


freedom  from  communicable  disease  has  been  bought 
and  brought  to  us  by  sanitary  measures  than  any  other. 
Whenever  we  increase  our  cleanliness,  our  education, 
improve  our  housing,  improve  all  of  those  things  in  the 
broad  scope  of  human  welfare,  and  when  we  begin  to 
think  of  sanitation,  we  improve  man's  lot.  It  increases 
his  life.  It  increases  his  freedom  from  disease.  It  in- 
creases his  usefulness. 

For  that  reason,  among  the  oldest  public  health 
measures  are  those  designed  to  improve  the  environ- 
ment around  us,  and  these  days,  as  you  know,  that 
includes  not  only  cleaning  it  up  in  the  microbiological 
sense  of  the  word  and  making  it  free  of  disease,  but 
in  addition  to  that,  it  already  includes  and  will  in  the 
future  include  beautification,  because  beautification  is 
often  no  more  expensive  than  any  other  system  and 
sometimes  it's  cheaper. 

The  Sanitary  Engineering  Division,  in  long  and  vig- 
orous action,  looked  with  great  pains  at  the  water 
supply  this  past  year,  some  156.  adding  to  those  already 
in  existence.  We  now  have  a  total  of  887  supplies  under 
supervision,  and  as  I  noted  earlier.  86  towns  now  have 
fluoridation  of  water. 

We  have  looked  at— as  you  know  when  you  travel 
through  North  Carolina— you  see  in  our  restaurants 
grading  signs.  Those  of  you  who  travel  considerably  look 
first  at  grading  signs  for  the  large  blue  A.  because  this 
tells  you  much  about  the  institution.  '\"ou  see  it  posted 
in  hospital  lobbies,  applying  only  to  the  kitchen.  But  in 
many  years  of  effort  and  in  close  cooperation  with 
the  restaurant  industi-y,  the  food  service  in  North 
Carolina  has  been  made  a  fine  one. 

In  the  matter  of  some  of  our  specialized  areas,  for 
instance  in  the  matter  of  shellfish,  there  we  worked  for 
a  long  time  with  those  who  are  in  charge  of  this,  but 
now  we  have  had  a  more  legal  arrangement  made  be- 
tween us  from  the  informal  one  which  has  been  in  use 
for  some  forty  years: 

An  inspection  program,  one  in  which  we  have  man- 
power, one  in  which  we  have  specialized  abilities  and 
funds  to  earn,'  this  out,  because  North  Carolina  is  an 
important  shellfish  state. 

We  work  with  the  growers  and  the  operators  at  mi- 
grant labor  camps.  Those  of  you  who  are  familiar  with 
them  in  years  past  know  that  those  oriented  to  sani- 
tation would  quickly  see  much  to  be  done,  and  here 
too  by  sanitation  the  conditions  of  the  workers  improve 
and  so  does  the  field  efficiency. 

We  have  looked  cooperatively  into  school  water  sup- 
plies. \Vhen  you  think  of  perhaps  about  the  one  million 
youngsters  in  North  Carolina  public  schools,  when  you 
consider  how  seldom  one  sees  a  newspaper  article,  and 
I  praise  the  press  for  their  quickness  in  picking  up  food- 
borne  illness — consider  how  infrequently,  indeed  rarely, 
one  sees  food-borne  illness,  school  related,  think  of  one 
million  children,  think  of  the  meals  served  per  year. 
and  think  of  the  many  possibilities  for  error,  and  then 
think  of  our  almost  spotless  record  in  the  .serving  of 
school  meals. 

Indeed  when  there  are  food-borne  outbreaks  in  North 
Carolina,  one  usually  sees  them  outside  of  the  regular 
food    services,    commercial    or    school.    And    following 
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up  the  school  water  suppUes,  112  were  looked  into  this 
past  year,  as  were  their  sewage  systems,  and  where 
improvement  or  correction  was  necessary,  this  was 
done. 

We  worked  a  long  time  in  the  field  of  insect  and 
rodent  control.  You  recognize  that  there  are  many 
diseases  of  nature  which  were  once  borne  to  man.  and 
many  still  occur  among  us  and  which  come  out  of  the 
insect  world,  either  from  animal  by  insect  to  man,  from 
man  to  man  by  insect,  or  from  the  insect  itself  perhaps 
to  man.  The  most  striking  of  these  is  the  salt  marsh 
sputum  control  program.  Last  year,  10.000  acres  of 
marshland  were  explored  and  more  than  7,000 — these 
problems  come  out  of  Hurricane  Hazel  and  other  exper- 
iences having  to  do  with  the  disturbance  of  our  natural 
topography. 

These  then  involve  the  seven  divisions.  Let  me  say 
a  few  other  things  in  particular  the  State  Board  of 
Health  has  a  relationship  to.  the  postmortem  medical- 
legal  examination  system.  It  is  not  a  statewide— it  is 
not  yet  a  statewide  system  of  medical  examination,  or 
medical-legal  examination,  a  field  you  had  so  well  dis- 
cussed by  Dr.  Ford  on  Monday  of  this  week. 

Some  13  counties  are  in  the  system,  have  medical  ex- 
aminers, and  these  of  course  are  those  agents  of  gov- 
ernment-investigated deaths.  In  cooperation  with  the 
system,  there  is  in  Chapel  Hill  a  toxicology  labora- 
tory which  serves  as  reference  for  them. 

A  final  word  now.  Our  greatest  problems  quite  clear- 
ly now  before  us  are  those  in  Medicare.  We  are 
all  in  the  field  of  revolution,  whether  this  be  in  care,  in 
cure,  in  prevention  or  rehabilitation.  I  find  that  we  are 
working  together;  we  have  worked  together  closely  in 
the  past,  and  it  is  appreciated  by  those  who  work  in 
the  public  health  field  that  of  course  we  can  neither 
exist,  you  certainly  cannot  advance — we  do  so  only  at 
your  pleasure  and  at  your  support. 

So  as  a  final  word,  let  me  say  that  our  work  when  it 
is  made  successful,  and  when  it's  made  effective,  is 
made  so  by  the  staff  who  serve  you.  the  policy-making 
Board  who  sets  pohcy.  and  by  the  health  profession  al- 
ways of  the  State,  particularly  the  interested  physicians 
of  the  State  who  make  this  the  delightful  place  from  a 
health  standpoint  that  North  CaroUna  is. 

My  last  sentence  would  have  to  do  with  this;  I 
thank  the  Board  for  the  action  it  took  today  in  making 
me  Director  and  Burns  Jones  Assistant  Director.  'Ap- 
plause ) 

And  I  thank  those  members  of  the  audience  who 
have  supported  me  in  the  years  that  I  have  been  in 
North  Carolina,  whether  I  have  done  epidemiology,  or 
whether  I  have  been  at  this  post,  in  making  it  such 
an  attractive  place  for  me  and  my  family;  and  as  a 
final  thank  you,  let  me  thank  you  for  being  so  at- 
tentive to  my  words. 

Thank  you.   i  Applause  i 

DR.  BAKER:  I  think  we  sometimes  forget  how  large 
our  State  has  grown,  and  the  State  Board  of  Health 
is  a  big  organization,  as  you  can  guess  from  just  a 
glimpse  of  what  he  tried  to  give  you  in  a  few  moments. 
Without  you  people,  it's  nothing.  We  are  fortunate  in  this 
State  that  the  Medical  Society  does  elect  four  people, 


and    we    are    fortunate    thus    far    that    the    Governor 
has  appointed  one  doctor. 

I  think  you  should  know  one  thing.  He  has  to 
appoint  someone  to  represent  the  dairy  industry,  and  we 
have  to  have  somebody  representing  the  veterinary  pro- 
fession, someone  representing  the  dental  profession,  and 
someone  representing  pharmacology,  which  leaves  him 
one  appointment  at  large,  and  as  evidenced  by  the  last 
four  appointments,  the  Governors  of  this  state  appre- 
ciated the  medical  profession.  Sometimes  the  news- 
papers would  make  you  think  some  of  tliem  don't,  but 
they  do. 

We  thank  you  for  the  Conjoint  Session,  and  thank 
you  for  being  here. 

CHAIRMAN  DUCK:  We  would  like  to  make  a  pre- 
sentation of  the  Aesculapius  Award,  Dr.  Robert  E.  Mill- 
er, Chau'man  of  the  Committee  on  Scientific  Exhibits. 

DR.  ROBERT  E.  MILLER;  Ladies  and  gentlemen, 
members;  Being  Chairman  of  the  Scientific  Exhibits 
Committee  reminds  me  of  the  man  who  made  a  remark 
as  he  was  being  carried  out  on  a  rail  after  being  tarred 
and  feathered.  "Except  for  the  honor.  I'd  rather  walk." 
and  this  applies  to  the  work  that  is  done  on  this  com- 
mittee. 

Approximately  one  thousand  scientific  exhibits  have 
been  reviewed  and  seen  by  members  of  this  Committee 
and  the  staff.  About  300  letters  were  written,  and  ap- 
proximately 65  accepted;  and  of  these  39  were  chosen. 
So  we  have  tried  to  maintain  the  high  caliber  of  ex- 
hibits that  has  been  carried  on  through  the  years,  and  I 
think  this  is  evident  downstairs. 

There  has  been  offered  to  the  Medical  Society  of 
North  Carolina,  under  the  auspices  of  the  Mead  Johnson 
Laboratories,  a  monetary  award  and  a  plaque  to  be 
known  as  the  Aesculapius  Award.  We  have  taken  the 
liberty  of  dividing  this  into  two  parts,  one  in  the  field 
of  clinical  presentation,  and  one  in  the  field  of  basic 
science  presentation. 

So  without  further  ado.  we  would  like  to  ask  the  win- 
ners to  step  forward. 

'  Presentation  of  awards. ' 

I  "Effect  of  Carbon  Dioxide  on  Obstructed  Cerebral 
Blood  Flow,"  by  Dr.  Stephen  A.  Hegedus,  et  al;  and 
"Factors  Affecting  the  Osmotic  Fragility  of  Normal  and 
Bank  Bloods,"  Dr.  John  Scudder. ) 

CHAIRMAN  DUCK:  The  next  thing  on  the  program 
is  the  presentation  of  the  AMA-ERF  checks  to  Duke,  the 
University  of  North  Carolina  and  Bowman  Gray  Med- 
ical Schools. 

I  recognize  to  make  this  presentation  the  Chairman 
of  the  Committee  on  AMA-ERF,  who  is  none  other  than 
Harry  B.   Underwood.  M.D. 

DR.  HARRY  B.  UNDERWOOD:  Are  the  representa- 
tives of  the  three  medical  schools  here'? 

It  is  again  my  privilege,  as  it  has  been  for  the  last 
three  years— this  is  a  committee  that  ought  to  be  turned 
over  a  little.  I  think  more  people  ought  to  know  more 
about  AMA-ERF  and  get  acquainted  with  it  a  Uttle 
bit  more.  I  know  that  during  the  year,  you  get  many 
brochures,  etc..  from  the  AMA.  But  again  I'd  like  to 
point  out  that  we  are  on  the  positive  side  of  this  Fund, 


180 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


that   is   the  Medical  Schools  in  our  State  always  get 
more  than  the  doctors  contribute  to  the  fund. 

I  still  think  we  ought  to  try  to  catch  up  with  it. 
Every  month  I  get  a  report  of  the  money  that  is  given, 
and  sometimes  it's  $300  or  $400.  and  sometimes  it's  a 
few  thousand  dollars,  if  it's  around  tax  time,  and  I  al- 
most flipped  my  lid  the  other  day  when  I  picked  up  the 
report,  and  there  was  $700,469.  I  thaught  certainly 
someone  got  fingers  twisted  on  the  machine  to  have 
that  come  out  like  that.  However,  it  turned  out  that 
R.  J.  Reynolds  Co.  had  given  $700,000. 

One  of  the  things  we  might  not  be  familiar  with  in 
this  Research  Foundation  is  that  there  is  a  large  amount 
of  work  being  done  on  tobacco  research,  so  this  is  where 
part  of  our  money  has  come  from. 

This  year  the  amounts  that  are  scheduled  to  be  given 
to  the  schools,  Duke  University,  $6,655.24;  North  Carolina 
School  of  Medicine.  $5,872.74:  and  Bowman  Gray  School 
of  Medicine,  Wake  Forest  College,  $5,195.44. 

The  next  item,  as  you  will  note  from  your  program, 
will  be  the  recognition  and  presentation  of  the  awards 
to  Moore  County,  Wake  County  and  Gaston  County. 
This  will  be  carried  out  by  Dr.  Lester  A.  Crowell. 

DR.  LESTER  A.  CROWELL.  JR.:  This  is  a  pleasajit 
task  which  I,  as  Chairman  of  the  Committee  on  Scien- 
tific Awards,  have  the  privilege  of  performing. 

Each  year  three  awards  are  given,  in  recognition  of 
excellence  of  presentations  at  the  preceding  annual 
session  of  the  State  Society.  This  year,  two  awards  will 
be  given. 

There  was  no  one  qualified  for  the  Wake  County 
Award. 

For  the  Gaston  County  award.  Dr.  Carl  N.  Patter- 
son of  Durham.  I  am  very  much  pleased,  on  behalf  of 
the  Committee  on  Scientific  Awards,  to  present  to  you 
the  Gaston  County  Audio-Visual  Award  in  recognition 
of  your  splendid  illustrated  presentation  before  the  Sec- 
tion on  Ophthalmology  and  Otolaryngology  in  the  May, 
1965  Annual  Session  of  the  Societv  entitled  "Physio- 
logical Septoplasty  and  Rhinoplasty." 

The  Committee  found  Dr.  Patterson's  presentation  a 
clear  and  helpful  treatise  on  the  subject  of  interest 
to  many  people,  both  lay  and  professional.  We  com- 
mend Dr.  Patterson  on  his  expert  description  and  han- 
dling of  anatomical  defects  of  the  nose,  a  subject  which 
has  both  functional  and  cosmetic  importance  for  a 
very  important  part  of  the  human  anatomy. 

Dr.  Archibald  Lipe  Barringer  made  what  to  me  was 
an  especially  pleasant  presentation.  I  have  known  this 
physician  for  many  years,  and  I  consider  him  one 
of  the  most  able  physicians  in  the  State.  His  paper 
"Urethritis  in  the  Female"  was  presented  before  the 
Session  on  General  Practice  of  Medicine  during  the 
May,  1965,  annual  session.  In  it,  he  describes  the  diag- 
nosis and  treatment  of  a  condition  often  inadequately 
handled.  He  has  shown  that  much  can  be  done  for 
these  patients,  and  that  treatment  can  be  carried  out  in 
most  cases  in  the  physician's  office. 

Dr.  Barringer,  on  behalf  of  the  Committee  on  Scien- 
tific Awards,  I  hereby  present  to  you  this  year's  Moore 
County  Award  with  the  Committee's  congratulations. 
I  Applause  i 


CHAIRMAN  DUCK:  Now  we  are  indeed  proud  to  have 
in  our  midst  Dr.  Thomas  Hale.  Jr.,  who  graduated 
from  Princeton  with  an  A.B.  Degree,  and  thence  from 
Columbia  with  an  LL.B.,  and  went  on  to  Vanderbilt 
University  Medical  School  and  received  his  M.D.  from 
there. 

As  you  will  note  in  your  program.  Dr.  Hale  is  the  Ad- 
ministrative Vice  President  of  the  Albany  Medical  Cen- 
ter Hospital  in  Albany.  New  York.  Dr.  Hale! 

DR.  THOMAS  HALE,  JR.:  I  am  very  appreciative 
of  the  honor  you  have  done  me  by  asking  me  to  come 
down  here  to  speak  to  you  this  morning,  and  I  am  de- 
lighted to  be  back  South  again.  Although  I  am  a  North- 
erner by  birth,  I  did  spend  some  of  the  best  years  of 
my  life  in  Nashville,  and  1  feel  much  more  warmly  to- 
ward the  South  than  I  do  to  the  North.  I  think  I  can 
safely  be  called  an  adopted  Southerner. 

One  of  the  most  serious  problems  facing  doctors  and 
hospitals  today  is  the  shortage  of  nurses.  For  the  past 
10  years,  I  have  been  writing  and  talking  about  this 
shortage,  and  trying  to  pinpoint  the  cau.ses  which  have 
produced  it.  It  has  been  an  up-hill  battle  because  for 
many  years  the  nurses  themselves,  through  their  two 
great  national  organizations,  were  not  willing  to  admit 
that  the  shortage  existed.  Even  today  they  still  talk 
about  mildistribution  rather  than  shortage,  and  still 
accuse  hospitals  of  not  using  their  available  nurse 
supply  properly.  However,  these  and  other  similar  red 
herrings  can  no  longer  conceal  the  fact  that  there  is 
a  nationwide  shortage  of  nurses,  and  it  is  getting  worse 
all  the  time. 

The  shortage  of  nurses  has  been  brought  about  be- 
cause the  relatively  slight  increase  in  supply  during 
the  past  15  or  20  years  has  been  totally  incapable  of 
keeping  up  with  the  very  rapid  increase  in  demand.  Hos- 
pitals have  lost  control  of  their  nursing  schools,  the 
source  of  supply  for  the  majority  of  all  nurses.  When 
hospitals  controlled  nursing  education,  they  were  very 
conscious  of  two  overwhelming  social  imperatives — *1) 
to  provide  enough  nurses  to  meet  the  country's  needs, 
and  '2 1  to  graduate  nurses  who  were  competent  to  as- 
sume the  responsibilities  of  a  floor  nurse  in  a  hospi- 
tal on  the  day  they  graduated.  Nurse  educators,  how- 
ever who  now  control  all  nursing  schools,  whether  they 
be  in  hspitals  or  in  colleges,  have  turned  their  backs 
on  these  two  great  objectives.  This  is  the  cause  of  most 
of  our  troubles  today.  To  understand  why  this  is  so, 
it  is  necessary  to  review  briefly  the  course  of  events  in 
nursing  education  over  the  past  20  years. 

First  of  all,  a  word  about  the  nursing  heirachy.  It  con- 
sists of  the  National  League  for  Nursing,  the  American 
Nurses'  Association,  and  the  individuals  in  each  state 
who  control  the  education  and  licensing  of  nurses  within 
that  state.  In  addition,  there  are  the  nurses  who  hold 
office  in  the  HEW  in  Washington,  including  those  who 
are  advisors  to  the  USPHS  and  the  Surgeon  General 
in  the  formulation  of  legislation  and  its  implementation. 
And  lastly,  but  far  from  least,  are  the  individuals  in 
control  of  collegiate  nursing  departments,  and  on  the 
faculties  of  colleges  and  universities  that  have  schools 
of  nursing.  Although  this  hierarchy  is  composed  of  dif- 
ferent organizations,  and  quite  a  number  of  different 
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individuals,  tliey  speak  with  one  voice  and  act  as  a  unit 
in  all  matters  relating  to  nursing  education.  No  one  who 
believes  in  hospital  schools  of  nursing:  no  one  who  be- 
lieves in  the  learn-by -doing  method  of  educating  nurses: 
no  one  who  beUeves  in  the  service  ideal  of  nursing  as  op- 
posed to  the  career  philosophy:  has  held  any  position  of 
influence  in  the  nursing  hierarchy  for  quite  a  number 
of  years.  It  is  necessary  to  understand  this,  because 
if  one  is  in  a  war,  it  is  important  to  know  one"s  enemy. 
Let  there  be  no  mistake  about  it— we  are  in  a  war  with 
respect  to  preserving  hospital  schools  of  nursing,  and 
insuring  that  there  are  enough  adequately  trained  nurses 
to  meet  the  country's  needs. 

I  should  pause  to  say  at  this  point  that  our  'enemies" 
in  this  war  are  very  fine  people.  They  are  enemies 
in  philosopahy,  not  in  personality,  ability,  or  integrity. 
Nurse  educators  are  women  of  fine  character  and  good 
intention,  but  this  does  not  make  them  always  right. 
That  they  have  been  tragically  wrong  in  certain  vitally 
important  respects  for  the  past  20  years  is  abundantly 
proven  by  the  situation  which  exists  today  with  regard 
to  the  nursing  shortage. 

The  idea  of  a  college  education  for  all  nurses  staretd 
back  in  the  1920's,  was  slowed  down  by  the  depression, 
and  revived  again  during  the  1940's.  In  1948  Miss  Esther 
Lucille  Brown,  a  social  anthropologist  inot  a  nurse), 
made  an  extensive  survey  of  nurse  education  under 
the  auspices  of  the  National  Nursing  Council,  and  wrote 
a  book  called  "Nursing  for  the  Future",  which  became 
the  bible  of  the  coUegiately-minded  nurse  educators  for 
a  number  of  years.  Early  in  the  1950's  the  concept  of 
getting  nurse  education  out  from  under  hospitals  and 
physicians  and  into  "the  stream  of  general  education 
on  the  college  campus"  began  to  be  hinted  at,  but  was 
not  yet  openly  advocated.  The  nurse  educationists  began 
to  plan  their  strategy.  In  order  to  achieve  their  aims,  it 
was  necessary  to  identify  and  gain  control  over  the 
power  centers  that  govern  the  production  of  nurses,  and 
just  as  a  pohtical  revolutionary  band  lays  plans  to  cap- 
ture the  radio  stations,  the  newspapers  and  other  com- 
munications media,  the  pohce.  the  public  water  supply, 
etc.,  when  it  wants  to  overthrow  a  government.  The  hos- 
pitals, with  their  diploma  schools  of  nursing,  were  the 
long  term  target  in  this  case. 

Most  nurse  educationists  publicly  denied  for  many 
years  that  it  was  their  intention  to  abolish  hospital 
schools  of  nui'sing  and  move  all  nursing  education  onto 
the  college  campus.  Recently,  however,  their  spokes- 
men have  become  much  bolder  and  more  outspoken. 
This  movement  culminated  openly  in  the  resolution  of 
your  State  Nurses  Association  in  1964,  and  more  re- 
cently in  the  Position  Paper  of  the  American  Nurses' 
Association  last  fall,  which  said  as  much  in  so  many 
words.  So  there  is  no  longer  any  question  about  the  in- 
tentions of  the  nurse  educationists,  nor  the  goals  they 
are  seeking.  It  is  interesting  to  note  that  it  was  the 
A.N. A.  that  published  the  Position  Paper,  thus  allowing 
N.L.N,  to  continue  its  carefully  nurtured  stance  of  being 
in  favor  of  all  kinds  of  nursing  schools,  including  the 
hospital  schools.  It  is  becomingly  increasingly  clear  the 
A.N. A.   and  N.L.N,   have  long  been  two  arms  of  the 


same  body,  with  a  single  policy-making  mechanism 
guiding  and  planning  their  destinies, 
schools  of  nursing  and  the  one-year  practical  nurse 
sch3ols.  This  they  have  stated.  This  will  leave  only 
two-year  associate  degree  programs  and  four-year  bac- 
calaureate programs.  The  two-year  programs,  which  will 
provide  an  associate  degree  in  nursing,  will  absorb  the 
old  hospital  schools  and  the  practical  nurse  schools. 
Graduates  of  these  programs  will  be  called  nurse  tech- 
nicians. The  term  "Professional  nurse"  will  be  reserved 
for  those  girls  who  have  graduated  from  a  four-year 
baccalaureate  program  and  obtained  a  degree. 

I  have  always  felt  that  this  whole  movement  was 
based  on  false  premises.  This  ambitious  plan  has  noth- 
ing whatsoever  to  do  with  the  welfare  of  the  patient, 
but  is  primarily  a  means  of  increasing  the  status  and 
prestige  of  nursing  education,  and  incidentally  of  the 
nurse  educationists.  Had  the  welfare  of  the  patient  been 
the  primary  motivation,  all  efforts  would  have  been  de- 
voted to  permanently  retaining  the  hospital  schools  as 
an  essential  element  in  the  production  of  enough  nurses, 
competently  trained  and  educated,  to  meet  the  coun- 
try's needs,  the  exact  opposite  has  occurred. 

Driven  by  their  obsession  to  raise  the  status  of  nurs- 
ing and  nursing  education,  nurse  educationists  have 
lost  sight  of  the  fact  that  nursing  education  is  part  of  a 
broad  health  spectrum  that  bears  certain  definite  re- 
sponsibilities to  the  COMMUNITY.  No  element  in  the  to- 
tal health  pattern  can  be  segregated  from  the  whole,  and 
permitted  to  operate  in  a  vacuum,  without  dire  re- 
sults to  the  overall  picture.  In  trying  to  carve  nursing 
education  out  from  its  long  established  hospital-based 
niche  and  transfer  it  to  be  campus  of  educational  in- 
stitutions, nurse  educationists  have  failed  to  step  back 
and  take  a  broad  look  at  the  end  results  which  their 
policies  have  produced.  Urged  on  by  their  compaulsive 
desire  to  mke  nursing  education  a  "'professional  dis- 
cipline." uhich  they  wrongly  believe  ca  nonly  be  ac- 
complished on  the  college  campus,  they  have  ignored 
the  fact  that  this  policy  will  almost  certainly  produce 
insufficieni  numbers  of  nurses,  inadequately  trained, 
and  at  a  prohibitive  cost. 

One  of  the  chief  mechanisms  in  producing  the  nurs- 
ing shortage  has  been  the  Accreditation  Program  of 
the  National  League  for  Nursing.  I  will  describe  in  a 
moment  how  this  happened.  This  program  was  initiated 
back  in  1953  when  the  American  Hospital  Association 
made  what  1  consider  a  serious  mistake,  and  voted  to 
sponsor  the  N.L.N. 's  program.  Not  that  accreditation  is 
such  a  bad  idea  in  itself— it  is  not.  An  Accreditation  Pro- 
gram established  by  the  American  Hospital  Association, 
in  cooperation  with  the  National  League  for  Nursing, 
for  example,  could  have  been  responsive  to  the  needs 
and  the  wishes  of  its  member  hospitals,  and  might  have 
prevented  many  of  the  excesses  which  have  resulted 
from  the  N.L.N. 's  program. 

The  N.L.N,  established  certain  "standards"  which 
hospitals  with  nursing  schools  were  forced  to  meet  in 
order  to  gain  accreditation.  The  big  mistake  that 
N.L.N,  made  in  its  accreditation  "standards"  was  to 
\\ithdraw  the  student  nurse  from  the  bedside  of  the 
patient  by  radically  cutting  down  the  number  of  hours 
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of  practice  which  would  be  permitted  the  school.  In  most 
hospital  schools  that  have  achieved,  or  are  seel<ing  ac- 
creditation, the  hours  of  bedside  practice  have  been 
so  reduced  that  the  student  nurse  has  in  most  cases 
become  merely  an  observer  on  the  wards.  Evening  and 
night  assignments  have  been  cut  back  almost  to  zero, 
and  the  program  has  been  enriched  with  many  subjects 
which  are  admittedly  interesting  but  are  not  directly 
pertinent  to  turning  out  a  good  nurse.  In  general,  an 
academic  atmosphere  and  attitude  similar  to  that  found 
on  a  college  campus  has  been  introduced.  The  service 
ideal  of  nursing  has  been  down-graded  and  even  sneered 
at.  Students  are  not  given  responsibility  for  patient  care, 
and  consequently  cannot  be  taught  to  feel  such  re- 
sponsibility. At  the  time  they  graduate,  they  are  in  too 
many  cases  not  capable  of  assuming  the  normal  re- 
sponsibilities of  a  general  staff  nurse  on  the  floors  of  a 
hospital. 

Two  very  serious  problems  have  resulted  from  the 
withdrawal  of  the  student  from  the  patient's  bedside. 
The  first  is  that  the  student  at  the  time  of  graduation 
does  not  know  how  to  nurse  patients,  and  the  second 
is  that  the  cost  of  the  school  has  been  radically  increas- 
ed. Let  us  take  these  up  in  order. 

First,  the  question  of  competency.  Two  surveys  of  the 
competency  of  the  graduates  of  two  year  associate  de- 
gree programs  in  New  York  State  have  been  made  by 
the  State  Hospital  Association  in  1961  and  1965.  These 
showed  in  general  that  most  graduates  of  these  com- 
munity college  nursing  programs  were  not  capable  at 
the  time  of  graduating  of  1 1 1  giving  safe  bedside  care, 
1 21  giving  treatments  and  medications,  '3i  team  lead- 
ing, or  141  taking  charge  of  floors  evenings,  and  nights. 
These  are  all  things  that  formerly  were  expected  of  the 
graduate  of  a  pre-accreditation  three  year  hospital 
school.  Our  surveys  in  New  York  showed  that  it  would 
take  three  to  12  months  of  close  supervision  for  the 
graduates  of  the  two-year  programs  to  gain  these  com- 
petencies. 

The  graduates  of  most  four  year  baccalaureate  pro- 
grams are  little  better  qualified,  if  any.  They,  too, 
have  eliminated  bedside  experience  and  practice  during 
the  nursing  curriciulum.  An  even  more  disturbing  phe- 
nomenon is  now  occurring  in  hospital  schools.  Under 
pressure  of  accreditation  demands,  they  are  also  aban- 
doning bedside  practice,  and  cutting  down  their  curricu- 
lum from  three  years  to  33,  30,  27,  or  even  24  months. 
Graduates  of  this  kind  of  shortened  hospital  .school  pro- 
gram are  little  better  prepared  to  nurse  than  are  the 
graduates  of  the  two-year  and  four-year  baccalaureate 
programs.  And  they  don't  even  get  a  degree. 

Nurse  educationists  admit  the  deficiencies  in  the  grad- 
uates of  collegiate  programs.  This  has  not  happened  by 
chance  but  by  design.  The  nurse  educationists  have 
adopted  the  concept  that  nursing  education  should  not 
train  students  to  be  practitioners  of  nursing,  but 
should  concentrate  on  the  theories  back  of  nursing. 
Therefore,  they  say,  it  is  not  necessary  for  a  student  to 
waste  time  actually  doing  nursing  during  the  collegiate 
part  of  her  program.  She  can  learn  all  she  needs  to 
learn  about  bedside  nursing  by  being  an  observer  for 


short  periods  of  time  on  the  wards  of  some  hospi- 
tal. 

The  nurse  educationists  believe  that  once  a  girl 
has  graduated,  the  hospital  should  employ  her  as  a 
general  staff  nurse  at  a  higher  salary  than  diploma 
graduates,  and  then  provide  her  with  whatever  is  neces- 
sary in  the  way  of  closely  supervised  experience  doing 
bedside  nursing.  What  was  formerly  a  part  of  the 
curriculum  of  the  school  of  nursing,  taught  by  the 
faculty  of  the  school,  and  with  the  school  accepting  re- 
sponsibility for  the  results,  is  now.  according  to  the 
nurse  educationists,  the  responsibility  of  any  hospital 
which  employs  one  of  the  graduate  of  the  associate  de- 
gree or  baccalaureate  programs. 

So  one  of  three  things  happens.  If  the  new  graduate 
does  accept  a  position  on  a  hospital  staff,  the  hospital  is 
forced  to  assign  someone  to  watch  her  every  move  for  a 
period  of  many  months,  in  most  cases,  and  to  teach  her 
all  the  nursing  skills  and  arts  that  formerly  were  a 
basic  part  of  the  curriculum  of  nursing  schools.  Many 
hospitals,  of  course,  do  not  have  the  personnel  to  pro- 
vide this  kind  of  supervision.  Even  when  they  do  have 
personnel,  they  are  put  to  considerable  expense  to  give 
this  experience.  In  addition,  they  have  a  serious  morale 
problem  when  incompetent  and  unqualified  graduates 
are  paid  the  same  salary  as  nurses  who  on  gradua- 
tion are  capable  of  handling  routine  responsibilities  on 
the  floor  without  any  close  supervision. 

The  second  thing  that  happens— and  this  happens  fre- 
quently— is  that  the  graduate  of  a  degree  program,  be- 
cause she  herself  realizes  her  inadequacies  in  nursing 
patients,  does  not  seek  a  hospital  position,  but  goes  into 
some  other  area  of  nursing.  This  is  particularly  true  of 
the  bacclaureate  graduates,  who  seldom  enter  hospital 
nursing,  but  more  and  more  frequently  obtain  positions 
on  the  faculties  of  other  nursing  schools,  either  associate 
degree  or  baccalaureate  programs.  Not  knowing  how  to 
nurse  themselves,  it  is  easy  for  them  to  accept  the 
philosophy  that  the  acquisition  of  skills  in  bedside  nurs- 
ing should  not  be  taught  in  these  schools. 

Thirdly,  if  the  graduate  marries,  as  many  of  them 
soon  do,  she  is  lost  to  nursing  during  her  child  bearing 
period.  But  whereas  many  hospital  school  graduates 
return  to  nursing  after  their  children  are  at  a  certain 
age.  the  degree  graduate  is  much  less  likely  to  do  so, 
because  she  fundamentally  lacks  confidence  in  her  basic 
nursing  skills  and  abilities. 

Now  this  lack  of  competency  is  one  of  the  two  serious 
problems  which  I  mentioned  as  being  caused  by  the 
withdrawal  of  the  student  from  the  bedside  of  the  pa- 
tient. The  other  problem,  now  approaching  a  major 
disaster,  is  the  tremendously  increased  costs  of  operat- 
ing a  nursing  school.  In  the  past,  the  costs  of  operating 
a  school  of  nursing  were  balanced  by  the  services  rend- 
ered to  patients  by  the  matriculating  students.  In  the 
old  days  no  one  did  any  exact  calculations,  but  for 
years  hospitals  operated  nursing  schools  on  a  appren- 
ticeship basis,  where  the  student  paid  little  or  nothing  for 
her  education,  and  the  hospital  broke  even  because  of 
the  services  rendered  to  patients  by  the  students.  Two 
things  happened  at  the  same  time,  however,  to  change 
this    picture.    First,    as    the    "standards"    of    nursing 
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schools  were  raised  by  the  accreditation  program,  the 
costs  skyrocketed,  as  would  be  expected.  Concurrently, 
the  services  rendered  by  the  students  to  patients  be- 
gan to  diminish,  and  finally,  as  explained  above,  they 
have  been  almost  entirely  eliminated  by  the  accredi- 
tation program.  As  tuition  charges  in  hospital  schools 
have  mounted  to  meet  rising  expenses,  recruitment 
has  been  adversely  affected.  The  low  tuition  was  former- 
ly one  of  the  big  advantages  which  the  average  girl 
found  in  a  hospital  school,  as  compared  with  a  col- 
legiate program.  Hospitals  have  been  forced,  however, 
either  to  raise  their  tuition  until  it  hurt  them  compe- 
titively, or  as  an  alternative,  to  keep  their  tuition  low 
and  subsidize  their  school.  At  first,  many  hospitals  did 
hold  tuition  down,  but  as  costs  continued  to  rise,  they 
were  no  longer  bale  to  continue  a  subsidization  which 
began  to  amount  to  $1500  to  $2000  dollars  per  student  per 
year. 

This  would  not  have  happened  without  the  Accredi- 
tation Program.  For  example,  the  Albany  Medical  Cen- 
ter Hospital,  of  which  I  am  Director,  has  a  nursing 
school  of  325  students.  We  still  maintain  a  44  hour  week. 
combined  theory  and  practice,  and  our  students  on 
graduation  are  competent  bedside  nurses.  Many  of 
them  go  on  to  earn  a  degree  subsequently.  The  total 
net  cost  to  one  of  our  students  for  the  three  year  pro- 
gram is  $245  dollars.  The  school  has  operated  on  a  break 
even  basis  since  it  was  established  11  years  ago.  We 
have  not  sought  N.L.N,  accreditation,  because  we  feel 
that  accreditation  would  result  in  our  graduating  in- 
competent nurses,  and  would  also  ruin  our  school  fin- 
ancially. I  cite  this  as  a  practical  illustration  of  some  of 
the  generalities  stated  above. 

As  a  result  of  rising  costs  and  other  factors,  hospi- 
tals schools  are  beginning  to  close  in  ever  increasing 
numbers.  The  totals  include  both  accredited  and  unac- 
credited schools.  Between  1957  and  October  1964,  106 
diploma  schools  of  nursing  closed.  Since  October  14, 
1964,  42  additional  diploma  schools  have  closed,  or  have 
indicated  they  are  in  the  process  of  closing.  Out  of  the 
present  88  hospital  schools  in  New  York  State,  6  have 
indicated  their  intention  of  closing  when  their  last  class 
has  been  graduated.  This  will  leave  82  schools  out  of 
the  94  that  were  in  existence  2  years  ago,  a  loss  of  12 
schools  in  this  period  of  time. 

Between  1958  and  1964,  67  new  associate  degree 
schools  and  25  new  baccalaureate  schools  have  been 
established.  During  this  period  the  admissions  to  all 
professional  schools  of  nursing  have  increased  by  6,404 
or  an  average  of  1,067  a  year,  and  the  number  graduat- 
ing has  increased  by  4,947.  or  an  average  of  824  a  year. 

However,  the  Surgeon  General's  report  of  two  years 
ago  stated  that  to  meet  the  minimum  number  of  nurses 
necessary  for  the  country  as  a  whole  would  require 
an  increment  of  3,000  additional  graduates  a  year  for 
the  next  7  years  'this  was  even  before  Medicare'.  It 
seems  quite  unlikely  that  this  goal  can  be  met. 

No  evidence  has  been  adduced  by  the  nurse  educa- 
tionists that  the  two-year  and  four-year  collegiate  nurs- 
ing programs  they  are  now  promoting  can  produce 
enough  nurses  to  meet  all  needs.  To  the  best  of  my 
knowledge,  no  studies  have  been  conducted  by  nurse 


educationists,  nor  by  anyone  else,  which  would  show 
this  to  be  so.  Nor  have  I  heai'd  of  any  studies  to  indi- 
cate that  universities  and  colleges  which  do  not  now 
have  nursing  schools  will  be  willing  to  establish  them. 
It  is  the  heighth  of  irresponsibility  for  nurse  educa- 
tionists to  pursue  a  policy  leading  to  the  closing  of 
hospital  schools  of  nursing  without  first  insuring  that 
there  will  be  enough  degree  schools  in  the  same  gen- 
eral area  to  make  up  the  deficit.  It  is  not  sufficient  to 
establish  a  lot  of  new  schools  in  two-year  and  four-year 
colleges  in  a  few  states  like  New  York,  Texas,  and 
California,  for  example,  and  hope  that  their  graduates 
will  fill  vacant  positions  in  hospitals  in  the  rest  of  the 
country.  These  schools  can't  even  supply  enough  nurses 
for  their  own  states.  Even  if  they  could,  it  would  be  of 
little  help  to  those  states  where  diploma  schools  are 
closing,  but  few,  if  any,  degree  programs  are  opening. 

I  do  not  believe  that  the  trend  towards  closing  hospi- 
tal schools  of  nursing  and  the  shifting  of  nursing  educa- 
tion from  hospitals  to  the  college  campus  is  going 
to  be  reversed.  We  are  faced,  therefore,  with  a  fait 
accompU  produced  in  the  past  20  years  by  the  nurse 
educationists.  If  this  trend  continues,  and  I  believe  it 
will,  then  it  behooves  the  medical  profession  and  the 
hospital  profession  to  devote  their  energies  to  salvaging 
what  they  can  from  the  impending  wreckage  of  the 
hospital  schools. 

I  suggest  the  following  program  of  action: 

1 »  Urge  every  hospital  which  now  operates  a  nursing 
school  to  continue  its  school.  Many  are  currently  on  the 
verge  of  closing  because  they  are  so  discouraged  about 
financing,  and  about  trying  to  meet  unrealistic  accred- 
itation "standards"  established  by  N.L.N.  State  and 
Federal  fund  may  be  necessary. 

2)  Urge  hospitals  with  nursing  schools  not  to  cut  down 
on  the  amount  of  bedside  nursing  in  order  to  shorten 
their  courses.  To  do  so  automatically  increases  the  costs 
of  the  school,  and  at  the  same  time  produces  inadequate- 
ly trained  nurses. 

3 1  Urge  every  hospital  with  sufficient  clinical  material 
to  start  a  new  school  of  nursing  if  it  does  not  already 
have  one. 

4)  Urge  colleges,  junior  colleges,  and  universities 
to  establish  nursing  programs  where  there  is  available 
clinical  material.  This  is  a  broad  public  responsibility 
that  should  be  shared  equally  by  public  and  private  insti- 
tutions. 

5)  Establish  a  state  requirement  that  each  graduate 
of  a  two-year  or  four-year  collegiate  program  must 
have  12  months  internship  before  she  is  licensed  to  prac- 
tice nursing.  This  in  turn  would  accomplish  two  vitally 
important  purposes.  First,  it  would  insure  that  the  pub- 
lic was  protected  by  having  nurses  who  were  adequate- 
ly trained  to  care  for  them  when  they  are  ill.  Secondly, 
it  would  put  a  large  dent  in  the  nursing  shortage  prac- 
tically overnight. 

61  Discourage  practical  nurse  schools  from  seeking 
accreditation  from  the  National  League  for  Nursing. 
Otherwise  they  will  rapidly  go  the  same  way  as  the 
diploma  schools  have  gone.  The  A.N.A.  and  many 
nurse  education  leaders  have  called  for  the  abolition  of 
practical  nurses. 


184 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


7>  Pressure  the  National  League  for  Nursing  to  re- 
lax its  policy  of  weaning  the  student  nurse  away  from 
the  bedside. 

8)  Urge  hospitals  with  schools  of  nursing  to  stop 
seeking  accreditation  from  the  National  League  for 
Nursing  unless  it  changes  its  present  policies. 

91  Urge  the  American  Hospital  Association  to  establish 
an  accreditation  program  for  hospital  schools  of  nurs- 
ing, with  the  cooperation  of  the  N.L.N,  if  possible,  but 
withoaut  it  if  N.L.N,  refuses. 

101  Try  to  influence  the  N.L.N.,  and  other  student 
nurse  recruiting  agencies,  to  concentrate  more  on  the 
service  ideal  of  nursing,  rather  than  emphasizing  so 
strongly  the  career  elements.  This  would  attract  into 
nursing  more  of  those  girls  who  are  idealistically  moti- 
vated, rather  than  girls  who  merely  look  on  nursing 
as  a  stepping  stone  to  more  money  and  prestige. 

11 1  Pressui'e  State  and  Federal  governmental  agencies 
to  provide  financial  aid  directly  to  hospital  schools  of 
nursing  for  both  construction  and  operation.  Scholarships 
for  individual  students  are  fine,  but  the  schools  them- 
selves also  need  basic  support. 

121  Help  to  abolish  the  discrimination  in  government 
grants  and  support  which  nou-  favor  schools  accredited 
by  the  N.L.N. 

131  Urge  that  appointment  and  advancement  in  the 
Veteran's  Administration  be  made  on  the  basis  of  merit, 
and  not  be  limited  by  whether  or  not  the  nurse  has 
graduated  from  a  school  accredited  by  the  N.L.N..  as 
is  now  the  tendecy. 

14)  Urge  those  colleges  and  universities  which  have 
nursing  schools  to  give  more  realistic  credits  to  quali- 
fied diploma  school  graduates  for  the  work  they  have 
done  during  their  training  period.  This  credit  generally 
has  been  dropped  to  one  year  or  less,  although  not  long 
ago  many  of  these  same  colleges  and  universities  did 
not  hesitate  to  grant  even  as  much  as  two  full  years 
of  credit  for  the  work  done  in  the  diploma  school.  Many 
are  now  granting  no  credit  at  all!  The  ability  to  obtain  a 
degree  after  a  reasonable  period  of  postgraduate  study 
is  a  strong  incentive  to  recruitment  in  diploma  schools, 
particularly  where  financial  hardship  exists,  as  it  so 
often  does. 

151  Bring  pressure  to  bear  on  the  American  Medical 
Association  to  appoint  a  nursing  committee  that  is 
strongly  motivated  toward  preserving  hospital  schools 
of  nursing,  and  that  is  willing  to  stand  up  and  be  count- 
ed in  its  dealings  with  the  nurse  educationists. 

161  Bring  pressure  to  bear  at  the  A.M. A.  level  on 
the  American  Hospital  Association,  which,  in  spite  of 
some  lip  service,  appears  to  have  pretty  well  aban- 
doned its  hospital  schools  of  nursing  to  their  fate. 

Great  changes  can  be  brought  about  overnight  in  this 
picture  if  A.M. A.  and  A.H.A.  will  only  recognize  clear- 
ly what  has  happened,  and  why  it  has  happened.  Too 
many  individuals  in  both  organizations  have  written  off 
the  hospital  schools  of  nursing.  Although  a  few  years 
ago  98%  of  all  nurses  were  graduated  from  hospital 
schools,  now  less  than  75%  are  hospital  school  graduates, 
and  the  number  is  diminishing  every  year.  It  is  not  at 
alt  improbable  that  a  snowball  effect  will  soon  develop 


and  overnight  precipitate  the  rapid  closing  of  countless 
more  hospital  schools. 

There  is  still  time  to  turn  the  tide,  and  the  day  can 
still  be  saved.  But  it  will  not  happen  by  chance,  or  by 
letting  things  drift.  The  situation  calls  for  keen  analysis 
and  courageous,  cooperative  action. 

I  Applause  1 

CHAIRMAN  DUCK:  Thank  you.  Dr.  Hale,  for  a  fine 
approach  to  a  very  critical  problem. 

I  Recess  • 

i  Dr.  Paschal  read  his  remarks  at  the  opening  of 
the  Panel:  The  Heart,  Cancer,  Stroke  Program  and  its 
Implications  for  North  Carolina.  1 

I  Dr.  Paschal  assumed  the  Chair.  > 

PRESIDENT  PASCHAL:  That  completes  my  portion 
of  the  remarks.  I  want  to  turn  now  and  we  will  pro- 
ceed to  discussion  of  further  areas  of  this,  and  I  think 
you  will  find  it  of  interest  to  know  about  the  application 
that  we  have  made,  which  has  been  submitted,  and 
what  goes  into  this,  and  I'm  going  to  ask  Dean  Anlyan 
if  he  will  speak  to  this  point. 

DEAN  WILLIAM  G.  ANLYAN:  Thank  you.  President 
Paschal. 

1  think  George  has  given  us  an  admirable  birds'-eye 
view  of  how  our  program  is  developing  and  has  de- 
veloped, and  where  we  stand  today.  I  for  one  hope  that 
we  will  stop  referring  to  this  as  the  DeBakey  Bill, 
because  the  DeBakey  report  really  covered  everything 
from  sperm  to  worm,  and  the  original  bill  really  was 
only  a  very  minor  segment  of  the  total  report. 

And  finally,  by  the  wonderful  democratic  process, 
as  described  by  John  Russell  of  the  Markle  Foundation, 
the  original  bill  and  the  final  act  are  completely  dif- 
ferent. So  that  I  hope  that  we  will  refer  to  this  as  a 
regional  medical  program  and  not  the  DeBakey  Pro- 
gram. 

George  has  mentioned  that  the  central  core  of  our 
effort  in  the  next  two  years  will  be  planning  activities. 
What  sort  of  planning  activities  will  go  on  under  the 
directorship  of  Harvey  Smith? 

First  we  need  to  find  out  what  are  the  relevant  needs 
and  resources  of  the  health  professions,  not  just  phy- 
sicians, but  nurses  and  all  the  allied  professions. 

What  are  the  educational  program  needs,  the  re- 
sources, the  patterns  of  use?  What  are  the  illness  and 
care  patterns?  This  has  to  be  effected  much  as  Harvey 
Smith  did  in  his  mental  health  study,  which  is  a  classic. 

Early  in  our  deliberations  we  felt  that  continuing  edu- 
cation and  education  should  be  one  of  the  main  themes 
of  the  program.  We  all  know  that  with  the  tremendous 
paramedical  information  explosion,  the  rapid  turnover  of 
information — perhaps  as  rapidly  as  50  per  cent  of  the 
facts  of  today  changing  in  five  years— that  continuing 
education  certainly  is  going  to  be  perhaps  as  important 
or  more  important  than  the  four  years  in  medical 
school. 

With  this  in  mind,  the  group  began  to  address  itself 
to  the  how  do  we  mount  a  first-rate  continuing  educa- 
tional program?  The  individual  schools  have  for  a  long 
time  had  continuing  education  programs,  and  when  Ike 
Manson  and  I  became  deans  of  our  schools,  we  formed 
what  was  known  as  Project  Ice.  Inter-University  Con- 
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tinuing  Education  Program,  to  see  if  we  could  coordi- 
nate these  so  as  to  avoid  needless  rivalry. 

It  became  apparent  to  us  at  that  time  that  this  was 
a  very  expensive  program,  and  that  the  consumer 
could  not  carry  the  cost  of  such  a  program.  And  it  was 
about  that  time  that  this  particular  Act  was  enacted, 
and  therefore  it  was  a  natural  vehicle  to  enhance  the 
continuing  educational  programs. 

Initially,  therefore,  we  hope  to  supplement  what  has 
already  taken  place,  making  better  use  of  current  tele- 
vision, live  television  telecasts,  add  video  tape  presen- 
tations to  some  of  the  two-way  radio  conferences,  and 
initially  hopefully  get  a  mobile  unit  which  can  travel 
all  over  the  State  to  record  and  to  be  of  assistance  in 
continuing  education   programs. 

It  is  very  important,  as  we  see  it,  for  the  participa- 
tion by  the  consumer:  for  a  physician  in  hospital  action 
to  be  a  member  of  the  passive  audience  receiving  a 
continuing  education  program  certainly  would  not  bene- 
fit as  much  as  if  half  of  the  program  were  devoted  to  a 
presentation  of  one  of  his  patients  and  a  two-day  dis- 
cussion of  the  problem  of  the  day. 

In  addition,  in  the  audio-visual  portion  of  this  pro- 
gram, we  hope  to  develop  8  millimeter  film  cartridges 
that  can  be  used  for  education  of  your  patients  and 
your  paramedical  personnel.  For  instance,  how  much 
time  would  you  save,  Amos,  in  not  having  to  teach 
every  individual  diabetic  patient,  giving  them  the  15- 
20  minute  spiel  on  how  to  use  insulin''  Of  the  patient  who 
needs  to  be  instructed  in  some  other  area? 

So  one  of  the  purposes  of  this  audio-visual  program 
is  to  create  time  for  the  practicing  physician,  to  save 
time  for  him,  so  that  he  can  devote  part  of  his  day 
or  part  of  his  week  to  continuing  education. 

In  the  area  of  information  transfer,  and  more  par- 
ticularly of  libraries,  we  hope  with  this  grant  to  be  of 
more  use  to  you  in  giving  you  any  type  of  biographic 
information  or  reprint  material  that  you  may  want. 

Already  the  three  schools  in  North  Carolina  and  the 
two  in  Virginia  are  hnked  by  a  TWK  system  so  that  we 
can  pool  our  resources,  and  what  we  don't  have  in  one 
library  can  be  secured  from  the  others.  We  would 
hope  that  with  this  program  we  can  make  this  service 
available  to  you  at  your  office,  or  at  your  local  com- 
munity hospital,  so  that  any  bibliographic  material  that 
you  may  request,  or  reprints,  can  be  handled  initially 
by  phone  and  subsequently  within  the  next  decade  by  a 
computer  printout. 

This  does  create  some  problems  of  copyright:  being 
the  editor  of  one  Journal,  I've  just  found  out— it's  a  new 
journal— that  we  have  a  thousand  subscribers  now.  but 
there  are  11,000  xerox  copies  made  o;  the  articles  there 
in  every  month.  But  \\^e  have  some  competent  lawyers 
working  on  this  problem. 

Now  with  regard  to  the  computerized  hospital  network 
system  that  is  physician-oriented,  again  this  is  what 
we're  looking  at  in  this  program,  to  create  time  for  the 
practicing  physician.  How  nice  it  would  be  to  sift  out 
from  any  of  our  libraries  specifically  what  you  want  to 
read,  and  what  you  want  to  keep  up  with. 

How  nice  it  would  be  to  have  computerizezd  hospital 
records,    so   that    if   you're    at   your   office,    you   can 


have  a  printout  of  what  is  in  one  of  the  hospitals  in 
your  community.  How  nice  it  would  be  to  be  able  to 
share  the  same  hospital  record  on  your  patient,  whether 
the  patient  is  in  your  office,  at  Duke  or  Chapel  Hill, 
or  at  Bowman  Gray. 

How  nice  it  would  be,  and  how  time-saving  it  would 
be  to  have  the  EEG  laboratory  studies  all  correlated  by 
the  computer.  So  that  this  is  an  example  ol  what  we're 
planning  to  do,  perhaps  not  so  much  in  the  planning 
phase  as  in  the  operational  phase,  to  see  if,  by  com- 
puterization, and  pooling,  we  can  save  the  physician 
time  and  have  the  machine  do  some  of  the  things 
that  we're  now  doing  as  individuals. 

And  with  the  access  to  the  triangle  computer  facility, 
which  is  one  of  the  finest  in  the  world,  this  will  certainly 
be  feasible. 

Dr.  Paschal  has  mentioned  examples  of  some  of  the 
other  feasibility  studies  that  are  in  the  offing,  and  at 
this  time  perhaps  I  should  stop  and  have  some  of  the 
other  panelists  comment   on   the  program. 

Thank  you. 

PRESIDENT  PASCHAL:  Thank  you,  Dr  Anlyan. 
Let's  continue  this.  I  hope  there  will  be  audience  par- 
ticipation as  we  go  along  after  we  hear  a  little  bit 
more  about  this. 

I  think  you  would  be  interested  in  knowing  about 
the  Grants  Review-  mechanism  about  which  Dr.  Manson 
Meads  is  actually  qualified  to  tell  you.  I  didn't  introduce 
him  a  while  ago.  but  I  would  Uke  to  introduce  him  at 
this  time,  Dean  of  the  Bowman  Gray  School  of  Medicine 
at  Wake  Forest. 

Manson.  would  you  discuss  this  part  of  it? 

DR.  MANSON  MEADS:  We  thought  it  might  be  of 
some  interest  for  you  to  know  a  little  bit  of  what's 
going  on  in  Washington  right  now  as  regards  this  pro- 
gram. 

I  was  asked  to  serve  on  an  Ad  Hoc  Committee  to  re- 
view the  initial  applications,  and  we  met  on  April  26th, 
and  I  thought  that  maybe  some  feedback  from  that 
might  be  of  interest  to  you. 

As  you  have  heard,  this  program  is  being  administer- 
ed by  a  new  division  of  the  National  Institutes  of  Health, 
the  Division  of  Regional  Medical  Programs.  They  have 
secured  as  head  of  this  program,  and  with  the  title 
of  Associate  Director.  NIH.  Dr.  Robert  Mar.sden,  who 
IS  Dean  of  the  School  of  Medicine  at  the  University  of 
Mississippi.  He  is  now  going  full-time  to  head  this  new 
divis.'on. 

He  is  assembling,  I  think,  a  very  strong  staff  which 
implies  that  the  NIH  is  giving  very,  very  serious 
consideration  to  this  program  and  its  development. 

The  regular  review  and  approval  mechanism  will  be 
similar  to  that  NIH  has  used  since  its  inception.  The 
medical  schools  have  worked  with  NIH  since  1947.  The 
mechanism  which  has  been  developed  has  also  been  one 
with  which  we  have  been  reasonably  satisfied.  Its 
decision  rests  on  approval  of  grants  outside  of  the 
regular  bureaucratic  mechanism  in  Washington. 

An  advisory  committee  is  appointed  which  reviews  all 
grants.  They  make  recommendations,  and  these  are  then 
submitted  to  a  council,  as  defined  by  law.  I  think  you 
would  be  interested  to  know — and  this  I  believe  por- 
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tends  the  future— that  this  Ad  Hoc  Committee  had  rep- 
resentatives of  the  AMA,  Academy  of  General  Practice. 
Hospital  Administration,  a  Director  of  a  regional  hospital 
planning  group,  two  deans,  two  professors  of  medicine, 
Director  of  a  Cancer  Institute.  Chairman  of  a  Depart- 
ment of  Community  Medicine,  and  a  physician  represent- 
ing private  practice. 

It  is  a  very  heterogeneous  group,  but  remarkable 
how  in  a  period  of  two  days  this  group  certainly  ar- 
rived at  the  common  denominators  of  this  program,  as 
has  been  explained  to  you. 

I  think  it  is  important  to  recognize  that  many  of 
these  grants  that  were  turned  in  and  are  being  de- 
velped  came  out  of  a  really  unclear  atmosphere  as  to 
what  was  expected.  Guidelines  were  received  only  about 
a  month  before  the  initial  grants  were  turned  in.  I 
think  this  is  good,  because  the  11  applications  that  were 
reviewed,  all  the  way  from  Hawaii  to  Vermont,  tot- 
alling about  $14  million,  represented  a  wide  spectrum, 
did  represent  local  thinking,  local  planning,  and  not 
edicts  that  had  come  out  from  Washington  as  to  how 
this  program  was  to  be  carried  out. 

I  think  this  is  a  good  sign,  because  this  is  one  of  the 
fine  things  about  this  program,  local  planning  and 
local  development. 

The  problem  was  to  separate  planning  from  opera- 
tional components  of  these  11  programs.  Definitely, 
planning  grants  and  planning  studies  will  be  funded  dur- 
ing this  initial  go-round,  and  not  anything  which  is 
definitely  an  operational  phase  of  the  program.  This 
comes  next,  and  an  applicant  may  have  approval  of  a 
planning  grant,  and  within  three  to  six  months  submit 
another  application,  a  supplement,  either  to  expand 
his  planning  study  or  to  begin  an  operational  program, 
any  component  thereof. 

I  think  that  the  group  was  particularly  concerned 
that  any  application  that  came  in  was  not  lopsided, 
that  it  was  not  an  application  which  merely  was  going 
to  support,  say,  continuing  education  in  a  region.  This 
had  to  be  a  total  look  at  the  total  care  of  and  total 
resources,  and  total  facilities  of  a  region,  and  was 
there  going  to  be  a  buildup  of  this  total  regional  coop- 
erative effort  for  the  benefit  of  patient  care  in  areas 
of  heart  disease,  cancer  and  stroke,  and  related  areas? 

So  that  the  breadth  of  the  plan,  the  concentration 
on  the  categorical  nature  of  this,  because  this  is  in  the 
law.  the  strength  of  the  regional  cooperative  arrange- 
ment—this couldn't  be  just  a  medical  school  getting 
together  with  one  community  hospital  and  trying  to  pro- 
duce this  program.  It  had  to  be  a  clearly  defined  region 
and  broad  cooperation. 

There  was  concern  that  an  advisory  committee,  when 
it  was  set  up,  was  not  still  just  a  rubber  stamp.  This 
advisory  committee  would  be  actually  a  working  com- 
mittee that  would  approve  and  would  oversee  and  guide 
the  whole  development  of  the  program  and  evaluate 
as  it  went  down  in  terms  of  objectives. 

I  think  one  other  point  was  that  they  hoped  that  this 
would  not  concentrate  just  on  physicians,  that  the  im- 
pact would  also  be  at  the  paramedical  level. 

Well,  there's  $26  million  in  fiscal  '66,   They  expect 
about  30  applications:  and  for  fiscal  '67,  the  President 


has  in  his  budget— and  it  has  not  been  contested  by  Mr. 
Fogarty— so  it  looks  like  it's  about  it— it  will  be  $45 
million.  So  you  can  see  that  the  impact  on  the  State  of 
North  Carolina  is  primarily  getting  ready  to  get  into  an 
operational  phase.  The  impact  on  the  physicians  of  this 
State  is  going  to  come  over  a  period  of  time.  I  think 
this  is  wise.  I  think  it  is  an  unique  opportunity  to  sit 
down  with  representatives  of  the  various  health  profes- 
sions and  plan  for  a  comprehensive  approach  to  this.  It's 
going  to  be  very  valuable,  and  this  takes  time  if  we're 
going  to  have  an  effective  program. 

Thank  you. 

PRESIDENT  PASCHAL:   Thank  you,  Manson. 

Our  application,  as  it  was  finally  submitted,  was 
one  of  a  considerable  number  of  pages,  and  we  thought 
it  was  a  very  substantial  document,  I  learned  that  the 
application  that  came  from  Texas  weighed  146  pounds. 
I  don't  know  what  they  included  in  that,  but  that  was 
a  very  extensive  thing. 

I  believe  you  would  find  it  interesting  to  discuss 
something  about  the  relationship  of  the  medical  centers 
to  the  demonstration  hospitals,  and  1  will  ask  Dr,  Isaac 
Taylor  to  speak  to  this. 

DR.  ISAAC  M.  TAYLOR:   Thank  you.  George. 

I  think  one  of  the  very  interesting  things  about  Pub- 
lic Law  89-239  is  that  it  has  provided  an  opportunity  for 
medical  schools  and  practicing  physicians,  and  in  our 
State  the  medical  schools  and  the  Medical  Society,  to  get 
together  in  a  very  meaningful  way. 

One  of  the  things  that  has  bothered  me  about  our 
State  over  the  course  of  the  last  15  years  has  been 
what  I  would  observe  to  have  been  a  drifting  away  from 
each  other  of  the  medical  schools  and  the  State  Medical 
Society.  This  is  an  unnatural  thing,  certainly  as  far 
as  the  Medical  School  at  the  University  of  North  Caro- 
lina is  concerned. 

The  Medical  Society  played  a  major  role  in  its  estab- 
lishment, and  this  is  as  it  should  be.  For  a  variety 
of  reasons,  however,  we  have  drifted  apart,  and  one  of 
the  great  and  most  exciting  things  to  me  about  this  pre- 
sent project  is  the  fact  that  it  brought  the  Medical  So- 
ciety and  not  only  my  medical  school,  but  the  other  two 
medical  schools  in  North  Carolina,  working  together  on 
a  regular  basis  in  the  interest  of  medical  care  in  our 
State:  and  I  think  that  this  is  going  to  have  very  impor- 
tant benefits  for  all  of  us. 

One  of  the  reasons  the  medical  educators  and  or- 
ganized medicine  can  get  together  on  this  legislation  is 
that  both  groups  were  scared  to  death  when  the  bills 
were  first  introduced  into  Congress.  The  first  we  heard 
about  it  in  medical  schools  was  at  a  meeting  of  the 
Association  of  American  Medical  Colleges  in  Chicago, 
which  occurred  during,  I  guess  it  was.  the  winter  of 
1965,  and  concomitantly,  there  was  occurring  a  meeting, 
a  special  meeting  of  the  House  of  Delegates  of  the 
A.M. A.  to  talk  about  Medicare,  the  passage  of  which 
was  incipient  at  the  time. 

Dr.  Amos  Johnson  was  quoted  to  me — and  if  I'm 
mistaken  in  relating  this  quote — he  was  quoted  to  me 
as  saying  that  he  was  attending  a  meeting  on  the  wrong 
bill,  because  the  regional— the  Heart  Disease.  Cancer 
and  Stroke  legislation  had  much  more  long-term  im- 
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portance  for  the  practice  of  medicine  than  Medicare. 

At  the  same  time  as  we  say  we  medical  school  deans 
were  hearing  about  the  legislation  for  the  first  time,  and 
many  of  us — I  included— were  very  concerned  that  this 
represented  a  tour  de  force  on  the  part  of  the  Federal 
Government  to  impose  upon  medical  schools — and  I  was 
looking  at  it  from  the  medical  school  point  of  view 
at  that  time — the  responsibility  for  undertaking  the 
delivery  of  health  care  information  effecting  the  pat- 
terns of  the  practice  of  medicine,  the  practice  of  re- 
ferral of  patients,  in  a  fashion  which  I  thought  was 
fundamentally  unsound,  and  which  I  knew  my  medical 
school  was  not  prepared  to  embark  upon  with  the  limit- 
ed resources  which  we  had. 

Well,  as  the  legislation  progressed  through  Congress, 
and  particularly  in  the  subcomittee  of  the  House  of 
Representatives,  which  was  charged  with  its  study 
and  revision,  major  changes  were  made  which  make  it 
a  much  easier  bill  to  live  with,  and  gives  us  the 
opportunity  I  believe  to  work  together  to  make  of  the 
legislation  what  we  want  it  to  be.  And  when  I  say 
"we,"  I'm  not  talking  as  a  medical  school  dean  at  this 
time.  I'm  talking  of  the  entire  medical  community, 
medical  schools,  the  Medical  Society,  the  community 
hospitals,  and  practicing  physicians. 

I  might  say,  parenthetically,  that  two  of  our  Congress- 
men, Mr.  Broyhill  and  Mr.  Kornegay,  were  on  the  Con- 
gressional subcommittee  which  brought  about  the  major 
improvement  in  the  legislation,  and  I  think  they  had 
an  important  part  to  play  in  that. 

Our  planning  grant  proposes  that  the  three  medical 
schools  establish  on  a  demonstration  and  feasibility 
study  basis  the  relationship  of  three  community  hospi- 
tals, and  these  have  been  mentioned  by  George  Paschal 
previously,  a  relationship  between  Duke  and  the  Cab- 
arrus Memorial  Hospital  at  Concord;  Bowman  Gray 
and  Mission  Memorial  here  in  Asheville,  and  my  medical 
school  and  the  Memorial  Hospital  in  Greensboro. 

These  are  in  the  nature  of  demonstration  affiliations, 
and  it's  going  to  be  part  of  the  planning  process  to 
work  out  the  relationship  between  these  three  hospi- 
tals and  the  medical  schools  to  see  what  can  be  done. 

I  would  like  to  take  this  opportunity  to  reiterate  what 
Dr.  Paschal  has  said,  and  that  is  that  the  initiative 
for  the  relationship  between  community  hospitals  and 
the  medical  school  centers  has  got  to  come  from  the 
doctors  who  use  the  community  hospitals.  We  do  not 
think  it  possible  for  the  medical  school,  any  medical 
school,  to  go  into  any  community  and  say  to  the  doctors 
there  "we  want  to  affiliate  with  you  and  we're  going 
to  be  a  big  help  to  you  in  the  practice  of  medicine." 
This  is  absolutely  beyond  our  desires  and  beyond  our 
capability  for  many,  many  reasons  which  you  will  ap- 
preciate. 

On  the  other  hand,  the  provisions  of  this  bill,  if  we 
get  an  operational  grant,  make  it  possible  for  the  med- 
ical school  to  entertain  proposals  from  groups  of  phy- 
sicians working  around  the  community  hospital,  or  in  a 
region  of  our  state — make  it  possible  for  us  to  entertain 
proposals  whereby  if  we  can  be  of  assistance,  if  the 
medical  schools  can  be  of  assistance,  we  can  work  with 
you. 


This  will  be  made  possible  by  making  money  avail- 
able for  this  program.  But  I  would  like  to  make  it 
perfectly  clear  that  the  initiative,  by  and  large,  needs 
to  come  from  the  local  level  and  not  from  Winston- 
Salem  or  Durham,  or  Chapel  Hill,  nor  will  it  come  from 
the  headquarters  of  the  State  Medical  Society,  I  dare 
say. 

As  the  program  gets  under  way,  as  information  about 
it  is  disseminated,  we  expect  that  groups  of  physicians 
will  be  interested,  will  see  problems  which  they  have 
in  their  communities,  and  will  come  to  the  medical 
centers  with  proposals  for  working  together  on  those 
problems.  I  am  hopeful  that  with  this  kind  of  local  in- 
itiative we  can  really  face  problems  straight  on  which 
must  be  bothering  all  of  you  as  they  bother  us,  as  we 
see  them  in  msdical  schools  from  our  particular  point 
o?  view,  and  get  on  with  the  solution  of  some  of  these 
things. 

Now  the  organization  which  will  spring  from  the 
planning  studies  gives  us  as  physicians  importantly  the 
possibility  of  establishing  mechanisms  for  dealing  with  a 
large  variety  of  the  Federal  programs  which  are  com- 
ing up  in  relation  to  health.  These  are  assistance  pro- 
grams, primarily  educational  in  nature,  but  they  call  for 
the  participation  of  the  medical  profession  in  their  im- 
plementation, and  I  would  refer  to  the  proposed  legis- 
lation for  educational  systems,  for  allied  professional 
groups,  the  poverty  program  from  the  Office  of  Eco- 
nomic Opportunity,  the  Appalachian  program. 

All  of  these  programs  have  important  implications 
for  the  practice  of  medicine,  and  for  medical  education, 
and  we're  going  to  be  called  upon  to  deal  with  them. 
We're  going  to  be  called  upon  to  integrate  these  pro- 
grams with  the  Heart  Disease,  Cancer  and  Stroke  Pro- 
gram. 

It  seems  to  me  that  the  Inter-School-Medical  Society 
organization  which  we  should  be  able  to  set  up  is  going 
to  be  very  useful  to  us  in  meeting  our  responsibilities 
as  a  profession  with  this  plethora  of  new  Federal  pro- 
grams. 

PRESIDENT  PASCHAL:  Thank  you  very  much.  Dr. 
Taylor. 

I  think  that  we  would  be  interested  in  knowing  some- 
thing about  how  the  physician,  how  should  the  physician 
in  the  state  be  able  to  take  advantage  of  this  program; 
and  one  of  our  Medical  Society  representatives.  Dr. 
Ladd  Hamrick,  will  speak  to  this  point. 

DR.  LADD  W.  HAMRICK:  Thank  you,  Dr.  Paschal. 

Ladies  and  gentlemen.  I  will  dwell  primarily  on  the 
educational  aspects  of  the  program  as  far  as  practicing 
physicians  are  concerned,  because  from  the  standpoint 
of  my  interest  in  this  program,  this  is  the  most  practical 
aspect  of  it. 

To  briefly  review  some  of  the  things  that  have  been 
pointed  out.  and  to  look  into  the  future  somewhat,  we 
envision  a  widespread  two-way  radio  conference  in 
which  all  of  the  medical  schools  will  participate,  which 
will  have  extreme  flexibiUty  as  far  as  timing  is  con- 
cerned, so  that  the  physician  can  pretty  well  take  ad- 
vantage of  this  at  any  time  he  desires. 

The  same  information  live-wire  television  broadcasts 
over  the  educational  television  system — the  tap  system 
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which  has  been  mentioned  is  envisioned  as  covering 
the  entire  state,  in  which  educational  television  tapes 
can  be  made  by  the  medical  centers,  and  this  is  already 
operational  at  all  three  medical  schools.  A  system  of 
dissemination  of  the  state  to  be  set  up  so  that  any 
physician,  any  hospital  in  the  state  can  take  advantage 
oi  these  at  any  time  through  our  so-called  television 
truck  that  has  been  mentioned. 

We  envision  that  it  will  be  possible  to  actually  have 
conferences  going  on  between  a  community  hospital  and 
a  medical  center,  that  tapes  of  patient  presentations  and 
discussions  could  be  made,  and  then  audio  hookup  for 
a  few  minutes  after  that  for  questions  and  discussion. 

The  television  film  packets  that  Dr.  Anlyan  mentioned 
I  think  have  a  very  important  role  in  this,  in  that  many 
of  these  can  be  made  for  all  varieties  of  patient  in- 
struction. They  can  also  be  broadened  into  physician 
instruction  of  paramedical  personnel. 

So  that  as  the  program  is  envisioned,  we  think  there 
are  a  variety  of  ways  in  which  the  physician  can  keep 
abreast  of  current  knowledge  by  very  close  communi- 
cation with  the  centers  through  the  tape  mechanism 
and  through  direct  communication. 

Now  this  program  is  not  designed  specifically  for 
physicians.  We  feel  it  would  be  of  very  little  advantage 
to  highly  educate  the  physician  and  not  have  the  indi- 
viduals with  whom  he  works  be  similarly  instructed; 
and  literally  I  think  the  program  is  envisioned  as 
covering  everybody  in  the  hospital,  from  floor  sweeper 
to  administrator,  and  particularly  to  involve  nurses  and 
technicians,    other    paremedical    personnel. 

And  as  the  program  is  envisioned  in  its  future  opera- 
tion, we  feel  that  all  of  these  groups  will  be  able  to  par- 
ticipate in  this.  In  this  way,  o"  course  better  patient 
care,  more  effecient  patient  cave,  time-saving  for  the 
physician  in  that  many  of  his  more  menial  tasks  can  be 
turned  over  to  some  of  the  paramedical  personnel. 

The  computer  program  which  Di'.  Anlyan  has  men- 
tioned would  seem  to  have  far-reaching  implications. 
He's  mentioned  the  medical  information  repository. 
Many  of  you  have  been  involved  in  setting  up  utiliza- 
tion committees.  Dr.  Meads  tells  me  that  his  belief 
is  you  cannot  set  one  of  these  up  without  a  com- 
puter service.  It  is  envisioned  that  this  type  of  opera- 
tion could  be  put  into  our  computer  program. 

The  instant  bibliographic  retrieval  that  is  envisioned 
for  the  future  where  you  can  simply  pick  up  the  phone 
and  say  "give  me  the  latest  article  on  so-and-so,"  and 
it  will  be  zipped  off  on  a  high  speed  printer  and  shoot 
the  light  right  off  our  desk— this  may  be  far  in  the  fu- 
ture, but  I  don't  think  it's  something  that  we  should 
not  look  forward  to. 

This  type  of  program,  of  course,  will  keep  the  physi- 
sian  abreast,  make  his  ability  to  obtain  knowledge  much 
more  rapid,  and  keep  him  in  closer  communication 
with  the  centers.  It  will  enable  him  to  better  select  pa- 
tient referrals,  better  cooperate  with  the  center  in  con- 
tinuing care  of  the  patient. 

So  in  general,  I  think  that  this  offers  us  a  tremendous 
opportunity  to  bring  down  to  a  very  short  distance  our 
lines  of  communication  between  the  community  hos- 
pital, the  practicing  physician,  and  the  centers;  and  in 


this  way  we  envision  a  broad  state  network  of  medical 
care  in  which  there  are  no  hiatuses  of  communication, 
and  in  which  both  the  physician  can  save  time  and  be 
better  equipped  to  take  care  of  his  practice,  and  in 
which  the  patient  also  will  get  better  care  because  of 
this. 

PRESIDENT  PASCHAL;   Thank  you,  Ladd. 

Of  course,  going  back  to  the  local  hospitals.  I  think 
we  have  an  opportunity  and  really  a  responsibility  to  try 
to  simplify  and  make  more  effective  our  system  of 
record-keeping.  To  do  this.  I  think  we  need  to  get  rid 
of  our  kind  of  hodge-podge  system  of  hospital  num- 
bers for  our  charts  and  patients,  and  I  believe  that 
we.  as  a  Medical  Society,  in  our  local  areas  cer- 
tainly, can  work  in  our  community  hospitals  in  trying 
lo  change  the  pattern,  the  current  pattern  of  hospital 
numbers  for  patients,  and  to  make  it  something  that 
would  be  uniform  throughout  the  whole  state. 

In  some  areas,  this  has  been  changed  so  that  every 
patient  that  comes  into  the  hospital  have  his  Social 
Security  number.  There  are  not  very  many  people 
that  don't  have  Social  Security  numbers,  and  it  won't 
be  long  until  everyone  I  think  will.  This  might  be  one 
way  that  this  can  be  done. 

I  would  like  to  go  on  and  ask  Dr.  Shackleford  at  this 
time  to  try  to  outline  some  of  the  various  continuation 
e:!ucation  projects  which  might  be  proposed  during  the 
planning  phase  of  this  program.  Bob.  will  you  speak  to 
that  plea.se? 

DR.  ROBERT  H.  SHACKLEFORD  JR.;  Those  of  you 
who  read  the  DeBakey  Report — Dr.  Anlyan  suggests 
we  not  refer  to  it  as  such— but  it  was  intimidated  in 
this  report  that  if  the  knowledge  and  skills  presently 
available  were  applied  by  those  of  us  who  have  the 
responsibility  of  caring  for  patients,  that  we  could  do 
away  with  heart  di.sease,  cancer  and  stroke.  This 
is  somewhat  facetious,  and  I'm  sure  that  we  don't  really 
believes  that  this  was  implied  in  the  report. 

But  in  any  event  certainly  there  is  a  great  gap,  or 
too  large  a  gap  between  the  development  of  techniques, 
the  development  of  changing  patterns  of  patient  care, 
and  the  application  of  these  patterns  in  the  day-to-day 
care  of  the  patient  in  Mt.  Olive  or  Garland,  or  Salis- 
bury, or  Charlotte,  or  wherever  this  may  happen  to  be. 

The  key  to  improving  this  is  continuing  education, 
both  physician  oriented,  and  paramedically  oriented 
areas,  because  many  of  the  new  techniques  and  the 
new  procedures  today  are  not  possible  with  physicians 
only.  They  are  possible  only  when  physicians  are  able 
to  work  with  teams  of  highly  skilled  paramedical  people. 

Our  planning  group  sees  education  as  one  of  its 
earliest  goals,  and  we  indicated  we  wanted  all  the 
fields  of  education. 

There  are  many  techniques,  and  we  can  see  that  the 
optimal  technique  for  physician  education  provides  im- 
mediate personal  consultation  to  assist  with  the  puzzling 
medical  problem,  but  this  is  not  attainable  on  a  wide 
scale.  And  the  various  audio-visual  programs  that  have 
been  referred  to  previously  are  being  proposed  as  an  in- 
termediate step  in  helping  to  give  us  a  little  more 
intermediate  consultation,  to  help  us  talk  about  prob- 
lem  cases   with   various  experts  in  the  field,   to  talk 
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about  the  problems  that  occur  not  with  the  theoretical 
patient,  or  not  with  the  patient  in  the  medical  center, 
but  many  times  with  a  patient  that  you  or  I  happen  to 
have  under  treatment  at  this  particular  time. 

The  various  types  of  film  cartridges  to  be  used  by  oth- 
er than  nursing  groups:  the  audio-visual  program 
which  we  have  indicated  is  also  included  in  this;  the 
cooperative  arrangements  between  the  various  hospi- 
tals certainly  will  provide  many  opportunities  for  con- 
tinuing education,  conferences,  and  consultations,  to  be 
held  at  the  hospital,  and  involved  where  you  can 
talk  with  these  men  about  your  own  particular  patients. 

Bowman  Gray  proposes  a  physician  traineeship,  and 
this  is  a  program  in  which  their  present  teaching 
rounds,  or  present  teaching  conferences  that  are  used  to 
teach  medical  students  and  their  house  officerse— these 
conferences  would  be  arranged  so  that  the  physician 
in  practice  could  come  for  a  series  of  weeks  and  partici- 
pate in  these  conferences. 

We  plan  to  make  application  in  our  grant  for  funds  to 
pay  physicians  a  per  diem  which  would  cover  some  of 
his  overhead  during  the  time  that  he  spent  in  involving 
himself  in  these  studies.  We  feel  that  this  would  en- 
courage more  people  to  do  this. 

Just  an  example:  At  Bowman  Gray  on  Tuesdays,  at 
the  present  time,  at  8  to  9  o'clock,  they  have  a  neurol- 
ogy panel,  from  9:30  to  12  noon  they  have  neurology 
teaching  cUnic  with  referred  patients.  From  1  to  2, 
they  have  a  neurology  conference,  which  is  both  gross 
and  microscopic  pathology  in  neurology,  and  then 
from  4  to  5  they  have  neurology,  neuro-surgery,  neuro- 
ophthalmology,  a  clinic  conference. 

They  propose  to  add  to  this  from  2  to  3,  a  neurology 
conference  for  the  visiting  trainees  to  present  material 
and  discuss  problems. 

Therefore,  with  the  addition  of  one-hour  courses,  a 
physician  could  attend  these  session  on  a  weekly  basis 
for  a  period  of  six  months,  or  whatever  length  of  time 
were  to  be  determined,  and  get  a  great  deal  of  in- 
tense training  in  neurology,  and  certainly  this  would 
have  wide  implication  in  his  educational  opportunities  in 
heart,  cancer — in  stroke  in  particular— and  the  various 
neurological  disorders  that  go  along  with  this. 

There  is  a  wide  possibility  in  many  areas  for  con- 
tinuing education,  and  for  those  of  us  in  practice  who 
sit  on  this  Executive  Committee,  we  feel  that  there  is  an 
excellent  opportunity  to  provide  each  of  you  with  many 
excellent    continuing   educational   opportunity. 

PRESIDENT  PASCHAL:   Thank  you,  Robert.  We're 

I  about  to  run  out  of  time.  I'm  afraid  that  I'm  guilty  of 
stealing  some  of  Dr.  Poteat's  subject  matter  and  denied 
him  the  right  to  express  all  of  those  things,  but  he 
does  have  a  couple  of  minutes,  and  let  him  talk  to  you 
at  this  time. 

DR.  HUBERT  M.  POTEAT,  JR.:  That  was  about  the 
most  ungracious  introduction  I  ever  had. 
I         Mr.  Chairman,  the  hour  cometh  that  we  really  should 
be  through  with  this,  and  I  shall  not  detain  you  but 
a  moment. 

I  think  most  of  us  are  quite  skeptical  ad  apprehen- 
sive of  any  edict  that  emanates  from  the  palaces  of  the 
North  Bank  of  the  Potomac.  When  you  add  to  that  a 


catalyst  of  a  surgeon  who  operates  in  an  astrodom  so 
that  everybody  can  see  him,  you  have  an  almost  un- 
tenable situation. 

When  George  asked  me  to  represent  the  Medical  So- 
ciety on  this  committee.  I  had  considerable  misgivings. 
However,  I  soon  learned  that  the  original  concept  of  the 
so-called  DeBakey  bill  had  been  modified  so  that  it 
did  not  even  resemble  its  original  intent. 

These  three  distinguished  gentlemen  who  serve  as 
the  Deans  of  our  medical  schools  were  reluctant  to  say 
it.  I'm  not.  They  are  the  ones  primarily  who  were  re- 
sponsible for  having  this  bill  modified  to  the  degree  that 
we  can  live  with  it.  They  did  this  through  our  Congress- 
men, and  we  are  indeed  in  their  debt. 

It  has  been  a  source  of  a  great  deal  of  pride  to  me 
to  see  the  fine  relationship  which  exists  between  our 
three  medical  schools.  They  leave  their  rivalries  where 
they  belong,  on  the  football  field  and  basketball  court. 
Their  relationship  to  those  of  us  who  are  in  private 
practice  in  community  hospitals  is  on  a  first-name 
basis.  That  puts  North  Carolina  in  a  very  unique  posi- 
tion. 

There  is  no  reason  that  this  whole  program  won't 
accrue  to  the  benefit  of  our  patients,  and  after  all  that's 
what  we're  interested  in.  This  is  an  educational  pro- 
gram. 

Chub  Seawell  said  an  intellectual  was  an  egghead  who 
had  had  more  education  than  his  inteUigence  can  tol- 
erate. I  hope  we  don't  get  overeducated. 

PRESIDENT  PASCHAL:  Thank  you.  Hubert.  It  ap- 
pears that  we're  really  out  of  time.  We  might  have  time 
for  one  or  two  questions. 

QUESTION:  \Vhen  a  community  hospital  makes  an 
application  for  participation,  do  they  have  to  ask  for 
for  certain  affiliation  with  either  one  of  the  schools? 

DR.  TAYLOR:  I  did  refer  to  this.  I  think  the  answer 
to  this  is  in  the  future  to  determine  and  will  be  one  of 
the  things  which  the  planning  group  will  have  to  ex- 
amine. These  exact  mechanisms  are  not  clear.  As 
of  the  present  mement,  a  community  hospital,  a  group 
of  physicians  around  the  community  hospital,  who  want 
to  establish  an  affiliation  should  address.  I  think,  one 
of  the  three  medical  schools. 

I  would  like  to  expand  my  earher  remarks  a  moment 
about  this,  because  I  suspect  that  the  practicing  phy- 
sicians in  this  state,  in  the  community  hospitals,  are 
going  to  be  disappointed  at  the  foot  dragging  which  the 
medical  schools  do  in  this  business,  because  if  the  ivory 
tower  is  white  in  color,  it's  white  in  color  because  sweat 
is  relatively  transparent,  and  there's  a  good  deal  of 
work  going  on  in  the  ivory  towers  now.  Certainly  we 
think  so. 

And  the  faculties  of  medical  schools  are  loath  to 
undertake  marked  extension  of  their  responsibilities 
until  we  can  get  some  assistance.  So  I  want  to  say  that 
it's  likely  there  that  many  communities  will  be  cross 
with  us  because  we  just  don't  leap  to  the  breach  at  the 
slightest  suggestion. 

Now  these  affiliations,  you  will  find  too,  are  not  easy 
to  work  out.  because  when  you  start  getting  a  group  of 
doctors  and  a  group  of  academic  physicians  together, 
the  differences  very  soon,  in  points  of  view  which  are 
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real,  come  to  the  surface,  and  it  takes  time  to  negotiate 
these  points. 

For  the  present,  however,  it  seems  to  me  that  hos- 
pitals which  are  interested  in  exploring  affiliations 
ought  to  approach  one  of  the  medical  schools  directly. 

PRESIDENT    PASCHAL:    Thank    you    very    much. 

DR.  SHACKLEFORD:  I  think  it  might  help  to  point 
out  that  the  three  proposed  relationships  that  are  going 
on  are  part  of  our  planning  program,  and  these  repre- 
sent feasibility  studies  to  determine  how  feasible  it  is 
for  a  medical  school  to  affiliate  with  a  community  hos- 
pital. And  a  great  deal  of  what  is  done  in  the  future 
will  depend  on  our  evaluation  of  these  present  feasibility 
studies,  and  so  we  will  know  how  much  will  it  cost? 
How  much  manpower  will  it  take  to  maintain  a  certain 
type  of  relationship  with  a  community  hospital? 

A  lot  of  this  has  to  be  worked  out,  and  the  exact 
mechanisms  will  depend  to  a  large  extent  on  the  con- 
tinuing study  of  the  proposed  relationships  that  are 
going  to  exist  in  the  planning  phase  of  our  program. 

DR.  HAMRICK:  I  think  it  might  be  worthwhile  to 
point  out  also  that  this  is  envisioned  as  an  extremely 
flexible  situation,  and  there  will  be  many  opportunities 
to  participate  in  the  program  without  having  an  iron- 
clad relationship  with  one  of  the  schools.  There  are 
many  facets  of  this  program  which  will  be  available 
on  a  broad  coverage  basis,  so  that  you  may  participate 
at  almost  any  level  you  want  to.  And  if  a  community 
hospital  desires  to  have  a  more  firm  relationship,  then 
this  may  be  developed.  But  I  believe  as  we  envision 
the  program,  there  is  a  level  at  which  the  schools  co- 
operate in  producing  various  educational  programs,  that 
any  physician  can  take  advantage  of  without  having  to 
establish  one  of  these  firm  relationships. 

Now  if  you  want  more,  why  then  you  have  to  estab- 
lish such. 

PRESIDENT  PASCHAL:  I  would  like  to  re-emphasize 
that  the  whole  bill  is  predicated,  or  the  whole  Act  is 
predicated  on  local  planning,  and  this  calls  for  leadership 
at  the  local  level,  and  this  is  where  the  individual 
files,  I  think,  and  the  Medical  Societies  locally  can 
make  a  very  substantial  contribution. 

DR.  BEDDINGFIELD:  Do  we  have  time  for  one  com- 
ment and  one  question.  Dr.  Paschal'? 

I  would  like  to  say  this  in  credit  to  the  deans.  Cer- 
tainly organized  medicine  was  very  wary  and  obviously 
hostile  to  the  Heart.  Cancer  and  Stroke  program  as  it 
was  first  introduced.  We'd  just  been  clobbered  by  you 
know  what  at  the  time,  and  this  had  big  implications, 
and  North  Carolina  was  strategically  an  important 
state,  because  we  were  the  only  state  that  had  two 
Congressmen  who  were  members  of  the  House  Inter- 
state and  Foreign  Commerce  Committee  considering 
this  legislation. 

So  the  deans  of  the  three  North  Carolina  schools 
were  important  in  approaching  this  committee.  And  in 
credit  to  them  I  would  like  to  say  that  before  they  ex- 
pressed themselves  to  Washington,  they  did  com- 
municate with  the  State  Medical  Society  and  sought  our 
ideas,  and  worked  very  fine  with  us  at  all  times  all 
along  the  line. 

Now  the  question,  and  I  will  direct  this  to  Dr.  Meads. 


Some  of  the  proponents  of  the  original  bill  felt  that 
what  happened  in  committee  was  an  emasculation.  I 
have  seen  that  word.  Other  people  speak  of  it  as  an  im- 
provement and  a  refinement  in  the  bill.  I  wonder  if  you 
sense  in  your  dealings  at  NIH  that  this  was  indeed 
an  emasculation,  and  I  wonder  if  you  sense  that  there 
will  be  soon  any  efforts  to  amend  the  legislation  more 
in  the  direction  of  the  regional  bill. 

DR.  MEADS:  Certainly  the  discussion  we  had  on  the 
26th  and  27th  of  April.  Ed.  I  saw  none  of  that.  I  saw 
an  attempt  in  fact  to  be  very  careful  that  anything  that 
was  done  was  within  the  confines  of  the  bill  as  it  was 
amended,  and  the  present  bill  we  have. 

We  can't  reject  the  future,  but  we  all  have  to  be 
alert  to  any  effort.  There  is  this  other  group,  and  we 
have  to  be  constantly  alert  to  this. 

But  certainly  the  group  that  is  now  in  charge  of  the 
operation  of  this  new  division  is  strictly  interested  in  the 
intent  of  the  bill,  as  it  is  nou  written,  and  there  was 
no  indication  that  they  wanted  to  make  any  new  amend- 
ments. 

DR.  CROWELL:  Mr.  Chairman,  could  I  ask  one 
uestion? 

Do  I  understand  that  the  medical  schools  will  be 
responsible  for  the  collection  and  correlation  and  the 
preparation  of  the  material  that  will  be  distributed 
over  this  radio  and  television  network? 

DR.  ANLYAN:  In  the  planning  phase,  yes.  I  think 
we  would  have  the  staff  among  the  three  schools, 
particularly  with  the  mobile  unit,  so  that  the  staff  could 
move  down  to  any  community  hospital  or  clinic,  and 
initiate  or  tape  a  program  at  that  point.  So  that  we 
would  provide  the  central  staff:  that's  right. 

DR.  MEADS:  Could  I  say  one  word  on  that?  One 
phase  of  the  planning  grant  is  an  individual  will  be  re- 
sponsible for  collecting  data  from  the  physicians  of  the 
state  as  to  what  they  want  in  terms  of  continual  edu- 
cation. I  think  this  is  one  thing  that  we  at  the  medical 
schools  have  no  idea  of.  what  you  want  and  what  you 
need. 

So  that  during  the  planning  phase,  and  we  hope  this 
is  going  to  be  a  project  that  has  the  particular  at- 
tention of  the  State  Medical  Society  and  sponsorship — 
we  will  have  staff  who  will  be  able  to  get  to  your  of- 
fices, to  county  medical  societies,  to  try  to  find  out 
what  the  physicians  of  this  state  want  in  terms  of  con- 
tinuing education. 

PRESIDENT  PASCHAL:  Thank  you  very  much.  I 
regret  that  the  time  is  over.  I  want  to  thank  the  mem- 
bers of  the  panel  for  their  participation.  The  Medical 
Society  has  indicated  its  interests  in  this  by  authorizing 
the  appointment  of  our  representatives  to  this  planning 
group,  and  we  will  hear  more  about  this  program  as 
time  goes  along,  and  we  will  continue  to  be  represented 
adequately  at  all  levels  of  the  planning  phase  and  later 
in  the  operational  phase. 

Thank  you  very  much.  I  am  grateful  to  all  of  you 
for  listening. 

'  Dr    Duck  resumed  the  Chair,  i 
CHAIRMAN  DUCK:    We  congratulate  the  panel  for 
this  very  intellectual  approach  today. 
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For  your  interest,  you  might  want  to  know  liow 
many  people  are  registered  here.  We  have  registered  a 
total  of  1,059  person  at  this  112th  Annual  Meeting.  Of 
this  group,  we  have  546  M.D.'s,  and  we  have  114  medical 
students.  The  rest  are  exhibitors  and  other  related  per- 
sonnel. 

At  this  time  we  come  to  the  election  of  some  officers. 
There  are,  as  you  will  notice  on  your  program,  two 
vacancies  on  the  Editorial  Board  of  the  North  Carolina 
Medical  Journal.  These  positions  have  been  vacated 
by  the  expiration  of  the  terms  on  the  following  doc- 
tors, Dr.  Robert  Prichard  and  Dr.  John  B.  Graham. 

Do  I  hear  a  motion  at  this  time  for  nominations  for  the 
Editorial  Board  of  the  Medical  Society  Journal? 

DR.  STYRON;  Mr.  Chairman.  Dr.  R.  A.  Ross  was 
nominated  by  the  Editorial  Board  for  the  interim  term, 
and  I  should  now  like  to  nominate  Dr.  R.  A.  Ross  for 
a  four-year  term,  and  also  Dr.  Robert  Prichard,  the 
Editor  of  the  Journal,  for  a  four-year  term. 

CHAIRMAN  DUCK:  Thank  you.  Dr.  Styron.  I  might 
point  out  that  Dr.  J.  B.  Graham  resigned  from  the 
Board,  and  his  term  expired  also.  But  Dr.  Ross  had 
served  in  the  interim,  as  Dr.  Styron  pointed  out,  and 
these  nominations  are  on  the  floor. 

Are  there  other  nominations  for  these  Board  positions? 

I A  motion  was  made  that  nominations  be  closed, 
which  was  duly  seconded,  i 

All  in  favor  of  the  motion  that  the  nominations  for 
the  Editorial  Board  be  closed,  and  that  Dr.  Robert 
Prichard  and  Dr.  Robert  A.  Ross  be  elected  by  ac- 
clamation, let  it  be  known  by  saying  "aye":  opposed  by 
like  sign. 

The  motion  is  carried,  and  they  are  elected. 

And  now  we  have  further  vacancies  which  exist  on 
the  North  Carolina  Board  of  Medical  Examiners,  and 
they  exist  because  of  the  expiration  of  terms  in  each 
instance  by  Dr.  Joe  Combs  and  Lee  Large.  The  terms 
of  these  gentlemen  have  expired  this  year,  as  of  this 
day,  and  we  are  to  replace  them. 


Do  I  hear  a  motion  for  nominations  for  the  post  of 
medical  examiner? 

A  MEMBER:  I  would  like  to  place  in  nomination  the 
name  of  J.  J.  Combs. 

A  MEMBER:  I  would  like  to  place  in  nomination  the 
name  of  Dr.  Lee  Large  for  the  term  for  the  next  six 
years. 

CHAIRMAN  DUCK:  Dr.  Joe  Combs  and  Dr.  Lee  Large 
have  been  nominated  from  the  floor  to  resume  their 
original  positions  on  the  Board  of  Meiiical  Examiners. 

DR.  BENTON:   I  move  that  nominations  be  closed. 

I  The  motion  was  seconded,  i 

CHAIRMAN  DUCK:  It  has  been  moved  that  the 
nominations  be  closed,  which  has  been  duly  seconded. 
Do  1  hear  any  discussion? 

I  The  question  was  called.) 

All  in  favor  of  these  gentlemen  being  replaced  on  the 
Board  of  Medical  Examiners  let  it  be  known  by  saying 
"aye":   all  opposed  by  a  like  sign. 

The  motion  is  carried,  and  we  have  the  vacancies 
filled,  and  that  dispenses  with  the  elections  for  the 
day,  but  I  will  bring  back  to  the  podium  Dr.  George 
W.  Paschal,  Jr.,  who  will  proceed  the  installation  of 
officers  for  the  coming  year. 
I  Installation  of  officers,  i 

CHAIRMAN  DUCK:  At  this  time,  it  gives  me  a  great 
deal  of  pleasure  indeed  to  introduce  to  you  your  newly 
installed  President  for  the  year  1966-67  in  the  North 
Carolina  State  Medical  Society,  a  man  who  has  given 
a  lot  of  time  and  a  lot  of  effort  toward  the  goings  on 
and  toward  the  interest  of  the  State  o'  North  Carolina 
as  it  pertains  to  medicine. 

I  present  to  you  at  this  time  the  President  of  the 
Medical  Society  of  the  State  of  North  Carolina,  Dr. 
Frank  Jones  of  Newton. 

I  The  delegates  rose  and  applauded,  i 

I  Dr.  Jones  read  a  prepared  manuscript  which  will 
appear  in  the  N.  C.  Medical  Journal,  i 

Presentation  of  prizes.  • 

(The  meeting  adjourned  at  twelve  o'clock  noon.) 
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Ricliarl  rmncr 

Sterling  Wheaton 

Drr    1,  ISOl 

n:dr,c:h 

John  C.  Osborne 

Thrmias  Mitchell 
Richard  Fcnnor 

Calvin  Jones 

Sterlinc;  Wheaton 

Cargill  Mawenburg 

James  Webb 
John  Sibley 

.180-: 

lUioigh 

John  C,  0?bnrnc 

Calvin  JoTtes 

IS03 

Raloich 

John  C   Osliorn'* 

Calvin  Jone? 

1804 

Raleich 

lohn  C.  rishorne 

Calvin  Jong's 
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*Missiijg  Data  Not  to  be  Foi.'nd  in  Record 


2 
i 

4 
t 

6 
7 
8 

t 
10 

II 
12 
13 
14 
15 
III 
17 
IS 
1(1 
20 
21 
22 
23 
24 
25 
28 
V 
2! 
■2i 
30 
31 
32 


1849 
1850 
1851 
1852 
1853 
1854 
1S55 
1850 
1857 
1S5S 
1859 
1860 
1861 
1866 
1867 
1S6S 

iseo 

1870 
1871 
1872 
1873 
1874 
1875 
1876 
1877 
1878 
1879 
1880 
1881 
1882 
1883 
1884 
18S6 


nf  \|.,.tH;I 


Raleigh 

Raleigh    ... 

Raleigh 

Wilmington 
Fayettevllle 
Raleigh. ,  .. 
Salisbury... 

Raleiph 

Edenton 

New  Bern. . 
Statesvllle.- 
Washinetoii. 
Morgantnn  . 

Haleigli 

Tarhoro 

Warren  ton. 

Salisbury 

Wilmington 

Raleigh . 

New  Bern.- 
Statesville.. 
Charlotte  .. 

Wilson 

Fayetteville. 

Salem 

Goldghoro. . 
Greensboro. 
Wilmington. 

A^heville 

Cor.cnrd 

Tarboro 

Raleigh 

Durham 


21 

23 
3S 
24 
37 
23 
35 
25 
69 
81 
64 
23 
20 
41 

36 
3S 
35 
34 
43 
58 
fiO 
33 
42 

in? 
in.i 

9? 

65 
112 
112 
173 


Tresidcnt 


F.J  Hill , 

K.  S!rild-.i-ick  .     ... 

E   Strud'.viek 

J.  E.  Williamson. . 
J.  E.  Williamson. . 

J.  H.  Dickson 

I.H.Dicksnn 

C.  E.  .lohnson 

C.  K.  lohnsnn  ... 

W.  H    McKoc 

W   11    McKre 

N,  .1    I'iftman 

N   .1    I'iirmrin 

J  .1  S;immtTell . . . 
W.G  Thoma.v... 
S.  S.  Sateh'velL... 
F.  B.Hiiywond... 
C.  I.O'Hagan.... 

Il-igh  Kelley 

W  G   HilL  

M.  Whitehead..  . 
W.  A    B.  Nnrrom  . 

J.  W.  J:nes 

Peter  E.  nines.... 
G'orce  .A.Fn.,:e.. 

R.L.Payne 

Ches    D'ify.  Ir.... 

.1.  F,  Sha^ner 

R  n  IIav«-md,.. 
Tims,  F   Wood.... 

.1    K.Hall... 

A.  B,  Pierce 

W.  C.  McDufBe... 


^'Ice  Presidents 


F  .i.  Haywood,  C,  E.  Johnsor.   .1    E. 

\Mlliamsor,  \\'   G.  Diomas 

C.  E,  .lohnsnn 


Thonins  .S,  Cameron.  William  G,  IlilL 
Johnston  B.  Jones,  N.  ,1.  Pirtraan 

William  G  Hill.  Johnston  B,  Jones.  J,  B,  G. 
Myers   N,  J.  Pitttnan 

N,  J,  Pitlman,  J,  B,  G,  Myers.  I    Graham 
Tull.  A,  D,  McLean 

J.  Graham  Tnll,  0«-en  Hadlcy.  A,  D    Mc- 
Lean. Hugh  Kelly 

Mareelhis  Whitehead,  F,  R.  Gil  son,  John- 
ston B  .lones  d.  F   Manson 

Marr-lhis  Whitehead.  O.  F.  Manson.  H.  W 
F:iison    E.  T.  Gibson 

Eduard    Warren.    C    W.    Graha.n.   Caleb 
Winslnw.  A.  n    Pierre _ 

-lames   G.    Ramsev.    P.    E.    Hines.    J.    R, 
M"r.er.W.T,  Howard 

P,  T,  lleniv.  R,  H,  Winborne.  M.  White- 
head. T,  S,  Leach 

J    J.  Summerell    C.   T.  Murphy.   G,   W, 
Tlod.ies.  W.  A-  B,  Nnreom     . 

E,    Burke    Haywood,    R,    H,    Winborne. 
W,  T,.  Barrow.  J    W    Jones 


rii'ch  Kelly.  Georce  A.  Fonte,  Charles  J 
OTIagar.,  J,  11,  Baker 

Thoma-«  E  Wilson.  A,  B,  Pierce.  C.  T. 
M-irphy.  M.A.Locke 

E.  A.  Anderson,  F.  N.  Luckey,  W  R. 
Sharpe.  R.  L.  Payne   

n  N- Patterson.  R.l^.  Pearson,  J  R,Seayy, 

G.  1.,  Kirbv     ... 

H    W    Faison,  R,  I,  Hicks   G    H    Macon, 

W   A    R,  Norcom 

W,    T,    Ennett,    William    Little.    Charles 

DufTv,  P  T.  Jcrman 

J.  B.  Jones,  R.  F.  Lewis.  C.  G.  Cor.  J.  L 

Knieht 

Walker    F'ebnam.   J.    A,   Gibson,   Wi'liam 

Tittle,  n   N   Patterson 

J,  H,  Baker,  G,  G,  Smith,  T,  D.  Haigh. 

J,  K,  Hall 

J,  K,  Hall,  B,  W.  Robinson.  A.  Holmes, 

A   A   Hill    

E    M,  Ronntree.  Richard  Anderson    S.  B. 

Flowers   T..  A.Stith 

1    .A-  Gibson,  Willis  Alston,  James  MeKee 

A,  A    Hill 

J,  K,  Hall,  W,  C,  McDuffie,  W,  R.  Wilson, 

R,  F.  Lewis 

J,  E,  McRee,  W,  H,  Lilly.  R,  H,  Speight, 

W    I   H   Bellamy.. 

T.  J.  Moore,  D.  J,  Cain,  S.  E.  Evana,  John 

McDonald 

A.  W,  KnoT.  J.  M    Hadley,  E.  S.  Foster, 

John  Whitehead 

F,  W,  Potter,  G,  W,  Graham,  R,  Dillard, 
G,  W   Ixing 

James  McKee,  T.  E,  Anderson,  W.  H. 
Whilehe..d.  A.  G.  Carr 


Secretary 


W,  H,  McKe 


W,  H    McKee. 
W  TI,  McKee. 


E,  B,  Haywood - 

W,W,  Harris... 

S,  S,  SatchwelL. 

S,  S..=atchwell.. 

S,S,  SatchwelL. 

W   G,  Thomas.. 

W.  G.  Thomas.. 

W.  G,  Thomas.. 

W.  G    Thomas.. 

\\  .  G   Thomas. . 

W   G.Thomas.. 
S.S.  SatchwelL. 


Thomas  F.  Wood . 
Thomas  F.  Wood- 
Thomas  F  Wood . 
Thomis  F,  Wood. 

laines  McKee 

James  McKee 

James  McKee 

lames  MelCee 

James  McKee 

James  McKee 

I,J,Picot 

L.J    Picot 

L.J   Picot.. 

L.  J.  Picot 

L.  J.  Picot 

L.  J.  Pieot 

L.J,  Pieot 

W.  C.  Murphy  ... 


Treasun 


W.G   Hill. 
W.  G.Hill. 


J.  J.  W.  Tucker. 
Daniel  Dupree. . 
Daniel  Dupree.. 

J.  B.  Dunn 

J.  B,  Dunn 

J.  B.  Dunn 

J.  B.  Dunn 

C,  W,  Graham.. 
C.  W.  Graham.. 
C   W.  Graham.. 


C.  W.  Graham. 
C.  W.  Graham. 


J   W.Jones 

J   \A  .  Jones 

J   W.  Jones 

.1.  W  lones.  . . 
J  W., Tones..  .. 
H.  T.  Bahnson.. 
H.  T.  Bahnson.. 
H.  T.  Bahnson.. 
H.  T.  Bahnson.. 

A.  G.  Carr 

A.G.Carr 

AG.  Carr. 

A.G.Carr 

A.  G.  Carr 

A.  G.  Carr 

A,  G.  Carr 

A   G,  Carr 

R.  L,  Payne,  Jr.. 


72 
SO 
84 
96 
101 
113 
172 

233 
244 


148 
157 
177 
194 
198 
225 
254 
297 
310 
348 
424 


194 
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*Missing  Data  Not  to  be  Found  in  Record 


Place  of  .Meeting 

President 

Vice  Presidents 

Secretary 

Treasurer 

§2 

6- 

is 

2  a 

XZ 

ii 

New  Bern 

113 
112 
133 
50 
160 
135 
102 
221 
li-ilj 

158 
103 

152 
115 
ISli 
H7 
155 
326 
361 
406 
217 
372 
337 
276 
412 
296 
232 
431 
443 
406 
280 
291 

335 
470 
404 

507 
356 
525 
550 
445 
653 
611 
671 
701 

Joseph  Graham 

H  T.  Bahnson 

T.  D.  Haigb 

W.  T.  Knn-tt 

G.  G.  Tlionias 

R.  H.  I.owi" 

W.  T,  ITiealTiam 

J.  W,  McN.-ill 

W.  H.  H Cobb 

J.  H.  Tucker 

U   1..  Payne 

1'.  I,.  Murphy 

rancis  Duffy 

1.   J.  I'l-ol.  

G-orpe  W.  I.onz 

Julian  \1    Baker 

Robert  .S.  Voiing 

A.  W.  Ktiox 

H.B.  Weaver 

David  T.  Tayloe.... 

E.  C.  Register 

Samuel  D,  Bootli 

.1    HoMoll  W:iy  

J,  F  Higbsm'tb 

J   A   Riirrnughst 

K.  J.  Wood 

CM.  Van  Poole.... 

A    A.  Kent 

J.  P.  Munroe 

J.  M.  Parrott 

L.  B,  McBr:iyer  .... 

M.H.  Fletcher 

Charles  O'H 

I.aughinghouse 

1.  W   Faison 

Cyrus  Thompson.    .. 

C.  V   Reynolds 

T   F   Anderson    

H.  A.  Royster 

J.  W.  long 

J.  V.  McGougan.. . 

.Albert  Anderson 

Wm.deB.MacNider. 

John  Q.  Myers 

John  T.  Burrus 

Thurman  D.Kitchin. 
L.  A.  Crowell 

H.  T,  Bahnson,  L.  J.  Picot.  J.  L.  McMillan. 

W.  W.  Faison... 

G.  G.  Smith.  J.  L    Nicholson.  C.  M.  Van 

Poole.  H.  B.  Ferguson 

W.  T  Ennett,  J.  A.  Dunn.  T.  E.  Anderson 

W.  J  Jones.  S.  W.  Stevenson.  0   W.  Long 

R.  L.  Payne.  Jr..  Richard  Dillard.  S.  11. 

Booth 

S.  W.  Battle.  J.  L.  Nicholson.  W    H    Lilly 

T.  S.  Burbank.  J.  W.  Loli,  W.  H.  H.  Cobb, 
W.  D.IIillnrd ; :  :  ;. 

W.C   Galloway.  H.  H    Harris,  .1    M.  Hnd- 
ley.  Thomas  Hill    : 

J.  A    Hoige.^.  R    W.  T.ite.  Willii  Alston, 
M.H    Fletcher.     

J.  Howell  Wav,  W.  H.  Harrdl,  0   M,.-.Mul- 
lan.  C.  A    Misenheimcr ... 

S.   D    Bo.ith,  J     P    M.inroo     1     A     Bur- 
roughs. J   E  GrirasUv    :.. 

1.  ''-  Walton,  A.  A    Kent.  M    It    Adams. 
B,  1.  Long 

F    C.   Register.   A    T    Co'lon.    1     H    B 
Knicht.  F.  U   R'.tsrII 

I   W    Faison.  J.  W   White,  H   H   DoJson, 
W  C,  Brovvnson 

C.  M.  Van  Ponic.  .Tames  M.  Parrott* 
T.B.Williams   W.  D.  Hilliard. 

J, M, Baker 

J,  M.Baker 

J.M.Baker 

J.M.Baker 

J.  M.Hays 

R.  L.  Payne.  Jr 

R.  L.  Payne,  Jr..  .. 
CM.  Van  Poole... 

C.  M.  Van  Poole. 

CM.  Van  Poole... 
CM.  Van  Poole... 

C  ,\l    Van  Po.ile... 

M.P.Perry 

M   P.Perry 

MP.  Perrv 

M.P    Perry 

M    P    Perry 

.\l    P    Perry 

G   T  Sikes 

G.T.Sikes 

438 

452 
306 

410 

tl4 

422 

431 

447 

454 

430 

452 

406 

437 

4S:i 

4S2 

515 

541-, 

530 

1,033 
1,175 

1,234 

8S8 

998 

1,067 
1.0S0 

880 
850 

1,133 

1,228 
1.221 
1.228 
1,271 
1,087 

1,306 
1,497 
1,491 

1.671 
1.592 

1,604 
1,657 

1,663 
1,691 

1,738 
1,666 
1,711 

6 

6 

6 
6 

6 
5 
5 

7 

7 

6 

6 

6 

6 

5 

5 

6 

8 
8 

8 

7 
7 

7 
8 

8 
8 

8 

8 
9 
10 
11 
11 

11 
12 
12 

12 

9 

9 
10 

10 
10 

11 
11 
11 

Eliiabeth  City 

Oiford 

J,  M   Hays 

J.  M,  Ha.vs 

R.  D   Jeuett   

R.D.  Jewett 

R.  1).  Jcwett.. 

R,  D  Jewett 

U,  D  Jewett 

R   D    Irwelt 

Geo    W.  Presley        .. 

Geo  W,  Presley  ... 

Geo.  W.  Presley 

Geo.  W.  Presley 

J.Howell  Way. 

J.  Howell  Way 

J.  Howell  Way 

J,  Howell  Way 

David  A.  Stanton... 
David  A.  Stanton.  .  . 

David  A,  Stanton... 
Dav'd  A.  Stanton... 

David  A.  Stanton... 
David  A  Stanton. . . 

John  A,  Ferrell 

John  A.  Ferrell 

John  A.  Ferrell 

Beni.  K.  Hays 

Benj   K  Hays 

Benj.  K.Hays 

Sec.-Treas. 
Benj.  K.  Hays 

Benj.  K.  Hays 

Beni.  K  Hays 

Wilmington. 

Raleigh 

Greensboro 

Goldsboro 

Winnton-Salem 

Morelicad  City.  .. 

3 
3 
3 
3 
3 

Asbeville 

21 
16 

Durliam 

Wilmington 

Hot  Springs 

Raleigti 

Greensboro 

Charlotte 

21 

M.  H.  Fletcher.  C.  A.  Julian.  D,  A   .St'an- 
ton.  E.  M  Suramerell. 

G.T.Sikes 

G.T.Sikes 

G.  T.  Sikes 

IS 

AG  Carr.  F.D.Dixon-Carroll.  I    M.  Tay- 
lor. J.  M    Psrrntt 

20 

E.  G.   Moore    C.  A.  Julian.  W.  W.   Mc- 
Kenzie,  J.  L.  Nicholson 

John  Hey  Williams  John  C.  Rodman.  S.  F. 
ITobl 

C.  A.  Julian.  John  T.  Burrus,  L  W.  Faison 

I..  B.  .\(_Bra.ver   W    H    Cobb.  Jr.,  W.  0, 
Spencer. 

19 

G  T.  Sikes 

17 

G.T.Sikes 

G.T.Sikes 

H   McK.  Tucker... 
H    McK   Tucker-    . 

H    McK.  Tucker... 
H    D   W.alker 

H.  D.  Walker 

H.  D   Walker 

H   D   Walker 

H.  D.Walker 

H.D.Walker 

W.M.Jones 

W.  M.  Jones. 

W.  M.  Jones 

Acting  Sec.-Treas 
L.  B  McBrayer 

L.B.  McBrayer 

L.  B  McBrayer.... 

17 

Morehead  City,.  .. 

Winston-Salem 

A.»heville 

16 

C.   M    Strong.  J    E.  McLaughlin.  W.  F. 
Hargrove. 

in 

.1    K,  Stokes.  J.  A    Turner.  W,  FI    Diron 

C.  M.  Van  Poole,  D,  A.  Garrison.  D.  0 
Dees 

28 

Wrighlsville  Beach.. 

Charlotte.. 

Hendersonvillc 

Morehead  City 

Raleigh 

Greensboro 

Durham 

Asbeville 

2g 

E.  J.  Wood  John  Q.  Myers.  I..  D.  Wharton 

J.   V    McGougan.   W.   E.   Warren    L.  N. 
Glenn 

35 
45 

J    P.  Monroe.  W.  P.  Horton    J   G,  Murpby 
F.  R    Harris,  E   S.  Bullock.  L.  B.  Mnrse.. 
E.   T    Dickinson.  J.  T.  J    Battle,   D.   E. 

44 

40 

47 

J,  J.  Phillips.  C.  W    Moselev.  S.  M.  Crow- 
ell                           .                             .   ... 

68 

J.  L  Nicholson   L  N   Glenn.  W.  H.  Hardi- 

79 

D.  J   Hill   J.  L.  Spruill.  J    H,  Shuford 

Wm.  deB    MacNider   Jos    B    Greene,  Ben 
F,  Royal 

J.  W    Halford.  T.   W,   Davis.  A    McN 
Bbir 

Pioeburst 

81 

81 

100 

H.  D   Walker   F.  Stanley  Whitaker   Thos. 
I   Fox 

100 

C   S,  Lawrence,  W,  H   Ward,  J.  M.  Man- 

Winstoo-Salem 

Asbeville 

Raleigh 

93 

W.   T    Parrott,   B    C.   Nalle,  J.    R     Mc- 

Sec.-Treas. 

L.B.  McBrayer 

L.B   McBrayer 

L.B  McBrayer 

L.  B.  McBrayer 

100 

F  M  Hanes  T  C  Johnson  B  I    Long 

101 

I    L.  SpruilLt  Eugene  B    Glenn.  D,  A. 

106 

W   L   Dunn   A   E   Bell   K  G  Averitt 

IH 

Wrightsi-ille  Beach. 

J.  P.  Matheson.  W.  W,  Dawson.  H.  H. 
Bass 

L.B.  McBrayer 

L.  B.  McBrayer 

L.  B,  McBrayer 

L.B,  McBrayer 

L,  B.  McBniver 

107 

J  W  Carroll  A  Y  Linville  C.  H.  Cocke 

121 

Pinehurst.. 

Greensboro 

Pinenurat 

G.   H.   Macon.   R.   F.   Leinbach.  W.  R. 

143 

W.  L.  Dunn.l  Asbeville.  D.  T.  Tayloe,  Jr,, 

HA 

W.  B.  Murphy,  Wm.  E.  Warren,  N,  B. 

iu 

195 
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Date 

78 

1931 

79 

1932 

80 

1933 

81 

1934 

82 

1935 

83 

1936 

84 

1937 

85 

1938 

86 

1939 

87 

1940 

88 

1941 

89 

1942 

90 

1943 

91 

1944 

1945 

92 

1946 

93 

1947 

94 

1948 

95 

1949 

96 

1950 

97 

1951 

98 

1952 

99 

1953 

00 

1954 

01 

1965 

02 

1956 

03 

1957 

04 

1958 

05 

1959 

06 

1960 

07 

1961 

08 

1962 

09 

1963 

10 

1964 

11 

1966 

Place   of   Meeting 


Durham       

Winston-Salem 

Raleigh         

Pinehurst       

Pinehurst         


Asheville 
Winston-Salem    ... 

Pinehurst        

Cruise  to  Bermuda 

Pinehurst         

Pinehurst        

Charlotte        

Raleigh         

Pinehurst       


No  meeting  be- 
cause of  O.D.T. 
restrictions       


Pinehurst         

Virginia  Beach,  Va. 
FiTiehurst 

Pinehurst         

Pinehurst         

Pinehurst         

Pinehurst         

Pinehurst         

Pinehurst         

Pinehurst        

Pinehurst         

Asheville        


Asheville 

Asheville 

Raleigh 

Asheville 

Raleigh 

Asheville 

Greensboro 

Charlotte 

Asheville   . 


£| 

!! 

714 
740 
714 
728 
706 

583 
767 
802 
319 
835 
765 
710 
736 
760 


889 
444 
920 
998 
947 
938 
969 
1016 
1077 
991 
1022 
867 
781 
651 
848 
636 
746 
714 
677 
738 
545 


J.  G  Murphy  .... 
M.  L.  Stevens  .. 
Jno.  B.  Wright 
I.  H.  Manning 
P.  P.  McCain  .. 


Paul  H.  Rineer  

C.  F.  Strosnider  .... 
WinEate  M.  Johnson 
J.    Buren     Sidbury   . 

William     Allan     

Hubert  B.  Haywood 
F.  Webb  Griffith  . 
Donnell  B.  Cobb  .... 
James    W.    Vernon... 

Paul     F.      Whitaker-. 

Oren     Moore     

Wm  M.  Coppridge.. 
Frank  A.  Sharpe(2) 
James  F.  Robertson 
G.Westbrook  Murphy 
Roscoe  D.  McMillan 
Frederic  C.  Hubbard 
J.  Street  Brewer  .... 
Joseph    A.    Elliott    .. 

Zack    D.    Owens    

James  P.  Rousseau.. 
Donald  B.  Koonce.... 
Edw.  W.  Schoenheit 
Lenox    D.    Baker    .... 

John    C.    Reece    

Amos  N.  Johnson.... 
Claude  B.  Squires.... 
John    R.    Kernodle.... 

John    S,    Rhodes    

T.    S.    Raiford   

George    W. Paschal, Jr. 


President-Elect 


M.    L.    Stevens    .. 
Jno.     B.    Wright 
I.    H.    Mannings    . 
P.    P.    McCain    , 
Paul     H.     Ringer 


C.  F.  Strosnider  .... 
Wingate  M.  Johnson 
J.    Buren    Sidbury 

William     Allan     

Hubert  B.  Haywood 
F.  Webb  Griffith  .... 
Donnel  B.  Cobb  .... 
James  W.  Vernon  .... 
Paul    F.    Whitaker    .. 

Oren      Moore     


Frank  A.  Sharpe  ... 
James  F.  Robertson 
G.  Westbrook  Murphy 
Roscoe  D.  McMillan.. 
Frederic  C.  Hubbard 
J.  Street  Brewer  .... 
Joseph    A.    Elliott    .... 

Zack   D.    Owens    

J.    P.    Rousseau    

Donald  B.  Koonce  ... 
Edward  W. Schoenheit 

Lenox    D,    Baker 

John     C.     Reece     

Amos  X.  Johnson..-. 
Claude  B.  Squires.... 
John     R.     Kernodle.  - 

John   S.    Rhodes    

T.    S.    Raiford    

George  W. Paschal. Jr. 
Frank   W.   Jones 


Vice    Presidents 


C.  A.  Julian 
J.    W.    Davis    

C.  W.  Banner 
W.     .W     Sawyer 

J.    R.     McCracken 


W.    G.    Suiter 

R.     L.     Felts     

H.     D.     Walker 

J.    F.    McKay 

William     Allan     

J.    K.    Pepper 

E.    S.    Bullock    . 

C.    A.    Woodard 

Jno.  F.  BrownsT)erger 
R.    B      McKnight 

J.    F.     Abel     

C.  B.     Williams 

M.    D.    Hill    

F.     Webb     Griffith 
Frank    C.    Smith    

D.  W.    Holt 

T.     C.    Kerns    

Thos.    DeL.    Sparrow 

T.    L.    Carter 

George    S.    Coleman 

Julian     Moore     

Fred    C.     Hubbard 

George  L.  Carrington 


Wm.    H     Smith 

Zack    D.    Owens     

Wm.     H.    Smitht 

Zack    D.    Owens    

G.     E.     Bel! 

J.    B.    Bullitt    

V.    K.    Hart 

J.    G.    Raby    

Joseph    J.     Combs 

Joseph  A.  Elliott  .... 
Ben     F.     Royal 

Joseph  A.  Elliott  .... 
Joseph    A.    Elliot 

Henderson  Irwin  .... 
Forest    M.    Houser 

Arthur  Daughtridge.. 
George   W.    Paschal 

John   R.    Bender   

John    F.    Foster 

Julian  A.  Moore  . 
George  W.   Paschal,  Jr. 

Elias    S.   Faison    

E.     W.    Schoenheit 

Milton    S.    Clark    

John     S.     Rhodes 

O.   Norris   Smith   


George    W.    Holmes 

Amos    N.     Johnson  ., 
Amos    N.    Johnson 

Kenneth     B.    Geddie.. 
Charles   M.   Norfleet,Jr, 

W.    Walton    Kitchin.. 
Theodore    S.    Raiford 

Charles  T.  Wilkinson 
John    A.     Payne,    III 

J.    Sam    Holbrook    .  . 
H      Fleming    Fuller 

Jacob    H.    Shuford 
Wm.     F.     Hollister 

F.    G.    Patterson     

Hubert    McN.     Poteat 

Wayne    J.     Benton    . 
W.   Otis  Duck 
John   L.    McCain 


L.     B.     McBrayer 


L.     B.     McBrayer 
L.    B.    McBrayer 


L      B.    McBrayer 


L.  B, 

L.  B. 

L.  B. 

T.  W. 

T.  W. 

T.  W. 
T.    W. 

I.      H. 

Roscoe 
Roscoe 
Roscoe 


McBrayer  .  .. 

McBrayer  .... 

McBrayer  .. 

M.    Long  ---. 

M.    Long  . 

M.     Long      .. 

M.    Long(l) 
Manning 

D.     McMillan 

D.     McMillan 

D.    McMillan 


Roscoe    D.    McMillan 


Roscoe    D     McMillan 
Roscoe    D.    McMillan 


Roscoe  D.  McMillan 
Roscoe    D.    McMillan 

Millard    D.    Hill    

Millard    D.    Hill    .. 

Millard    D.    Hill    

Millard    D.    Hill    

Millard    D.     Hill    

Millard    D.    Hill    

Millard    D.    Hill    

Millard    D.    Hill    

Millard    D.    Hill    

John    S.    Rhodes    

John    S.    Rhodes    

John    S.    Rhodes    

John    S.    Rhodes   

Charles  W.  Styron.. 
Charles  W.  Styron.. 
Charles  W.  Styron.. 
Charles  VV.   Styron 


Cxo 

Si 

u  r" 

O  3 

F  = 

?l 

o  o 

Sm 

as 

1,600 

10 

1,569 

10 

1,363 

10 

1,563 

10 

1.619 

10 

1,462 

10 

1,503 

7 

1,715 

7 

1,605 

8 

1.661 

7 

1.700 

7 

1.837 

8 

1.919 

8 

1.982 

8 

1.811 

7 

1.939 

6 

2.191 

' 

2.298 

8 

2,318 

6 

2,283 

5 

2.341 

5 

2.326 

5 

2.673 

5 

2,801 

6 

2.896 

6 

3.068 

7 

3.127 

8 

3.171 

9 

3.211 

10 

3.247 

12 

3.248 

12 

3,339 

9 

3,491 

9 

3.473 

8 

3.516 

8 

12      339 


tDied   during  his   term   of  office :   succeeded  by   E.   J.   Wood,   first  vice    president  JDisd    during   term    of    office 

(2)   Died  during  term  of  office:  succeeded  by  I.  H.  Manninsr.        (2)   Died  during  term  of  office:  succeeded  by  James  F.  Robertson,  president-elect. 
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STATUS  OF  SOCIETY  MEMBERSHIP  BY  COUNTIES   FOR   YEARS   1932-196S 


COUNTY 


1952  1953  1954  1955  1956  1957  1958  1959  1960  1961  1962  1963  1964  1965  1966 


Alamance-Caswell 

54 

58 

62 

62 

62 

63 

65 

66 

66 

67 

70 

70 

72 

71 

76 

Alexander  1 
Alleghany  2 
Anson 



___    _ 

r- 

6 
4 
9 

5  - 

6 

6 

. 

III  " 

4 

U 
8 

4 
8 

6 

7 

11 

11 

10 

11 

10 

"lO  ' 

8 

8 

10  - 

Ashe  3 

Ashe- Watauga 
Avery  4 

11 

8 

8 

9 

13 

8  - 

8 

8 

8 

6 

15 

7 

16 
10 

18 
10 

22  - 

9 

8 

9 

9 

9 

11 

10 

10 

13 

U 

11 

12 

Beaufort 

15 

19 

16 

15 

16 

17 

20 

19 

18 

19 

37 

20 

22 

21 

21 

7 

7 

10 

10 

10 

10 

10 

10 

10 

10 

8 

8 

9 

8 

8 

Bladen 

8 

10 

10 

11 

11 

11 

12 

11 

12 

10 

10 

10 

10 

10 

9 

Brunswick 
Buncombe 

-_-- 

5 

5 
189 

5 
183 

132 

154 

162 

159 

174 

175 

175 

170 

170 

172 

175 

174 

179 

Burke 

32 

34 

38 

35 

38 

35 

36 

34 

34 

35 

36 

36 

40 

43 

43 

Cabarrus 

44 

42 

51 

47 

52 

59 

59 

58 

62 

60 

61 

58 

59 

57 

63 

Caldwell 

25 

25 

25 

23 

26 

28 

27 

26 

27 

29 

31 

32 

34 

34 

31 

Camden  5 
Carteret 

1 

1   - 
21 

14 

15 

16 

16 

16 

17 

18 

19 

20 

20 

20 

20 

19 

21 

C-^swpll  6 

1 

1 

Catawba 

27 

37 

38 

42 

46 

47 

49 

51 

52 

53 

58 

61 

64 

65 

65 

Chatham 

4 

10 

10 

10 

11 

11 

12 

13 

13 

15 

13 

14 

12 

9 

10 

Cherokee 

9 

8 

8 

9 

10 

11 

11 

IC 

10 

11 

10 

11 

11 

10 

11 

Chowan- Perquimans 

7 

8 

10 

11 

12 

12 

10 

11 

10 

9 

11 

11 

10 

10  . 



Clay  7 
Cleveland 

36 

36 

37 

42 

44 

47 

45 

45 

40 

43 

44 

49 

48 

49 

49 

Columbus 

16 

19 

19 

20 

19 

23 

22 

24 

23 

21 

20 

"^2 

22 

21 

20 

Craven 

13 

20 

23 

26 

25 

24 

27 

27 

26 

28 

28 

31 

31 

31 

35 

Cumberland 

42 

41 

41 

46 

51 

50 

56 

58 

58 

59 

59 

60 

58 

60 

64 

Currituck  8 
Dare  5 

.... 

2 
2 

2 

.... 

2   . 

Davidson 

33 

36 

36 

37 

35 

35 

40 

43 

41 

40 

38 

38 

38 

38 

36 

Davie  9 
Duplin 

6 
13 

7 

9 

10 

13 

13 

16 

18 

15 

15 

15 

13 

13 

14 

16 

17 

Durham-Orange 

152 

217 

251 

261 

285 

300 

313 

314 

325 

344 

355 

360 

378 

478 

400 

Edgecombe- Nash 

53 

55 

64 

58 

62 

67 

66 

65 

61 

65 

69 

66 

68 

70 

70 

Forsyth 

151 

173 

176 

186 

203 

213 

221 

221 

220 

22 

221 

234 

236 

247 

240 

Franklin 

10 

10 

8 

10 

10 

10 

10 

12 

10 

10 

13 

11 

12 

10 

11 

Gaston 

55 

59 

60 

63 

70 

69 

70 

70 

72 

73 

73 

74 

77 

80 

78 

Gates 

3 

3 

3 

3 

3 

3 

3 

3 

3 

2 

2 

2 

1 

1 

1 

Graham 

14 

2 
13 

2 

17 

2 
16 

1 
29 

1 
32 

Granville 

19 

21 

25 

26 

27 

29 

28 

25 

28 

Greene 

3 

3 

3 

3 

3 

3 

3 



.--. 

2 



2 

2 

2 

2 

Guilford 

160 

196 

198 

199 

215 

214 

214 

220 

221 

232 

240 

242 

253 

258 

263 

Halifax 

23 

25 

29 

32 

31 

32 

32 

33 

32 

29 

28 

28 

25 

27 

27 

Harnett 

17 

19 

13 

20 

19 

19 

19 

19 

21 

22 

23 

24 

25 

23 

23 

Haywood 

20 

21 

25 

22 

26 

26 

31 

33 

35 

34 

33 

31 

32 

32 

29 

Henderson 

19 

22 

30 

31 

32 

34 

34 

36 

34 

34 

31 

32 

32 

31 

30 

Hertford 

13 

14 

14 

16 

17 

14 

15 

16 

16 

17 

16 

16 

16 

15 

15 

Hoke 

11 

12 

15 

13 

12 

14 

12 

12 

12 

13 

14 

13 

14 

13 

12 

Hyde 

Iredell- Alexander 

1 

1 

1 

1 

1 
55 

36 

42 

50 

49 

47 

48 

48 

47 

47 

47 

52 

47 

49 

56 

Jackson  10 



«»_ 

—  w 



---  — 

.... 

.... 

.... 

.---. 

---- 

11 

13 

13 

13 

Jackson-Swain 
Johnston 

15 
33 

15 
35 

14 
35 

14 
37 

15 
39 

16 
36 

16 
35 

15 
36 

16 
32 

15 
30 

12 
32 

33 

31 

35 

34 

Jones 

1 

1 

1 

1 

1 

2 

1 





1 

1 

0 

2 

2 

2 

Lee 

15 

16 

18 

17 

16 

16 

16 

17 

16 

17 

19 

20 

20 

21 

22 

Lenoir 

35 

37 

37 

36 

41 

40 

42 

47 

49 

50 

49 

50 

51 

50 

48 

Lincoln 

13 

14 

12 

12 

10 

13 

12 

12 

13 

12 

12 

13 

14 

14 

14 

Macon-Clay 

7 

10 

9 

9 

9 

12 

11 

10 

11 

11 

9 

9 

10 

10 

8 

Madison 

6 

7 

7 

10 

6 

7 

7 

7 

10 

8 

6 

6 

6 

6 

6 

Martin  11 

.-«- 

Martin-W  ashington- Tyrrell 

21 

18 

16 

15 

16 

16 

17 

17 

16 

15 



16 

8 

16 

16 

McDowell 

10 

11 

13 

11 

12 

12 

12 

11 

11 

11 

11 

11 

11 

10 

11 

Mecklenburg 

188 

229 

231 

252 

270 

271 

284 

289 

290 

310 

314 

320 

333 

348 

345 

Mitchell  12 









_  — KM 







— -.- 



.--« 

.. 

..-- 

197 

STATUS  OF  MEMBERSHIP  BY  COUNTIES— Continued 
1952    1953     1954   1955     1956    1957     1958   1959    1960    1961     1962   1963     1964  1965     1966 


iMitchell- Avery  13 
iMitchell-Watauga  14 



iMitchell- Yancey 

10 

10 

10 

9 

9 

9 

9 

10 

13 

11 

12 

10 

11 

11 

11 

iMontgomery  15 

11 

10 

11 

11 

10 

11 

8 

7 

1 

8 

8 

7 

7 

7 

7 

^  Moore 

26 

29 

33 

35 

34 

32 

31 

32 

32 

31 

32 

37 

35 

36 

37 

Nash  16 

New  Hanover 

63 

65 

68 

69 

73 

76 

77 

76 

80 

80 

79 

81 

74 

73 

75 

Northampton 

3 

5 

4 

3 

3 

4 

4 

4 

4 

3 

3 

3 

3 

4 

4 

Onslow 

1 

10 

10 

10 

12 

13 

12 

12 

14 

15 

18 

16 

13 

15 

13 

Orange  17 

~~~~    ~ 

"~~~  "' 

■  »_—    — • 

■~~~ 

Pamlico 

4 

4 

5 

5 

5 

4 

4 

4 

4 

3 

3 

1 

1 

1 

Pas  quotank-  C  am  de  n- 

Currituck-Dare 

26 

27 

25 

27 

28 

29 

28 

26 

26 

28 

28 

27 

22 

27 

26 

Pasquotank-Camden-Dare  8  - 

4 

4 

4 

Pender 

Perquimans  18 

-      --    - 

■"~~ 

~ 

■  —  "" 

Person 

9 

9 

9 

9 

10 

10 

10 

10 

11 

12 

12 

11 

11 

11 

10 

Pitt 

2 

34 

40 

43 

46 

44 

41 

43 

41 

42 

44 

43 

46 

46 

48 

Polk 

5 

6 

6 

8 

10 

11 

10 

11 

11 

12 

13 

13 

16 

15 

17 

Randolph 

21 

26 

24 

28 

28 

28 

26 

28 

27 

28 

31 

29 

31 

31 

31 

Richmond 

18 

22 

23 

21 

20 

19 

20 

22 

22 

2b 

23 

22 

21 

22 

22 

Robeson 

42 

42 

44 

48 

45 

43 

46 

49 

48 

49 

47 

50 

50 

50 

50 

Rockingham 

30 

30 

32 

37 

36 

37 

34 

35 

39 

40 

39 

40 

39 

38 

38 

Row  an- Davie 

42 

45 

48 

58 

63 

60 

62 

63 

63 

63 

67 

53 

60 

63 

62 

Rutherford 

25 

25 

24 

25 

26 

27 

25 

27 

25 

25 

24 

25 

25 

26 

25 

Sampson 

18 

17 

19 

19 

20 

19 

IS 

17 

17 

17 

19 

19 

19 

19 

18 

Scotland 

14 

14 

14 

14 

14 

13 

12 

16 

14 

17 

19 

17 

17 

18 

19 

Stanly  15 

24 

25 

26 

29 

29 

29 

27 

27 

28 

27 

27 

25 

27 

25 

21 

Stanly- Montgomery 

3 

5 

5 

5 

Stokes 

Surry  19 

~~~~   — 

""""    ~ 

~ 

~~~~ 

■" 

Surry- Yadkin 

23 

28 

28 

28 

30 

35 

38 

38 

37 

39 

30 

4 

42 
5 

38 
5 

39 
5 

39 
4 

Swam  10 

— — — —  — 

""""■" 

"•*""    ~ 

~~** 

Transylvania 

7 

10 

10 

11 

9 

11 

11 

12 

13 

12 

13 

14 

13 

15 

14 

Tyrrell  20 









— >-  - 

*  — —  —     ~ 

■"•"■  " 

_   _    _ 

Union 

16 

17 

15 

15 

16 

17 

16 

15 

15 

16 

19 

19 

19 

17 

19 

Vance 

12 

13 

14 

15 

17 

16 

14 

16 

15 

15 

15 

17 

15 

15 

14 

Wake 

114 

146 

152 

147 

155 

156 

158 

159 

165 

172 

182 

188 

189 

192 

200 

Warren 

5 

7 

8 

9 

9 

8 

8 

7 

8 

8 

7 

6 

6 

4 

5 

Washington- Tyrrell  11 











~"~~   ~ 

----  - 

~~"        — 

~~""~  ~ 

~~~" 

Watauga 
Watauga-Ashe  22 

11 

10 

10 

9 

9 

10 

11 

11 

12 

12 

10 

■----  - 

— ---  — 

----  - 

"""""    ~ 

~~~~    ~ 

~~~~ 

""■■ 

Wayne 

38 

41 

37 

39 

42 

43 

44 

47 

50 

52 

50 

55 

56 

56 

56 

Wilkes  2 
Wilkes- Alleghany 

18 

19 

19 

19 

17 

17 

18 

21 

20 

21 

23 

17 

18 

~~*"~ 

Wilson 
^  Yadkin  19 

30 

34 

34 

37 

36 

38 

39 

38 

40 

42 

43 

44 

46 

49 

52 

Yancey 

















Totals  2,326  2,673  2,801  2,896  3,058  3,127  3,171    3,211  3,247  3,322  3,351  3,429  3,515  3,566  3,597 

(1)  See  Iredell  -  Alexander.  (2)  See  Wilkes- Alleghany.  (3)  See  Watauga-Ashe  and  Ashe-Watauga.  (4)  See 
Mitchell- Avery.  (5)  See  Pasquotank-Camden- Dare  andPasquotank-Camden-Currituck-Dare.  (6)  See  Alamance- 
Caswell.  (7)  See  Macon-Clay.  (8)  See  Pasquotank-Camden-Currituck-Dare.  (9)  See  Rowan-Davie.  (10)  See 
Jackson-Swain.  (11)  SeeMartin-\Vashington-Tyrrell.(12)See  Mitchell-Avery,  Mitchell- Watauga,  and  Mitchell- 
Yancey.  (13)  See  Avery  and  Mitchell.  (14)  See  Mitchell,  Watauga- Ashe,  and  Ashe-Watauga,  (15)  See  Stanly- 
Montgomery,  Montgomery,  and  Stanly.  (16)  See  Edgecombe-Nash.  (17;  See  Durham-Orange.  (18)  See  Chowan- 
Perquimans.  (19)  See  Surry- Yadkin.  (20)  See  Washington- Tyrrell  and  Martin-Washington- Tyrrell.  (21)  See 
Mitchell- Watauga,  Watauga- Ashe,  and  Ashe-Watauga.  (22)  See  Ashe-Watauga. 
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ROSTER   OF   MEMBERS   OF   NORTH   CAROLINA   STATE    BOARD   OF   HEALTH 
FROM  ORGANIZATION  IN  1877  TO  1966 


\n>nc 
5.  S.  Satchwell,   M.D.,  President   _.. 
Thomas  F.  Wood,  M.D..  Secretary   . 

Joseph   Graham.   M.D.    

Charles  Duffy,  Jr.,  M.D.  

Peter  E.  Hines,   M.D.    

George  A.  Foote,  M.D.   

S.  S.  Satchwell,  M.D.,  President  ... 
Thomas  F.  Wood,  M.D.,  Secretary  _ 
Charles  J.  O'Hagan,  M.D.,  President 

George  A.  Foote,  M.D.  

Marcellus   Whitehead,  M.D.    

R.  L.  Pavne.  M.D.   

H.  G.  Woodfin.  M.D.  

A.  R.  Ledeux,  Chemist  

William  Cain,  Civil  Engineer 

R.  L.  Payne,  M.D.  

M.  Whitehead,  M.D.,  President 

3.  H.  Lyle,  M.D. 

William   Cain,  Civil  Engineer 

W.  G.  Simmons,  Chemist   

J.  W.  Jones,  M.D.,  President 

John   McDonald.   M.D.    

S.  H.  Lyle,  M.D.   

W.  G.  Simmons,   Chemist   

Arthur  Winslow,  Civil  Engineer 

R.  H.  Lewis,  M.D. 

Thomas  F.  Wood,  M.D.,  Secretary  . 

WiUiam  D.  Hilliard,  M.D.   

Arthur  Winslow,  Civil  Engineer 

W.  G.  Simmons,  Chemist 

J.  H.  Tucker,  M.D.  

R.  H.  Lewis,  M.D.,  Secretary 

H.  T.  Bahnson,  M.D.,  President 

Arthur  Winslow,   Civil   Engineer 

W.  G.  Simmons,  Chemist  

J.  H.  Tucker,  M.D.  

J.  L.  Ludlow,  Civil  Engineer 

J.  H.  Tucker,  M.D.   

P.  P.  Venable,  Ph.D.  Chemist 

J.  L.  Ludlow,  Civil  Engineer 

J.  A.  Hodges,  M.D 

J.  M.  Baker,  M,D. 

J.  H.  Tucker,  M.D.  

P.  P.  Venable,  Ph.D.,  Chemist  

J.  L.  Ludlow,  Civil  Engineer  

Thomas  P.  Wood,  M.D.,  Secretary t  .. 
George  G.  Thomas,  M.D.,  President 

S.   Westray   Battle,   M.D.   

W.  H.  Harrell,  M.D.  

John  Whitehnad,  M.D.  

W.  H.  G.  Luc-as  

F.  P.  Venable,  Ph.D.,  Chemist 

John  C.  Chase,  Civil  Engineer  

R.  H.  Lewis,  M.D.,  Secretary 

W.  P.  Beall,  M.D.  

W.  J.  Lumsden,  M.D. 

John  Whitehead,  M.D.  

W.   H.   Harrell,  M.D.   

W.  P.  Beall,  M.D.   

R.  H.  Lewis,  M.D.,  Secretary  

F.  P.  Venable,  Ph.D.,  Chemist 

John  C.  Chase,  Civil  Engineer 

Charles  J.   O'Hagan,   M.D.   

John  D.  Spicer,  M.D.   

J.  L.  Nicholson,  M.D.   

R.  H.  Lewis,  M.D.,  Secretary 

A.  W.  Shaffer,  Civil  Engineer  

Charles   J.   O'Hagan,  M.D.   

J.  L.  Nicholson,  M.D.  

Albert  Anderson,  M.D.   

George  G,  Thomas,  M.D.,  President  . 


Address 


Appointed    by 

State  Society  

State  Society   

State  Society   

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society   

State  Society   

State  Society  

State  Society  

Gov.  Z.  B.  Vance 

Gov.  Z.  B.  Vance 

Gov.  Z.  B.  Vance 

State  Society   

State  Society  

Gov.  T.  J.  Jarvis 

Gov.  T.  J.  Jarvis 

Gov.  T.  J.  Jarvis 

State  Society   

State  Society  

Gov.  T.  J.  Jarvis 

Gov.  T.  J.  Jarvis 

Gov.  T.  J.  Jarvis 

State  Board  of  Health 

State  Society   

State  Society  

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.   A.  M.  Scales 

State  Society  

State  Society  

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  D,  G.  Fowle 

Gov.  D.  G.  Fowle 

Gov.  D.  G,  Fowle 

State  Society   

State  Society   

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

State  Society  

State  Board  of  Health 

State  Society  

State  Society  

State  Board  of  Health 

Gov.   Elias  Carr  

Gov.  Elias  Carr  

Gov.  Elias  Carr  

Gov.   Elias   Carr   

Gov.   Elias   Carr   

Gov.   Elias  Carr   

State  Society  

State  Society  

Gov.  Elias  Carr  

Gov.  Elias  Carr  

Gov.   Elias   Carr   

Gov.  Elias   Carr  

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

State  Society  


Term 


Rocky  Point  __ 
Wilmington    __ 

Charlotte     

New  Bern 

Raleigh     

Warrenton    

Rocky  Point  __ 
Wilmington    .. 

Greenville     

Warrenton    

Salisbury     

Lexington     

Franklin     

Chapel   Hill    __ 

Charlotte     

Lexington    

Salisbury     

Franklin    

Charlotte     

Wake  Forest  _ 
Wake  Forest  _ 
Washington    .. 

Franklin     

Wake   Forest   - 

Raleigh     

Raleigh    

Wilmington    .. 

Asheville    

Raleigh     

Wake   Forest   _ 

Henderson     

Raleigh     

Winston     

Raleigh     

Wake   Forest   _ 

Henderson     

Winston     

Henderson     

Chapel    Hill    _. 

Winston     

Fayetteville     _. 

Tarboro    

Henderson     

Chapel    Hill    __ 

Winston     

Wilmington  __ 
Wilmington     .. 

Asheville    

Williamston    .. 

Salisbury     

White  Hall  .... 
Chapel  Hill  ... 
Wilmington    .. 

Raleigh     

Greensboro  __ 
Elizabeth    City 

Salisbury     

Williamston  .. 
Greensboro     _.. 

Raleigh    

Chapel  Hill  ... 
Wilmington    ... 

Greenville     

Goldsboro    

Richlands    

Raleigh     

Raleigh    

Greenville     

Richlands    

Wilson    

Wilmington    ... 


1877 

to 

878 

1877 

to 

878 

1877 

to 

878 

1877 

to 

878 

1877 

to 

878 

1877 

to 

878 

1878 

to 

884 

1878 

to 

884 

1878 

to 

1882 

1878 

to 

1882 

1878 

to 

1880 

1878 

to 

1880 

1878 

to 

1880 

1878 

to 

880 

1878 

to 

1880 

1881 

to 

1887 

1881 

to 

884 

1881 

to 

1883 

1881 

to 

1883 

1881 

to 

1883 

1883 

to 

1889 

1883 

to 

1889 

1883 

to 

885 

1883 

to 

885 

1884 

to 

1886 

1884 

to 

1886 

1885 

to 

1887 

1885 

to 

1891 

1885 

to 

1891 

1885 

to 

1887 

1885 

to 

1887 

1887 

to 

888 

1887 

to 

888 

1887 

to 

889 

1887 

to 

889 

1888 

to 

1891 

1888 

to 

1891 

1888 

to 

1891 

1889 

to 

1893 

1889 

to 

1892 

1889 

to 

1893 

1891 

to 

893 

1891 

to 

893 

1891 

to 

1892 

1892 

to 

897 

1891 

to 

895 

1892 

to 

1895 

1893 

to 

895 

1893 

to 

895 

1893 

to 

895 

1893 

to 

895 

1893 

to 

895 

1894 

to 

897 

1895 

to 

897 

1895 

to 

897 

1895 

to 

897 

1895 

to  ] 

897 

1895 

to 

897 

1895 

to  1 

897 

1897 

to  1 

899 

1897 

to  1 

899 

1897 

to  1 

899 

1897 

to  1 

899 

1897 

to  1 

899 

1899 

to  1 

901 

1899 

to  1 

901 

1899 

to  1 

901 

1899 

to  1 

901 

1899 

to  1 

901 

1899 

to  1 

901 

1899 

to  1 

901 

t  Died  in  1892,   leaving   a   five-year  unexpired   term,  which  was  filled  by  the  Board 
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Xanie 


3.   Westray   Battle,  M.D. 

H.  W.  Lewis,  M.D.  

H.  H.   Dodson,   M.D.    

R.  H.  Lewis,  M.D.,  Secretary  

W.  P.  Ivey,  M.D.  

George  G.  Thomas,  M.D.,  President  . 

F^-ancis   Duffy,  M.D.    

J.  L.  Ludlow,  Civil  Engineer  

S.   Westray  Battle,   M.D.  

H.  W.  Lewis,  M.D.   

W.  H.  Whitehead,  M.D.  

J.  L.  Nicholson,  M.D 

.J.  L.  Ludlow,  Civil  Engineer  

J.  Howell  Way,  M.D. 

W.  O.  Spencer,  M.D.  

George  G.  Thomas,  M.D.,  President  . 

Thomas  E.  Anderson,  M.D.   

R.  H.  Lewis,  M.D.  

E.   C.   Register,  M.D.   

David  T.  Tayloe,  M.D.   

James  A.  Burroughs,   M.D.i   

J.  E.  Ashcraft.  M.D.   

J.  L.  Ludlow.  Civil  Engineer 

J.  Howell  Way,  M.D.,  President  

W.  O.  Spencer,  M.D.   

Thomas  E.  Anderson,   M.D.   

Charles  O'H.  Laughinghouse,  M.D.  _. 

R.  H.   Lewis.  M.D.   . 

Edw.  J.  Wood,  M.D. 

A.  A.  Kent,  M.D.=   

Cyrus   Thompson.    M.D.    

Fletcher  R.  Harris.  M.D.   

J.  L.  Ludlow,  Civil  Engineer 

J    Howell  Way,  M.D.,  President 

E.  C.  Register,  M.D.i  

Thomas  E.  Anderson.  M.D.   

Charles  O'H.  Laughinghouse,  M.D.   _. 

Fletcher  R.   Harris,  M.D."   

A.   J.   Crowell,   M.D.   

Chas.  E.  Waddell,  C.  E.'   

Cyrus   Thompson,   M.D.    

R.   H.  Lewis.  M.D.   

E.   J.   Tucker,   D.D.S.   

J.  Howell  Way,  M.D.,  President 

A.   J.  Crowell,   M.D.  

.James  P.  Stowe,  Ph.G.  

O.   A.  Stanton.   M.D. 

Thomas  E.  Anderson,  M.D.   

Charles   O'H.   Laughinghouse,   M.D. 5 
Cyrus   Thompson,    M.D.i    

D.  A.  Stanton,  M.D.   

R.  H.  Lewis,  M.D.I  

Jno.  B.  Wright,  M.D." 

E.  J.  Tucker,  D.D.S."  

W.  S.  Rankin,  M.D.'  

L.  E.  McDaniel,  M.D.   

Chas.  C.  Orr,  M.D.  

Thomas   E.   Anderson,   M.D.°   

L.   E.   McDaniel.  M.D.» 

James  P.  Stowe.  Ph.G.o' "-.: 

i\.   J.   Crowell,   M.D." . 

■).  M.  Parrott,   M.D.''   _. 

Chas.  C.  Orr,  M.D." :__.. 

J.  M.  Parrott,  M.D.'>   !____. .___ 

C.   V.  Reynolds,   M.D.   ._" 

L.  B.   Evans,   M.D.   j.-.. --____.._ 

3.  D.  Craig,  M.D. 

John  T.  Burrus,  M.D.  

J.  N.  Johnson,  D.D.S.   

J.  A.  Goode,  Ph.G.   

H.  L.  Large,  M.D.  

H.   G.  Baity,   C.E.  


Address 


Asheville    

Jackson    

Milton    

Raleigh    

Lenoir     

Wilmington     

New   Bern   

Winston     

Asheville    

Jackson    

Rocky   Mount    _ 

Richlands    

Winston     

Waynesville    

Winston     __^: 

Wilmington     

Statesville    

Raleigh    

Charlotte     

Washington    

Asheville    

Monroe     

Winston-Salem 

Waynesville    

Winston-Salem 

Statesville     

Greenville     

Raleigh    

Wilmington    

Lenoir     

Jacksonville     __ 

Henderson     

Winston-Salem 

Waynesville    

Charlotte     

Statesville     

Greenville     

Henderson     

Charlotte     

Asheville    

Jacksonville    

Raleigh     

Roxboro     

Waynesville    

Charlotte     

Charlotte     

High  Point 

Statesville     

Greenville     

Jacksonville    

High  Point 

Raleigh    

Raleigh     

Roxboro     

Charlotte     

Jackson     , 

Asheville    

Statesville     

Jackson    

Charlotte    

Charlotte 

Ki'nstb'n'  _"-_'_ 

Asheville    _. 

Ki'nston    ._ 

AsTieville  '__. 

Windsor '-_£ 

Winstor.-Salem 

High  Point 

Goldsboro    

Asheville    

Rocky   Mount    _ 
Chapel  Hill   ___ 


Appointed    by 

Term 

State  Society  

1899 

to 

901 

State  Society  _        

1899 

to 

901 

State  Society  

1901 

to 

1907 

Gov.  C.  B.  Avcock  

1901 

to 

1907 

Gov.  C.  B.  Aycock 

1901 

to 

1907 

Gov.  C.  B.  Avcock  

1901 

to 

1905 

Gov.  C.  B.  Avcock  

1901 

to 

1905 

Gov.  C.  B.  Avcock  

1901 

to 

1905 

State  Society  

1901 

to 

1907 

State  Society  

1901 

to 

1907 

State  Society  

1901 

to 

1905 

State  Society  

1901 

to 

1905 

Gov.  C.  B.  Avcock  

1903 

to 

1909 

Gov.  R.  B.  Glenn  . 

1905 
1905 

to 
tn 

911 

Gov.  R.  B.  Glenn _ 

911 

State  Society       _     

1905 
1907 

to 
to 

911 

State  Society  

1913 

Gov.  R.  B.  Glenn 

1907 

to 

1913 

Gov.  R.  B.  Glenn 

1907 

to 

1909 

State  Society  

1907 

to 

1913 

State  Society  

1909 

to 

1913 

State  Board  of  Health   ___ 

1909 

to 

1913 

Gov.  W.  W.  Kitchin 

1911 

to 

1917 

Gov.  W.  W.  Kitchin  

-    1911 

to 

1917 

Gov.  W.  W.  Kitchin 

1911 

to 

1917 

State  Society  

1911 

to 

1917 

State  Society  

1913 

to 

919 

Gov.  Locke  Craig 

1913 

tn 

919 

Gov.  Locke  Craig  ,         ..   _ 

1913 

tn 

915 

State  Society  

1913 

to 

919 

State  Society  

1913 

to 

919 

State  Board   of  Health   __. 

1915 

to 

1921 

Gov.  Locke  Craig  

1917 

to 

1923 

Gov.  T.  W.  Bickett 

1917 

to 

1923 

Gov.  T.  W.  Bickett 

1917 

to 

1923 

State  Society  

1917 

to 

1923 

State  Society 

1919 

tn 

9''3 

State  Society  

1919 

to 

1923 

Gov.  T.  W.  Bickett 

1921 

to 

1923 

Gov.  C.  Morrison 

1919 

to 

1925 

State  Society  

1919 

to 

1925 

Gov.  T.  W.  Bickett 

1923 

to   1 

925 

Gov.  T.  W.  Bickett 

1923 

to 

1929 

Gov.  C.  Morrison 

1923 

tn 

qoq 

Gov.  C.  Morrison 

1923 

tn 

927 

Gov.  C.  Morrison         _   _     . 

1923 

tn 

925 

State  Board  of  Health   __. 

1923 

to 

1929 

State  Society  

1923 

to 

1926 

State  Society  

1925 

to 

931 

State  Society   

^925 

to 

931 

State  Society  

1925 

to    ] 

1931 

Gov.  A.  W.  McLean 

1928 

to 

'331 

Gov.  A.  W.  McLean 

1925 

to    ] 

931 

Gov.  A.  W.  McLean 

1926 

to 

927 

State  Board  of  Health   __. 

1927 

to 

929 

State  Board  of  Health   __. 

1927 

to 

929 

Gov.  A.  W.  McLean 

1929 

to 

1935 

State  Society  

1929 

■to 

19.35 

state  Society  

1927 

to 

1933 

Gov,  A.  W.  McLean 

1929 

to 

.935 

Gov.  O.  Max  Gardner 

1930 

to 

1931 

5tate  Board  of  Health  ___ 

1929 

to 

L935 

Gov.  O.  Max  Gardner 

1931 

to 

1935 

State  Society  : 

1931 

to 

935 

3tate  Society  

1931 

to    ] 

933 

State  Society 

1931 

to    ] 

933 

State  Society  

1931 

to    ] 

933 

Gov.  O.  Max  Gardner 

1931 

to    1 

933 

Gov.  O.  Max  Gardner 

1931 

to    1 

933 

Gov.  O.  Max  Gardner 

1931 

to    1 

933 

Gov.  O.  Max  Gardner  ____ 

"    1931 

to    ] 

935 

Gov.  O.  Max  Gardner 

1931 

to 

935 

1  Died  leaving  unexpired  term. 

2  Resigned  to  become  member   of  General  Assembly, 

3  Resigned  to  become  Health   Officer  'Vance   County. 

4  Resigned. 


5  Resigned  to  become   Secretary   of  State  Board  of  Heoith 

6  Term  terminated  on  account  of  tlie  reorganization  of  th<? 
State  Board  of  Health  by  General  Assembly. 
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Grady  G.  Dixon,  M.D.'  .. 
Grady  G.  Dixon,  M.D.'  ^.. 

S.  D.  Craig,  M.D    

W.   T.    Rainey,   M.D.    

J.  N.  Johnson,  D  D.S. 

Hubert  B.  Haywood,  M.D 
James  P.  Stowe,  Ph.G.  __. 

Grady  G.  Dixon,  M.D. 

J.  LaBruce  Ward,   M.D.   _. 

H.  Lee   Large,   M.D.   

H.   G.   Baity,   C.E.   

J  N.  Johnson,  D.D.S.  ... 
Hubert  B.  Haywood,  M.D. 
James  P.  Stowe.  Ph.G.  ._. 

S.  D.   Craig,   M.D.   

W.  T.   Rainey,  M.D.   

Grady  G.  Dixon,  M.D.  _.. 
J.  LaBruce  Ward,   M.D.  _ 

H.   Lee  Large,  M.D.   

H.  G.   Baity,  Sc.D.    

C.  C.  Fordham,  Jr.,  Ph.G.' 
S.  D.   Craig,  M.D 


Address 


Ayden    

Ayden     

Winston-Salem 
Fayetteville     ... 

Goldsboro      

Raleigh    

Charlotte     

Ayden     

Asheville    

Rocky    Mount    . 
Chapel    Hill    .._ 

Goldsboro    

Raleigh     

Charlotte    

Winston-Salem 
Fayetteville     __- 

Ayden     

Asheville    

Rocky    Mount    . 
Chapel   Hill   .-. 

Greensboro     

Winston-Salem 


W.  T.  Rainey,  M.D.  Fayetteville 


Hubert   B.  Haywood,   M.D. 

J.  N.  Johnson,  D.D.S.   

James  O.  Nolan,  M.D. 

Grady  G.  Dixon,   M.D.   

J.  LaBruce  Ward,  M.D. 

H.  Lee  Large,  M.D.  

Larry  I.  Moore,  Jr.  

S.  D.  Craig,  M.D.,  Prcs. 

W.  T.  Rainey,  M.D    

Hubert  B.  Haywood,  M.D.  

James  O.  Nolan,  M.D.   

Paul  Jones,  D.D.S.'J   

Jasper  C.  Jackson,  Ph.G.i"  

Grady  G.  Dixon,  M.D.,  Pres. 

H.  Lee  Large,  M.D.   

J.  LaBruce  Ward.  M.D.  

Hubert  B.  Haywood,  M.D.   

Mrs.  James  B.  Hunt   

A.  C.  Current,   D.D.S.   

John  R.  Bender,  M.D.   

Benjamin  J.  Lawrence,  M.D. 

G.  Grady  Dixon,  M.D.   

George  Curtis  Crump.  M.D. 

John  P.  Henderson,  Jr.,  M.D.n 

H.  C.  Lutz,  Phg.   

Hubert  B.  Haywood,  M.D.12 

Mrs.  J.  E.   Latta   

A.  C.  Current,  D.D.S.   

John  R.  Bender,  M.D. 

Benjamin  J.  Lawrence,  M.D. 

G.  Grady  Dixon,  M.D. is   

George  Curtis  Crump,  M.D.i- 

Roger  W.  Morrison,  M.D.i-«   

John  P.  Henderson,  Jr.,  M.D. 

H.  C.  Lutz,  Phg.  

Lenox  D.  Baker,   M.D.ia   

Earl  W.  Brain,  M.D.i«  

Mrs.  J.  E.  Latta  

Roger  W.  Morrison,  M.D.  

John  R.  Bender,  M.  D.   

Z.  L.  Edwards,  D.D.S. 

Chas.  R.  Bugg,  M.D.,  Pres.i"    

Lenox  D.  Baker,  M.D. 


Raleigh 

Goldsboro    

Kannapwlis     

Ayden     

Asheville    

Rocky   Mount    . 

Wilson    

Winston-Salem 
Fayetteville     ___ 

Raleigh    

Kannapolis    

Farmville     

Lumberton    

Ayden     

Rocky   Mount    _ 

Asheville    

Raleigh    

Lucama    

Gastonia    

Winston-Salem 

Raleigh     

Ayden     

Asheville    

Sneads    Perry    . 

Hickory    

Raleigh    

Hillsboro    

Gastonia    

Winston-Salem 

Raleigh    

Ayden     

Asheville    _ 

Asheville 
Sneads    Ferry    _ 

Hickory    

Durham     

Raleigh    

Hillsboro    

Asheville    

Winston-Salem 
Washington     ._ 

Raleigh    ._ 

Durham     


Appointed    by 


Ex.  Com.  State  Society  ._. 

State  Society   

State  Society  

State  Society  

Gov.  J.  C.  B.  Ehrinshaus  . 
Gov.  J.  C.  B.  Ehrin?haus  - 
Gov.  J.  C.  B.  Ehringhaus  - 

State  Society  

State  Society  

Gov.  J.  C.  B.  Ehringhaus  - 
Gov.  J.  C.  B.  Ehringhaus  _ 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

State  Society  

State  Society  

State  Society  

State  Society   

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey  

State  Society  

State  Society 

Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 

State  Society 

State  Society  

Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 

State  Society  

State  Society  . 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry  __. 
Gov.  R.  Gregg  Cherry  .._ 
Gov.  R.  Gregg  Cherry  ___ 

State  Society  

Gov.  R.  Gregg  Cherry 

State  Society   

Gov.  W.  Kerr  Scott  

Gov.  W.  Kerr  Scott   

Gov.  W.  Kerr  Scott  

State  Society   

State  Society  

Medical   Society   

Medical  Society    

Gov.  Wm.  B.  Umstead   _- 

Gov.  W.  Kerr  Scott   

Gov.   Wm.   Umstead   

Gov.   Wm.   Umstead   

Gov.   Wm.   Umstead    

Medical   Society    

Medical   Society    

Medical  Society    

Medical   Society   

Medical  Society   

Gov.  Luther  H.  Hodges  - 
Gov.  Luther  H.  Hodges  . 
Gov.   Luther  H.  Hodges   _ 

Medical  Society   

Gov.  Luther  H.  Hodges   . 

Medical  Society   

Medical   Society   

Gov.   Luther  H.  Hodges   . 

Medical   Society    

Gov.  Luther  H.  Hodges   . 


Term 


1931  to 

1932  to 

1933  to 
1933  to 
1933  to 
1933  to 
1933  to 
1935  to 
1935  to 
1935  to 
1935  to 
1937  to 
1937  to 
1937  to 
1937  to 
1937  to 
1939  to 
1939  to 
1939  to 

1939  to 

1940  to 

1941  to 
1941  tu 
1941  to 
1941  to 
1941  to 
1943  to 
1943  to 
1943  to 
1943  to 
1945  to 
1945  to 
1945  to 

1945  to 

1946  to 
1945  to 

1947  to 
1947  to 
1947  to 
1949  to 
1949  to 
1949  to 
1949  to 
1949  to 
1951  to 
1951  to 

1954  to 
1951  to 
1953  to 
1953  to 
1953  to 
1953  to 
1953  to 

1955  to 
1955  to 

1957  to 
1955  to 

1955  to 

1956  to 

1958  to 

1957  to 
1957  to 
1957  to 
1957  to 
1957  to 
1957  to 
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1935 
1937 
1937 
1937 
1937 
1937 
1939 
1939 
1939 
1939 
1941 
1941 
1941 
1941 
1941 
1943 
1943 
1943 
1943 
1943 
1945 
1945 
1945 
1945 
1945 
1947 
1947 
1947 
1947 
1949 
1949 
1949 
1949 
1949 
1947 
1951 
1951 
1951 
1953 
1953 
1953 
1953 
1953 
1955 
1955 
1955 
1955 
1957 
1957 
1957 
1957 
1957 
1959 
1959 
1957 
1959 
1959 
1957 
1959 
1961 
1959 
1961 
1961 
1961 
1961 


7  To  fill  vacancy  caused  by  resignation  of  Dr.  J.  M. 
Parrott. 

8  To  fill  vacancy  caused  by  the  death  of  James  P. 
Stowe,  Ph.G. 

9  To  fill  vacancy  caused  bv  resignation  of  J.  N.  John- 
son, D.D.S. 

10  To  fill  vacancy  caused  by  resignation  of  Larry  I. 
Moore,  Jr. 


11  To  fill  vacancy  caused  by  the  death  of  Dr.  H.  Lee 
Large. 

12  Resigned 

13  To   fill   vacancy    caused   by    resignation    of    Dr.    Hubert 
B.  Havwood. 

14.  To   fill  vacancy   caused  by    resignation   of    Dr.   George 
Curtis  Crump 

15  Died   leaving    unexpired    term. 

16  To   fill   vacancy    caused   by   the    death    of   Dr.    G.    Grady 
Dixon. 

17.  Died  leaving  unexpired  term. 
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Name 
Ben  W.  Dawsey,  D.V.M.      ~ 
Rogert  W.  Morrison,  M.D. 
Jasper  C.  Jackson,  Phg.     .    . . 
Oscar  S.  Goodwin,  M.D. 
*Chas.  R.  Bugg.  M.D.,  Pres. 

Lenox  D.  Baker,  M.D 

D.  T.  Redfern     

Glenn  L.  Hooper,  D.D.S.     . . . 

John  R.  Bender,  M.D 

John  S.  Rhodes,  M.D.l.s     ..    . 

S.   G.   Koonce      

James  S.  Raper,  M.D.       .    .. 
Ben  W.  Dawsey,  D.V.M.      . .  . 
Joseph  S.   Hiatt,  Jr.,  M.D. 
Howard  Paul  Steiger,  M.D. 


Address 

Gastonia    

Asheville     

Lumberton    

Apex   

Raleigh 

Durham      

Wadesboro    

Dunn  

Winston-Salem 
Raleigh 

Chadbourn . . 

Asheville   

Gastonia    

Southern  Pines 
Charlotte  Medical  Society 


Appointed  by 


Gov.   Luther  H.   Hodges 

Medical    Society 

Gov.   Luther  H.    Hodges 

Medical    Society      

Medical    Society 
Gov.  Terry  Sanford 
Gov.  Terry  Sanford 
Gov.  Terry  Sanford 

Medical    Society      

Medical    Society 
Gov.  Terry  Sanford 
Medical    Society  ,    . 

Gov.  Terry  Sanford 
Medical    Society 
Medical    Society 


1959 

to 

1963 

1959 

to 

1963 

ICSD 

to 

1963 

1959 

to 

1963 

1961 

to 

1965 

1961 

to 

1965 

1961 

to 

1965 

1961 

to 

1965 

1961 

to 

1965 

1961 

to 

1965 

1963 

to 

1967 

1963 

to 

1967 

1963 

to 

1967 

1965 

to 

1969 

1965 

to 

1969 

18.  Fill  vacancy  caused  by  death  of  Dr.  Chas.  R.  Bugg. 
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ROSTER  OF  MEMBERS  OF  THE  VARIOUS  BOARDS  OF  MEDICAL   EXAMINERS  OF  THE  STATE  OF 

NORTH  CAROLINA 


FIRST  BOARD 

James  H.    Dickson.   Wilmington   1859- 

Charles  E.  Johnson.  Ralei_gh     18.59- 

Caleb    Winslow,    Hertford  ..: 1859- 

Otis   F.   Hanson,    Townsville       '.  1859- 

William  H.  McKee,  Ralciph  1859- 

Christopher  Happoldt,  Morganton  1859- 

J.  Graliam  Tuil,  New  Bern  ^  1859- 

Samuel  T.  Iredell,  Secretary     ,■,.,. •  1859- 

SECOND  BOARD 

N.   J.  Pittman.   Tarboro  !.'  186ri- 

E.  Burke   Haywood,   Raleigh     ,: .....;.  1866- 

R.   H.   Winborne,   Edenton       : 18(ifi- 

S.   S.   Satchwell,   Rocky   Point  18G6- 

J.   J.    Summerell,    Salisbury   : 1866- 

R.   B.   Haywood,    Raleigh    1866- 

M.    Whitehead,   Salisbury    1866- 

J.  P.  Shaffner,   Salem  1866- 

William   Little,   Secretary  1866- 

Thomas  F.  Wood,  Secretary,  Wilmington  1867- 


1866 
1866 
1866 
1866 
1866 
1866 
1866 
1866 


1872 
1872 
1872 
1872 
1872 
1872 
1872 
1872 
1872 
1872 


THIRD  BOARD 

Charles  J.   O'Hagan,   Greenville   1872-1878 

W.   A.   B.   Norconi,   Edenton    1872-1878 

C.   Tate   Murphy,  Clinton   1872-1878 

George  A.    Foote,  Warrenton   1872-1878 

J.  W.  Jones,  Tarboro           1872-1878 

R.    L.    Payne,   Lexington  ,   1872-1878 

Charles  Duffy,  Jr.,  Secretary,  New  Bern  1872-1878 


EIGHTH    BOARD 

A.   A.   Kent.  Lenoir  190'' 

Charles   O'H.  Laughinghouse,  Greenville  IW'' 

M.-  H.   Fletcher,   Asheville       1900 

James   M.   Parrott.   Kinston    ,.' ',,[]][[  1902 

J.   T.   J.  Battle.   Greensboro  190'' 

Frank   H.   Russell,  Wilmington  190''. 

George  W.  Pressly,  Secretary,  Charlotte'  1902 

G.  T.   Sikes,  Secretary,  Grissom"  1906- 


■1908 
•1908 
^908 
■1908 
■1908 
■1908 
■1906 
1908 


'[f  NINTH    BOARD 

Lewis   B.   McBrayer,  Asheville       .;...•. 1908-1914 

J-ohn   C.   Rodman,   Washington      1908-1914 

William  W.  McKenzie,  Salisbury  1908-1914 

Henry    H.    Dodson,    Greensboro    1908-1914 

John    Bynum,  Winston-Salem    1908-1914 

J.   L.   Nicholson.    Richlands   1908-1914 

Benj.  K.  Hays,   Secretary,  Oxford  '. 1908-1914 

TENTH    BOARD 

Isaac    M.   Taylor,    Morganton   1914-1920 

John   Q.   Myers,   Charlotte     1914-1920 

Jacob   F.    Highsmith,   Fayetteville   1914-1920 

Martin   L.    Stevens,   Asheville    1914-1920 

Charles  T.  Harper,   Wilmington-*   1914-1915 

Edwin   G.   Moore.   Elm  City'"        1915-1920 

John  G.  Blount,  Washington^       1914-1920 

Hubert  A.   Royster,  Secretary,  Raleigh       1914-1920 


FOURTH  BOARD 

Peter   E.    Hines,   Raleigh   1878-1884 

Thomas  D.  Haigh,  Fayetteville  1878-1884 

George  L.   Kirby,  Goldsboro      1878-1884 

Thomas    F.    Wood,   'Wilmington    1878-1884 

Joseph    Graham,    Charlotte       1878-1884 

Robert   I.    Hicks,  AVilliamstoni                    ,  1878-1880 

Richard   H.   Lewis,   Raleigh-           1880-1884 

Henry  T.  Bahnson,  Secretary,  Salem 1878-1884 

FIFTH  BOARD 

William   R.  Wood,   Scotland  Neck  1884-1890 

Augustus  W.   Knox,  Raleigh    1884-1890 

Francis   Duffy,   New   Bern      1884-1890 

Patrick  L.  Murphy,   Morganton   1884-1890 

Willis   Alston,    Littleton    1884-1890 

J.  A.  Reagan,  Weavei-ville  1884-1890 

W.  J.  H.  Bellamy,  Secretary,  Wilmington  1894-1890 

SIXTH  AND  SEVENTH  BOARDS^ 

R.   L.  Payne,  Jr..   Lexington     1890-1892 

George   W.  Purefoy,  Asheville    1890-1892 

George  G.  Thomas.  Wilmington 1890-1894 

Robert  S.  Young,  Concord  1890-1894 

William   H.   Whitehead,   Rocky   Mount  1890-1896 

George  W.   Long,  Graham  1890-1896 

L.  J.  Picot,  Secretary,  Littleton  1890-1896 

Julian   M.  Baker,   Tarboro  1892-1898 

H.  B.   Weaver,   Secretary,  Asheville  1892-1898 

J.   M.   Hays,   Greensboro-*   1894-1897 

Kemp   P.   Battle.   Jr.,  Raleigh^  1897-1900 

Thomas  S.  Burbank,  Wilmingtoni  1894-1898 

Richard  S.  Whitehead,  Chapel  HilH  1896-1898 

William  H.   H.   Cobb,  Goldsboro"  1898-1900 

J.  Howell  Way,  Secretary,  Waynesville^  1898-1902 

David  T.  Tayloe.  Washington  1896-1902 

Thomas   E.   Anderson,    Sec,   Statesville  1895-1902 

Albert  Anderson,   Wilson?  1896-1902 

Edward  C.  Register,  Charlotte-5  1898-1902 

Thomas   S.   McMullan,  Hertfords  1900-1902 

John    C.   Walton?    1900-1902 


ELEVENTH   BOARD 

Lester   A.  Crowell,  Lincolnton        1920-1926 

William  P.   Holt,   Duke  1920-1926 

J.   Gerald   Murphy,   Wilmington   1920-1926 

Lucius    N.    Glenn,  Gastonia    1920-1926 

Clarence    A.    Shore,    Raleigh   1920-1926 

William   M.  Jones,   Greensboro  1920-1926 

Kemp  P.  B.  Bonner,  Sec,  Morehead  City     1920-1926 


TWELFTH  BOARD 

Paul   H.   Ringer.  Asheville      1926 

W.    Houston    Moore,  Wilmington  1926 

T.  W.  M.  Long,  Roanoke  Rapids  1926. 

W.   W.  Dawson,  Grifton-*   1926^ 

J.    K.    Pepper,    Winston-Salem  1926- 

Foy    Roberson,    Durham  1926^ 

John  W.  McConnell,  Secretary,  Davidson  1926- 

David  T.   Tayloe,  Jr.,  Washington*-  1930- 

THIRTEENTH   BOARD 

Ben    F.   Royal,   Morehead    City  1932- 

Ben.i.   J.   Lawrence,   Secretary,   Raleigh  1932- 

F.  Webb   Griffith,   Asheville  1932- 

Hamilton  W.  McKay,  Charlotte  1932- 

J.  W.  Vernon,  Morganton  1932- 

W.   H.    Smith,    Goldsboro     1932- 

K.    G.   Averitt,   Cedar  Creek-*    1932- 

Roscoe  D.  McMillan,  Red  Springsis  1936- 


FOURTEENTH    BOARD 

Karl   B.   Pace,   Greenville  1938- 

William  M.  Coppridge,   Durham  1938- 

Frank  A.  Sharpe,  Greensboro  1938- 

Lewis  W.   Elias,   Asheville^     1933- 

J.   Street    Brewer,   Roseboro    1938- 

W.    D.   James.   Secretary.   Hamlet  1938- 

L.  A.   Crowell,  Jr.,   Lincolnton  1938- 

John    LaBruce   Ward,   Asheville*-*  1943- 


-19.32 
-1932 
-1932 
■1930 
■1932 
■19:i2 
■1932 
■1932 


1938 
1938 
19.38 
1938 
1938 
1938 
1936 
1938 


1944 
1944 
1944 
1943 
1944 
1944 
1944 
1944 
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FIFTEENTH  BOARD 

C.  W.  Armstrong,  Salisbury  1944-1950 

Paul  G.  Parker,  Erwin  1944-1950 

M.  D.  Bonner,  Jamestown  1944-1950 

T.  Leslie  Lee,  Kinston      1944-1950 

Roy  B.  McKnight.  Charlotte   1944-1950 

M.  A.  Pittman,  Wilson      .  ^  1944-1950 

Ivan  M.  Proctor,  Secretary,  Raleigh  1944-1950 

James  B.  Bullitt,  Chapel  HilP''     1949-1950 

Paul  F.  Whitaker,  Kinston"'     1950 

SIXTEENTH  BOARD 

Amos  N.   Johnson,  Garland    1950-1956 

Heyward  C.  Thompson,  Shelby     1950-1956 

James  P.  Rousseau,  Winston-Salem     1950-1956 

Newsom  P.  Battle,  Rocky  Mount     1950-1956 

Clyde  R.  Hedrick,  Lenoir  1950-1956 

L.  Randolph  Doffermyre,  Dunn  1950-1956 

G.  Westbrook  Murphy,  Ashevillei'   1955 

Joseph  J.  Combs,  Secretary,  Raleigh    1950-1956 

SEVENTEENTH  BOARD 

Carl  Vann  Tyner,  M.D.,  Leaksville     1956-1962 

Joseph  John  Combs,  M.D.,  Raleigh  1956-1962 

John  Bascom  Anderson,  M.D..  Asheville  1956-1962 

Thomas  Wilhams  Baker,  M.D.,  Charlotte      ..  1956-1962 

Edwin  Albert  Rasberry,  Jr..  M.D..  Wilson  1956-1962 

Thomas  G.  Thurston,  M.D.,  Salisbury  1956-1962 

Luther  Randolph  Doffermyre,  M.D.,  Dunn      .  1956-1962 

EIGHTEENTH  BOARD' "- 
Frank  Edmondson,  Jr.,  Asheboro,  Pres 1962-1964 

Re-elected  >  6-yr,  term )  1964-1970 

Ralph  G.  Templeton,  Lenoiri"  1962-1964 

Re-elected  (6-yr.  term  >  1964-1970 

Joseph  John  Combs,  Secretary,  Raleigh        ...  1962-1964 

Re-elected   '6-yr,   term)  .  1966-1972 

H.  Lee  Large,  Jr.,  Charlotte     1962-1966 

Re-elected  '  6-yr  term  >       1966-1972 

James  E.  Davis,  Durham      1962-1968 

W.  Boyd  Owen,  Waynesville     1962-1968 

Clark  Rodman,  Washington  1962-1968 

Vernon  W.  Taylor,  Jr.,  M.D.,  Elkin-"  1966-1970 


1  Resigned   before   expiration   of  term, 

2  Elected  for  une.xpired  term  of  Dr.  Hicks. 

3  In  1890  tlie  Medical  Society  of  the  State  of  North 
Carolina  adopted  the  plan  of  electing  members  of  the 
Board  in  such  a  manner  that  the  terms  would  expire  at 
different  intervals  of  two  years.  This  practice  was  followed 
for  twelve  years,  or  until  1902,  when  the  plan  was  aban- 
doned; an  equivalent  of  two  terms  of  six  years  each.  It 
is  evident  that  the  Society  arranged  to  abandon  the  policy 
as  early  as  1898,  as  two  members  were  elected  for  short 
terms,  and  two  years  later  two  other  members  were  elected 
for  still  shorter  terms.  It  is  therefore  impossible  to  separate 
the  sixth  and  seventh  Boards,  since  the  membership  was 
overlapping. 

4  Died  before  the  expiration  of  his  term. 

5  Elected  to  serve   unexpired  term  of  Dr.  Hays. 

6  Elected  to  serve  the  unexpired  term  of  Dr.  Burbank. 

7  Elected  to  serve  the  unexpired  term  of  Dr.  Whitehead. 

8  Elected   foi    short   term  expiring  in   1902. 

9  Elected  to  serve  the  unexpired  teim  of  Dr.  Pressly. 

10  Elected  to  serve  the  unexpired  term  of  Dr.  Harper. 

11  Died  a  few  months  before  the  expiration  of  his  term; 
sucli    a    short    time    that    the    vacancy    was    not    filled. 

12  Elected  to  serve  unexpired  term  of  Dr.  W.  W.  Dawson. 

13  Elected  to  serve  unexpired  term  of  Dr.  Averitt. 

14  Elected   to   serve   the   unexpired  term  of  Dr.   Elias. 

15  Elected  to  serve  unexpired  term  of  Dr.  T.  Leslie  Lee. 

16  Elected  to  serve  unexpired  term  of  Dr.  Paul  G.  Parker. 

17  Elected  to  serve  unexpired  term  of  Dr.  James  P. 
Rousseau. 

18  In  1962  the  Medical  Society  of  the  State  of  North  Caro- 
lina adopted  a  plan  for  election  members  of  the  Board 
in  such  a  manner  that  some  of  the  terms  would  expire 
at  intervals  of  two  years,  hence  the  varying  terms  of 
the  first-selected  board  members. 

19  Died  before  expiration  of  term. 

20  Elected  to  serve  unexpired  term  of  Dr.  Ralph  P. 
Templeton. 
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MEDICAL  AWARDS 


MOORE  COUNTY  MEDICAL  SOCIETY  MEDAL 

In  1927  the  Moore  County  Medical  Society  estab- 
lished a  fund,  the  interest  from  which  is  used  to  pay 
for  a  medal  to  be  given  for  the  best  paper  read  at 
the  State  Society  meeting  each  year.  No  one  is  eli- 
gible to  receive  this  medal  except  Fellows  of  the 
Medical  Society  of  the  State  of  North  Carolina  in 
good  standing;  no  invited  guest  is  allowed  to  com- 
pete. 

Each  Section  Chairman  selected  a  committee  of 
three  to  decide  on  the  best  paper  written  in  their 
section.  The  winning  papers  are  then  turned  over  to 
the  State  Committee,  who  select  the  one  to  receive 
the  medal.  The  following  Fellows  have  been  awarded 
this  medal: 

1928 — Paul   Pressly   McCain,   M.D.  Sanatorium 

"The   Diagnosis  and  Significance  of  Juvenile 

Tuberculosis" 
(From    the    Section    on    Pediatries) 
1929 — A.  B.   Holmes,   M.D.  Fairmont 

"The   Treatment   of   Uremia'" 
(From    the    Section    on    Chemistry,    Materia 
Medica    and   Therapeutics) 
1930— C.  T.  Smith,  M.D.,  and  W.  Bernard 

Kinlaw,   M.D.  Rocky   Mount 

"The    Clinical    Consideration    of    Anemia    of 

Pregnancy  and  of  Puerperium" 
(From   Section   on   Practice  of  Medicine) 
1931_F.  C.  Smith,  M.D.  Charlotte 

"Practical  Value  of  Perimetry  in  Intracranial 
Conditions;   Case  Reports"   (tumors,  vascu- 
lar disease,  toxemia,  syphillis  and  trauma) 
(From  Section  on  Eve,  Ear,  Nose  and  Throat) 
1932— Charles   I.   Allen,   M".D.  Wadesboro 

"An  Improved  Splint  for  Treating  Fractures 
of  the  Lower  Extremity  Showing  Reduction 
and    Skeletal    Distraction   Attachments" 
(From    Section   on   Surgery) 

1933— H.    L.    Sloan,   M.D.    Charlotte 

"Some  General  Remarks  about  Cataract  Sur- 
gery, With  Report  of  100  Consecutive  Un- 
complicated Cataract  Operations" 
(From    Section    on    Ophthalmology  and    Oto- 
laryngology) 

J.  R.  Adams,  M.D.  Charlotte 

"Hypo-glycaemia   in  Children" 
(From  Section   on  Pediatrics) 
1934— Fred  E.  Motley,  M.D.,  Charlotte 

"Complications    of    Mastoiditis    with     Special 

Reference    to    Septicemia" 
(From    Section    on    Ophthalmology   and    Oto- 
laryngology) 
1935 — Arthur  H.   London,  M.D.  Durham 

"The    Composition   of   an   Average   Pediatrics 

Practice" 
(From   Section  on   Pediatrics) 
1936— V.  K.  Hart,  M.D.  Charlotte 

"Etiological     and     Therapeutic     Aspects     of 
Bronchiectasis    ^vith    Clinical    Observations 
on  Bronchial  Lavage  by  the  Stitt  Method" 
(From    Section    on    Ophthalmology    and   Oto- 
larygology) 
1937 — No   award   made. 

1938 — 0.   Hunter  Jones,  M.D.  Charlotte 

"Pelvic    Architecture   and    Classification  with 

its    Practical   Application" 
(From  Section  on  Gynecology  and  Obstetrics) 
1939— Donnell  B.  Cobb,  M.D.  "  Goldsboro 

"Vaginal   Ureterolithotomy" 
(From    Section  on    Surgery) 
1940— C.  R.  Monroe,  M.D.,  C.  D.  Thomas,  M.D.,  and 
C.   L.   Gray,  M.D.  Pinehurst 

"Thoracoplasty  and   Apicolysis" 
(From    Section   on    Surgery) 
1941 — Walter  R.  Johnson,   M.D.  Asheville 

"Is    Diverticulitis    of    the    Colon    a    Surgical 

Disease?" 
(From   Section    on  Practice    of   Medicine) 


1942— E.    P.  Alyea,    M.D Durham 

"Castration    for    Carcinoma    of   the    Prostate 

Gland" 
(From    Section   on   Surgery) 
1943 — No   award   made. 

1944— D.    F.   Milam,    M.D.  Chapel   Hill 

"Vitamin  C  Content  of  Some  North  Carolina 

Cooked   Foods" 
(From   Section  on  Public  Health  and  Educa- 
tion) 
1945 — No   Meeting. 

1946— E.   C,   Hamblen,  M.D Durham 

"Some  Aspects  of  Sex  Endocrinology  in  Gen- 
eral  Practice" 
(From   Section  on  General  Practice  of  Medi- 
cine  and  Surgery) 
1947— W.    L.   Thomas,  M.D.  Durham 

"Some     Psychosomatic     Problems     in     Gyne- 
cology" 
(From  Section  on  Gynecology  and  Obstetrics) 
1948 — ^Felda    Hightower,    M.D.  Winston-Salem 

"The  Control   of  Electrolyte  and   Water  Bal- 
ance  in  Surgical  Patients" 
(From    Section   on    Surgery" 
1949— George  J.  Baylin,  M.D.  Durham 

"The    Roentgen   Aspect   of   Non-Opaque   Pul- 
monary Foreign   Bodies" 
(From  Section   on   Radiology) 
1950— Parker   R.    Beamer,  M.D.  Winston-Salem 

"Studies    on   Experimental    Leptospirosis" 
(From   Section  on  Pathology) 
1951— John   P.   U.   McLeod,  M.D.  Marshville 

"A    Simplified    Modification    for    Straining   of 
the  Vaginal  Smear  for  Immediate  Apprai- 
sal  of  Endocrine  Activity" 
(From  Section  on  Gynecology  and  Obstetrics) 
1952 — Samuel   F.   Ravenel,   M.D.  Greensboro 

"Humidification    in    Pediatrics" 
(From    Section   on    Pediatrics) 
195.3— Harrie  R.  Chamberlin,  M.D.  Chapel  Hill 

"Diagnosis     and     Management    of    Poisoning 

Due   to    Organic    Phosphate   Insecticides" 
(From    Section    on   Pediatrics) 

1954— Paul    Kimmelstiel.    M.D.  Charlotte 

Roland  T.  Pixlev,  M.D Charlotte 

John    Crawford,    M.D.    Charlotte 

"Statistical  Review  of  Twenty-two  Thousand 

Cases   Examined  by  Cervical    Smears" 
(From  Section   on   Pathology) 

1955— H.  Hugh  Brvan,  M.D.  Chapel  Hill 

"Obesity  and  the  Public  Health" 
(From  Section  on  I^ublic  Health) 

1956— Wm.    M.    Peck,    M.D.  McCain 

"The    Changing  Pattern   of  Tuberculosis" 
(Section    PH&E) 

1957^ohn  R.  Ashe,  Jr.,  M.D Concord 

John  V.  Areyj  M.D Concord 

"The    Use    of    Diamox    in    Obstetrics    and 

Gynecology" 
(From  Section  on  Obstetrics  and  Gynecology) 

1958_John   O.   Lafferty,    M.D. 

"Peptic   Ulcers  in   Children" 
(From   Section   on   Radiology) 

1959— Robert  E.   Coker,  Jr.,  M.D.  Chapel  Hill 

"The    Medical    Student   and   Specialization" 
(From  Section  on  Public  Health  &  Education) 

I960 — William  J.  A.  DeMaria,  M.D.  Durham 

"Management    of    Childhood    Nephrosis" 
(From   Section  on   Pediatrics) 

1961 — William   W.    Shingleton,   M.D.    .  Durham 

"Some  Recent  Clinical  and  Experimental  Ad- 
vances Relative  to  Diseases  of  the   Biliary 
Tracts   and    Pancreas" 
(From    Section   on    Surgery) 

1962— Frank  C.  Greiss,  Jr.,  M.D.  Winston-Salem 
"Inevitable,  Incomplete  and  Septic  Abortions" 
(From   Section  on  Obstetrics   &   Gynecology) 

1963 — No    Awards. 


1964— Christopher  Columbus  Fordham, 

III,  M.D Chapel  Hill 

"Problems    in    the    Diagnosis    of    Renal 
Parenchyma  Disease" 

I  From    Section    on    General    Practice    of 
Medicine  > 
1965— Archie  Lipe  Barringer,  M.D.  Mount  Pleasant 

"CHRONIC    URETHRITIS    IN    THE    FE- 
MALE" 

I  From    Section    on    General    Practice    of 
Medicine  > 


THE   GEORGE  MARION   COOPER   AWARD 

The   Fellows   of   the   Wake   County    Medical    Society 

present this  George  Marion 

Cooper  Award  established  in  honor  of  George  Mar- 
inn  Cooper,  physician  and  health  benefactor. 

This  medal  is  awarded  by  the  Fellows  of  the  Wake 
County  Medical  Society  as  a  token  of  appreciation 
and  esteem  in  recognition  of  the  eminence  of  an 
essay  contributing  to  the  knowledge  and  advance- 
ment of  the  science  of  medicine  in  the  field  of  Pre- 
ventive Medicine,  PubUc  Health,  or  Maternal  and  In- 
fant Health  Care,  presented  before  the  Medical  Society 
of  the  State  of  North  Carolina.  The  following  Fellows 
have  been  awarded  this  medal: 

1951— Donald  L.  Whitener,  M.D.        ,       .  Winston-Salem 
"The    Management    of    Labor    and    Delivery    in 

the  Interest  of  the  Premature  Infant" 
I  From  Section  on  Gynecology  and  Obstetrics  i 
1952— Ronald  Stephen.  M.D.,  Senior  Author; 

Duke  University  Durham 

"The  Evaluation  of  Methods  of  Pain  Relief  During 
Labor  and  Delivery  with  Reference  to  Mother 
and  Child" 
•  From  Section  on  Gynecology  and  Obstetrics  i 

1953— Ernest  Craige,  M.D Chapel  Hill 

"The   Prevention   of   Recurrences   of   Rheumatic 

Fever" 
'From  the  Section  on  Practice  of  Medicine) 


1954— Richard  L.  Pearse,  M.D. 
Eleanor  Easley,  M.D. 
Kenneth  Podger,  M.D. 


Durham 
Durham 
Durham 
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"'Obstetric  Analgesia  and  Anesthesia" 
'From  Section  on  Obstetrics  and  Gynecology) 

195S— Dirk  Verhaeff ,  M.D Huntersville 

William  M.  Peck,  M.D McCaui 

"The  Trends  in  Management  of  Tuberculosis  in 

Children" 
'From  Section  on  Pediatrics i 

1956— Benjamin  A.  Johnson,  M.D Durham 

Susan  C.  Dees,  M.D Durham 

"mmunization  of  Allergic  Children  with  Particular 

Reference  to  Eczema  Vaccinatium" 
I  From  Section  on  Pediatrics) 

1957_Walter  A.  Sikes,  M.D Raleigh 

John  D.  Patton,  M.D Asheville 

Robert  L.  Craig,  M.D Asheville 

Marie  Baldwin,  M.D ....      Asheville 

Anne  Sagberg.  M.D.  Asheville 

R.  Charman  Carroll,  M.D.         --.     Asheville 

"Trends  in  the  Development  of  £m  Open 

Psychiatric  Hospital" 
'  From  Section  on  Neurology  on  Psychiatry ) 

1958— Madison  S.  Spach.  M.D. 
Jerome  S.  Harris.  M.D. 
..Congenital  Heart  Disease  in  Infancy" 
'From  Section  on  Pediatrics" 

1959— Roy  T.  Parker.  M.D Durham 

Harry  W.  Johnson,  M.D Durham 

F.  Bavard  Carter.  M.D Durham 

"Obstetric  Shock" 

I  From  Section  on  General  Practice  of  Medicine) 

1960— Courtney  D.  Egerton.  M.D Raleigh 

Robert  J.  Ruark.  M.D Raleigh 

"Continuous  Caudal  Analgesia  in  Private 

Practtice" 
'  rom  Section  on  Obstetrics  &  Gynecology  < 

1961— Kenneth   D.   Hall,   M.D.  Durham 

"Post-Anesthetic  Care  of  the  Geriatric  Patient" 
I  From  Section  on  Anesthesiology  > 

1962— Jesse  P.  Chapman.  Jr..  M.D Asheville 

"Thoracic  Trauma  and  Its  Treatment" 

•  From  Section  on  Orthopaedics  and  Traumatology) 

1963— No  Awards. 

1964— Robert  Stevenson  Lackey,  M.D Charlotte 

"Special  Procedures  in  a  Community  Hospital" 
I  From  Section  on  Radiology ) 

1965— No  Awai-ds. 
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GASTON    COUNTY    MEDICAL    SOCIETY    AWARD 

By  authority  of  the  House  ot  Delegates  an  award 
is  estabhshed  by  the  Gaston  County  Medical  Society 
for  the  best  presentation  of  audio-visual  material  in 
scientific  treatise  and  will  be  awarded  to  the  best 
presentation  annually  at  the  Annual  Session  of  the  State 
Society.  Competition  will  be  restricted  to  audio-visual 
material  as  provided  by  the  rules.  Program  Chairmen 
of  the  eleven  scientific  sections  should  take  note  of  this 
in  the  preparation  of  the  1956  program  and  in  judging 
of  presentations  at  the  Annual  Session  in  1956.  The 
following  Fellows  have  been  awarded  this  medal. 

1952— Kenneth  L.  Pickrell.  M.D Durham 

"Tattooing  the  Cornea" 
I  From  Scientific  E.xhibitsi 

1953— Joseph  E.  Markee.  M.D Durham 

"Autonomic  Nervous  System" 
I  Film  from  Audio-Visual  Postgraduate 
Instructional  Program  > 

1954— William  H.  Boyce,  M.D Winston-Salem 

Fred  K.  Garvey,  M.D Winston-Salem 

Charles  M.  Norfleet.  M.D Winston-Salem 

"BiocoUoids  of  Urine  in  Health  and  in  Calculous 

Disease" 
I  From  Scientific  E.xhibitsi 

1955— Caleb  Young,  M.D Winston-Salem 

"Congenital  Dislocation  of  the  Hip" 

I A  motion  picture' 

I  From  Postgraduate  Audio-Visual   Program  i 

1956— C.   R.   Stephen.  M.D Durham 

R.  C.  Martin.  M.D Durham 

Bourgeois-Gavardin Durham 

"Prophylaxis  of  Non-Hemolytic  Transfusion 

Reactions:  Value  of  Pyribenzamine" 
I  From  Section  on  Anesthesia  > 


1957— J.  Leonard  Goldner.  M.D Durham 

Mr.  Bert  Titus   Durham 

"The  Juvenile  Amputee-Upper  Extremity" 

'From  Section  on  General  Practice  of  Medicine i 
1958— T.  Franklin  Williams.  M.D. 

J.  L.  DeWalt,  M.D. 

R.    W.    Winter,   M.D. 

Charles  H.  Burnett,  M.D. 

"Newer   Diagnostic   Criteria    in   Hyperparathy- 
roidism" 

I  From  1958  Scientific  Exhibits' 
1959— Albert  G.  Smith,  M.D Durham 

"Automation  in  the  Clinical  Chemistry 
Laboratory" 
igfiO-Paul   W.   Sanger,  M.D Charlotte 

"Surgical    Management    of    Deformities    of    the 
Anterior  Chest" 

I  From  1960  Scientific  Exhibits  i 
1961— Robert  Page  Morehead,  M.D Winston-Salem 

"Tumor  Fomiation" 

11961  Scientific  Exhibits ' 

1962— Paul   W.   Sanger,   M.D Charlotte 

"Closure  of  Ventricular  Septal  Effects- 
Presentation  of  New  Methods" 

1 1962  Scientific  Exhibits  i 
196.3— No  Awards. 

196-1 — Joseph  William  Fades,  M.D Greensboro 

Hilliard   Foster   Seigler,   M.D Greensboro 

"Hand   Rehabilitation   Center"     Chapel   Hill 

11964  Scientific  Exhibits  i 

1965— Carl  N.  Patterson,  M.D Durham 

"PHYSIOLOGIC  SEPTOPLASTY  AND 

RHINOPLASTY" 
I  From  Section  on  Ophthalmology  & 
Otolaryngology) 
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When  the  stagnant  sinus 
must  be  drained... 


TransillLmination  of  the  sinuses-diffuse  sfiadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


WInthrop  Laboratories,  New  York,  N.Y.  10016  \ l/i///7f/rrap 


Neo-Syneplirlne 

Brand  of  phenylephrine  hydrochloride 

is  available  in  a  variety  of  forms, 
for  all  ages: 

Ve'/o  solution  for  infants 

V4°/o  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  cfiildren 

V2%  solution  for  adults 

Va'/o  nasal  spray  for  adults 

V2°/o  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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ADVERTISEMENTS 


A  Sanitarium  for  Rest  Under  Medical  Supervision,  and  Treatment  of 
Nervous  and  Mental  Diseases,  Alcoholism  and  Drug  Addiction 

The  Pinebluff  Sanitarium  is  situated  in  the  sandhills  of  North  Carolina  in  a  60-acre 
park  of  longleaf  pines.  It  is  located  on  U.  S.  Route  1,  six  miles  south  of  Pinehurst  and 
Soutliern  Pines.   This   section   is   unexcelled  for  its  healthful  climate. 

Ample  facilities  are  afforded  for  recreational  and  occupational  therapy,  particularly 
out-of-doors. 

Special  stress  is  laid  on  psychotherapy.  An  effort  is  made  to  help  the  patient  arrive  at  an 
understanding  of  his  problems  and  by  adjustment  to  his  personality  difficulties  or  modi- 
fication of  personality  traits  to  effect  a  cure  or  improvement  in  the  disease.  Two  resident' 
physicians  and    a    limited    number  of    patients    afford   individual    treatment    in    each    case. 

For   further   information    write: 

The  Pinebluff  Sanitarium,  Pinebluff,  N.  C. 


Malcolm  D.  Kemp,  M.D. 


Medical  Director 
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Radiofrequency    Cordotomy    for   Intractable    Pain 

David  L.  Kelly,  Jr..  M.D.,  and  Eben  Alexander,  Jr.,  M.D. 

Winston-Salem 


With  the  continuing  development  and  use 
of  new  chemotherapeutic  agents,  radical  pal- 
liative surgical  procedures,  and  more  effec- 
tive radiotherapy,  great  numbers  of  patients 
with  cancers  are  living  longer.  Unfortunate- 
ly, the  increased  longevity  is  often  accom- 
panied by  pain  and  suffering.  This  places  an 
additional  responsibility  on  physicians  to  de- 
vise new  methods  of  treating  intractable 
pain. 

The  mechanisms  of  intractable  pain  with 
cancer  can  be  divided  into  three  broad  cate- 
gories: (1)  skeletal  involvement,  from  either 
direct  invasion  or  hematogenous  spread;  (2) 
ulceration  of  superficial  lesions  that  expose 
nerve  endings;  and  (3)  invasion,  compres- 
sion, or  distortion  of  a  sensory  nerve,  nerve 
root,  or  nerve  plexus.  When  chemotherapy, 
radiotherapy,  and  surgical  palliation  are  in- 
effective in  relieving  pain,  neurosurgical  pro- 
cedures should  be  considered. 

Two  decisions  must  be  made  by  the  family 
physician  and  the  neurosurgeon.  The  first  is 
when  to  perform  a  pain-relieving  procedure, 
and  the  second  is  what  type  of  procedure  to 
use. 

When  to  Operate 

The  choice  of  time  must  be  based  upon  the 
degree  and  distribution  of  pain,  the  type  and 
extent  of  disease,  the  expected  longevity,  and 
the  condition  and  attitude  of  the  patient. 
These  factors  must  be  weighed  against  the 
discomfort,  expense,  morbidity,  and  mortal- 
ity of  the  procedure  itself.  A  common  mistake 


From  the  Department  of  Surgery,  Section  on  Neuro- 
surgery, Bowman  Gray  School  of  Medicine  of  Wake  Forest 
College,  Winston-Salem,  North  Carolina. 

Request  for  reprints  to  the  Section  on  Neurosurgery,  De- 
partment of  Surgery,  Bowman  Gray  School  of  Medicine 
of  Wake  Forest   College,   Winston-Salem  27103    (Dr.   Kelly). 


is  to  prolong  treatment  with  some  new  com- 
bination of  drugs  or  nonsurgical  approach 
until  the  patient  becomes  either  a  hopeless 
narcotic  addict  or  severely  debilitated  and 
close  to  death.  Most  neurosurgeons  have  felt 
that  pain-relieving  procedures  were  most  use- 
ful with  patients  having  a  life  e-xpectancy 
of  from  3  to  18  months.  For  shorter  periods, 
large  dosages  of  narcotics  should  suffice  for 
the  relief  of  suffering.  For  longer  periods, 
the  use  of  chemotherapy,  hormones,  and  non- 
narcotic analgesic  drugs  should  be  exhaus- 
tively explored. 

Choice  of  Procedure 
The  type  of  procedure  used  depends  upon 
the  type  of  malignancy  and  the  severity,  du- 
ration, and  site  of  pain  involved.  The  effec- 
tiveness of  sensory  root  section  for  head  and 
neck,  thoracic,  and  abdominal  pain  is  well 
established.  Hypophysectomy  with  resulting 
hormonal  suppression  will  give  objective  re- 
mission and  relief  of  pain  in  from  40%  to 
60%  of  selected  cases  of  breast  and  pro- 
static cancer.  Peripheral  nerve  blocks  with 
alcohol  are  effective  for  short-term  relief  of 
pain  in  elderly  or  debilitated  patients  with 
fairly  localized  lesions.  Subarachnoid  alcohol 
and  phenol  afford  significant  relief  of  lower 
extremity  and  perineal  pain  for  variable  pe- 
riods of  time  in  approximately  75%  of  select- 
ed patients.  Frontal  leukotomy  with  various 
modifications  has  limited  palliative  value, 
and  should  never  be  performed  when  a  root 
or  tract  section  would  suffice.  This  procedure 
should  be  reserved  for  patients  with  general- 
ized pain  about  the  head  or  neck  when  other 
procedures  are  too  formidable  or  when  the 
pain  of  an  inoperable  lesion  causes  severe 
anxiety  and  depression. 
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Open  Surgical  Cordotomy 

Open  surgical  cordotomy  has  been  the 
single  most  effective  and  applicable  proce- 
dure for  the  relief  of  pain.  The  operation 
has  long  been  in  use,'  but  misapprehension 
as  to  its  effects  still  remains  among  patients 
and  some  physicians.  Significant  weakness  of 
the  extremities  is  rarely  produced  and,  if  so, 
is  transient.  Since  the  sensations  of  touch 
and  position  are  unimpaired,  the  patient  is 
not  left  with  a  numb,  useless  extremity. 

Open  surgical  cordotomy  is  based  upon  the 
well-defined  anatomy  of  the  spinal  cord.  It 
is  a  precise  operation  and  must  be  performed 
with  great  care  to  achieve  optimum  results. 
It  provides  relief  in  80 'r  to  90V/  of  patients 
with  pain  originating  below  the  costal  mar- 
gin and  in  50  V'  to  75''/  of  those  with  pain 
originating  in  the  arms  and  upper  part  of  the 
chest.  Failures  are  usually  the  result  of  sub- 
sequent development  of  pain  above  the  level 
of  analgesia,  improper  selection  of  patients, 
or  faulty  technique. 

A  high  thoracic  (T1-T2)  cordotomy  is  sat- 
isfactory for  pain  in  the  pelvis  or  legs,  but 
a  high  cervical  (C1-C2)  cordotomy  may  be 
necessary  for  pain  in  the  arms  and  chest. 
In  general,  if  the  pain  is  bihiteral,  the  cordo- 
tomies should  be  staged  seven  to  ten  days 
apart,  unless  the  patient  already  has  appre- 
ciable motor  or  urinary  bladder  impairment. 

Narcotic  addiction  plays  a  small  role  in  the 
failure  of  this  procedure.  True  drug  addiction 
probably  results  from  a  psychogenic  need  for 
medication,  which  is  usually  lacking  in  a  per- 
son with  a  definite  organic  basis  for  pain. 
It  is  often  difficult  to  establish  the  presence 
of  true  addiction ;  patients  who  have  received 
large  doses  of  narcotics  for  weeks  or  months, 
if  relieved  of  pain,  may  tolerate  rapid  with- 
drawal postoperatively  without  significant 
effects. 

Percutaneous  Cordotomy 
Recently,  important  progress  has  been 
made  in  palliative  surgery  with  the  develop- 
ment of  percutaneous  cordotomy.  The  con- 
cept of  this  procedure  should  be  credited  to 
Mullan  and  his  associates,-  who  were  the 
first  to  use  a  radioactive-tipped  needle.  With 
the  adoption  of  the  radiofrequency  generator 
to  make  the  lesion,  the  technique  has  been 


simplified  and  made  safer.-*  The  refinement 
of  the  percutaneous  approach,  supplemented 
by  increased  anatomic  knowledge  of  the 
pathways  of  pain  (Fig.  1)  and  by  experience 
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FIBERS   MEDIATING    PAIN 
AND  TEMPERATURE    SENSE 

Fig.  1.  Cross  section  of  upper  cervical  spinal  cord. 
Pain  fibers  enter  through  the  posterior  sensory  root  and 
terminate  in  the  substantia  gelatinosa  of  Rolandi.  The 
axons  of  these  cell  bodies  ascend  2  to  4  segments  in  the 
cord  and  then  cross  anteriorly  to  ascend  in  the  lateral 
spinothalamic  tract.  There  is  lamination  of  these  fibers 
with  the  sacral  fibers  posterior  and  lateral  to  the  cervi- 
cal fibers. 

gained  through  the  open  surgical  cordotomy, 
affords  the  neurosurgeon  with  the  most  ac- 
ceptable operation  to  date  for  the  relief  of 
pain. 

A  number  of  advantages  have  been  dem- 
onstrated:  (1)  The  operation  is  safe  and 
well  tolei'ated  by  the  patient;  (2)  the  effects 
are  immediate  and  can  be  evaluated  during 
the  procedure;  (3)  patients  who  cannot  be 
subjected  to  a  major  surgical  procedure  may 
now  be  relieved  of  pain;  (4)  the  problem  of 
wound-healing  in  a  debilitated  patient  is 
avoided;  and  (5)  results  are  better  than 
those  of  open  surgical  cordotomy. 

Technique 

The  patient  is  first  given  a  mild  sedative 
since  it  is  desirable  to  have  a  subject  who  is 
well  relaxed  but  able  to  cooperate  fully.  The 
procedure  is  performed  in  the  x-ray  depart- 
ment with  the  patient  in  the  supine  position 
on  a  standard  table.  An  air  mattress  is  placed 
under  the  shoulders  and  body  for  comfort 
and  elevation  of  the  thorax.  The  head  is  sup- 
ported by  a  small  foam-rubber  rest  (Fig.  2). 

The  placement  of  the  needle  and  electrode 
is  monitored  by  x-ray.  Standard  anteropos- 
terior and  lateral  radiographs  of  the  cervical 
spine  are  suitable,  but  the  procedure  can  be 
performed  more  quickly  with  the  use  of  rap- 
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Fig.  2.  Patient  on  x-ray  table  with  overhead  image 
amplifier  and  television  monitor. 

id-processing  Polaroid  film,  the  image  ampli- 
fier, or  both.  The  skin  of  the  upper  cervical 
area  is  then  prepared,  and  the  skin,  fascia, 
and  musculature  are  infiltrated  in  the  (Cl- 
C2)  region  with  a  1%  concentration  of  pro- 
caine. An  18-gauge,  thin-walled  spinal  needle 
is  introduced  parallel  to  the  x-ray  table, 
through  the  lateral  cervical  musculature  be- 
tween the  laminal  arches  of  CI  and  C2.  Care 
is  taken  to  direct  the  needle  to  the  anterior 
one-third  of  the  spinal  canal  to  avoid  contact 
with  the  cervical  spinal  cord.  As  the  dura 
mater  is  punctured,  the  stylet  is  removed  and 
cerebrospinal  fluid  is  exchanged  for  5  to  10 
ml  of  air  (Fig.  3).  A  lateral  roentgenogram 
then  reveals  the  anterior  limits  of  the  spinal 
cord  and  the  position  of  the  tip  of  the  needle 
in  relation  to  it  (Fig.  4).  The  hub  of  the 
needle  is  attached  to  the  stereotaxic  manipu- 
lator for  further  positioning.  It  is  possible  to 
change  the  angle  of  the  needle  by  raising 
or  lowering  the  hub,  which  moves  the  tip  in 
the  opposite  direction,  with  the  soft  tissues  of 
the  neck  acting  as  a  fulcrum.  In  the  lateral 
view,  the  tip  of  the  needle  should  be  1  to  2 
mm  posterior  to  the  anterior  limit  of  the 
spinal  cord  as  outlined  by  the  air  shadow. 

In  the  anteroposterior  view,  the  shadow  of 
the  spinal  cord  cannot  be  seen,  but  the  spinal 
cord  at  the  C2  level  is  approximately  as  wide 
as  the  odontoid,  which  can  be  seen  quite 
easily.  The  tip  of  the  needle  in  the  sagittal 
plane  should  be  at  the  lateral  edge  of  the 
dens  (Fig.  5). 

With  the  tip  of  the  needle  in  the  proper 
position,  a  stainless-steel  electrode  is  passed 
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CERVICAL   SPINAL  CORD 

Fig.  3.  Drawing  showing  relationship  of  needle  to  Cl- 
C2,  spinal  cord,  and  air-filled  subarachnoid  space. 


Fig.  4.  Lateral  roentgenogram  showing  light  air  sha- 
dow over  dark  spinal  cord.  Tip  of  needle  directed  1  to 
2  mm  posterior  to  anterior  limits  of  cord. 

through  the  needle  4  mm.  distal  to  its  tip. 
The  electrode  is  insulated  from  the  needle 
by  polyethylene  tubing  to  a  point  2  mm  distal 
to  the  tip  of  the  needle,  thus  leaving  2  mm  of 
exposed  electrode  to  pierce  the  cord  (Fig.  6) . 
The  patient  usually  experiences  a  slight  tran- 
sient pain  behind  the  left  ear  at  this  point. 

The  radiofrequency  generator  is  then  con- 
nected, the  active  lead  going  to  the  stainless- 
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Fig.  5.  Anteroposterior  roentgenogram  showing  tip  of 
needle  in  line  with  lateral  margin  of  odontoid.  Small 
electrode  can  be  seen  projecting  through  needle  into 
cord. 

steel  electrode  and  the  inactive  lead  to  the  18- 
gauge  needle.  The  radiofrequency  generator 
is  ideally  suited  for  this  procedure.  The  spin- 
al cord  conducts  radiofrequency  poorly.  The 
application  of  a  radiofrequency  voltage  to 
the  electrode  causes  current  to  flow,  which 
in  turn  heats  the  area  around  the  electrode. 
The  heating  rate  falls  off  at  about  the  in- 
verse fourth  power  from  the  electrode's  tip, 
confining  a  high  temperature  to  a  relatively 
small  area.  The  critical  temperature  for  per- 
manent destruction  of  a  small  area  in  the 
spinal  cord  is  approximately  45  degrees  C. 
With  temperatures  in  the  range  of  100  de- 
grees C,  as  produced  by  standard  cautery  un- 
its, there  is  intense  local  damage  at  the  elec- 
trode's tip,  resulting  in  a  coagulum  coating 
the  electrode.  The  lesions  produced  in  the 
lateral  spinothalamic  tract  are  in  the  range 
of  2  to  4  mm  in  size. 

The  patient  is  given  progressively  increas- 
ing radiofrequency  voltage  for  lengthening- 
periods  of  time — 5,  10,  and  15  seconds  (Fig. 
7).  The  contralateral  foot  and  leg  are  tested 
for  analgesia  to  pinprick.  The  analgesic  level 
is  raised  by  increasing  either  the  voltage  or 
the  duration  of  current  flow  to  the  desired 
level,  depending  upon  the  site  of  the  pain. 
Usually  the  level  is  carried  4  to  5  dermatomal 
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Fig.  6.  Drawing  of  cross  section  of  cervical  cord  show- 
ing the  relationship  of  needle,  insulated  and  noninsu- 
lated  parts  of  electrode. 

segments  higher  than  the  level  of  pain  to  al- 
low for  a  possible  fall  in  the  level  postopera- 
tively. The  ipsilateral  arm  and  leg  are  e.xam- 
ined  for  weakness  after  each  increment  of 
current.  The  entire  procedure  lasts  from  35 
to  90  minutes. 

Results 

Our  experience  with  percutaneous  cordo- 
tomy consists  of  21  operations  on  17  patients 
performed  over  the  past  10  months.  Fourteen 
patients  had  intractable  pain  associated  with 
cancer.  The  remaining  3  patients  had  benign 
diseases  with  severe,  prolonged  pain  which 
could  not  be  relieved  by  other  means.  Four 
patients  have  undergone  bilateral  operations, 
staged  seven  to  ten  days  apart,  because  of 
bilateral  disease  and  pain. 

All  except  one  of  the  patients  experienced 


*Radionics,  Inc.,  Burlington,  Massachusetts. 


Fig.  7.  Photograph  of  patient  with  needle  and  electrode 
in  place.  Radiofrequency  generator  is  on  left  and  leads 
have  been  attached  to  both  electrode  and  needle. 
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immediate  relief  of  pain.  This  patient  under- 
went a  second  operation  which  afforded  tem- 
porary relief,  but  failed  to  achieve  an  anal- 
gesic level.  Another  operation  has  not  yet 
been  performed. 

The  follow-up  period  in  this  series  is  short, 
ranging  from  one  to  ten  months.  Four  pa- 
tients have  died  from  cancer,  but  they  re- 
mained free  of  pain  in  the  treated  area. 

The  procedure  is  not  unduly  painful. 
There  is  a  burning  sensation  behind  the  ear 
when  the  current  is  given,  probably  caused 
by  heating  of  the  C2  posterior  root.  This  sen- 
sation subsides  quickly  and  without  persis- 
tent numbness.  Some  patients  have  a  mild, 
transient  headache  from  the  drainage  of 
cerebrospinal  fluid  and  the  instillation  of  air. 

No  deaths  have  been  associated  with  the 
procedure  in  our  cases.  Six  patients  experi- 
enced mild  weakness  of  the  ipsilateral  leg, 
lasting  only  two  to  seven  days  and  often  de- 
scribed as  a  "rubbery"  feeling  rather  than 
true  weakness.  Five  patients  have  had  tran- 
sient difficulty  with  micturition,  but  all  five 
had  previously  had  similar  problems  associat- 
ed with  such  conditions  as  tumors  involving 
the  sacral  plexus  and  abdominoperineal  re- 
section. 

The  hospital  stay  is  short,  averaging  three 
to  four  days.  Several  patients  have  re- 
turned home  the  following  day.  When  bilat- 
eral procedures  were  performed  the  opera- 
tions were  staged  seven  to  ten  days  apart. 
The  second  procedure  may  or  may  not  be 
done  on  the  same  hospital  admission,  depend- 
ing upon  the  degree  of  pain  and  the  patient's 
general  condition. 

Discussion 

A  neurosurgical  pain-relieving  procedure 
is  now  available  which  has  altered  and  no 
doubt  will  radically  alter  the  surgical  treat- 
ment of  intractable  pain  from  cancer  and 
many  chronic  benign  diseases.  The  objective 
is  the  same  as  that  of  the  tried-and-proved 
open  surgical  cordotomy — the  destruction  of 
the  lateral  spinothalamic  tract  on  the  side 
opposite  to  the  site  of  the  pain.  It  should  be 
considered  as  seriously  as  the  older  proce- 
dure, despite  the  mild  side  effects  and  the 
ease  of  performance. 


The  procedure  is  applicable  to  the  pa- 
tient with  terminal  cancer  who.  because  of 
general  debility  or  metastatic  pulmonary  le- 
sions, cannot  tolerate  a  major  operation  re- 
quiring general  anesthesia.  The  patient  has 
only  to  be  alert  enough  to  cooperate  during 
the  procedure  and  to  be  able  to  lie  in  the 
supine  position.  Even  with  the  most  severely 
ill  patients,  the  mortality  has  been  negligible. 

The  problem  of  wound  healing  is  avoided, 
a  serious  consideration  with  open  surgical 
cordotomy  because  of  the  often  encountered 
anemias  and  protein  and  other  deficiencies. 
The  seven-  to  ten-day  period  of  pain  and 
soreness  in  the  operative  site  is  likewise 
eliminated.  The  patient  is  examined  repeat- 
edly during  the  procedure  to  prevent  the  cre- 
ation of  too  large  a  lesion.  The  desired  anal- 
gesia is  produced,  obviating  a  repeat  proce- 
dure. As  yet,  the  analgesic  levels  have  not 
fallen  postoperatively  as  they  do  after  sur- 
gical cordotomy,  though  it  should  be  remem- 
bered that  the  follow-up  has  been  relatively 
short. 

The  morbidity  in  our  patients  has  been 
transient  and  mild,  much  less  than  with  open 
cordotomy  or  chemical  rhizotomy.  Position 
and  vibratory  sensation  and  touch  are  not  im- 
paired. A  positive  Babinski  sign  has  not 
been  observed.  The  explanation  of  this  im- 
provement over  the  already  exacting  surgical 
cordotomy  probably  is  (1)  the  degree  of 
control  over  the  size  of  the  radiofrequency 
lesion,  (2)  the  more  precise  placement  of  the 
lesion,  and  (3)  a  conscious,  cooperative  sub- 
ject to  examine  for  evaluation  of  the  results 
of  the  operation. 

Summanj 

The  causes  of  intractable  pain  secondary 
to  malignancies  and  the  indications  for  pain- 
relieving  neui'osurgical  procedures  are  dis- 
cussed. The  technique  of  a  new  operation,  the 
percutaneous  cordotomy,  is  described. 

The  results  indicate  that  at  present  per- 
cutaneous spinal  cordotomy  is  the  safest, 
most  effective,  and  most  widely  applicable 
neurosurgical  method  of  relieving  pain.  The 
selection  of  patients  can  now  be  broadened  to 
include  those  with  chronic  benign  painful 
disease  and  those  suffering  from  terminal 
cancer. 
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The  original  drawings  iFigs.  I,  3,  and  (ji  were  made  by 
Mr.  George  C.  Lyncln,  professor  of  rriedical  illustrations 
of  the  Bowman  Gray  School  of  Medicine  of  Wake  Forest 
College. 
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"Hysterical"  Swallowing  Difficulties 
Caused  by  Anomalous  Right  Subclavian  Artery 

A  Report  of  Nine  Cases 

Paul  W.  Sanger,  M,D.,  Francis  Robicsek,  M.D., 
Harry  K.  Daugherty.  M.D.  and  Herrmann  Bostoen,  M.D, 

Charlotte 


There  are  few  physicians  who  have  not 
been  haunted  by  nervous,  young  people  bit- 
terly complaining-  of  "tightness  in  the 
throat,"  choking  sensations,  and  swallowing 
difficulties.  Because  of  the  functional  nature 
of  these  symptoms,  the  condition  was  prop- 
erly called  "globus  hystericus." 

The  majority  of  these  patients  truly  lack 
any  objective  basis  for  their  complaints. 
However,  it  is  not  to  be  forgotten  that  in 
1787  an  anomaly  of  the  right  subclavian 
artery  was  suitably  called  chjsphagia  lusoria 
(jest  of  nature)  by  Bayford'.  This  may  play 
a  lurid  trick  on  patient  and  physician  alike. 
We  are  here  presenting  our  experiences  with 
nine  patients  who  had  been  treated  as  neu- 
rotics for  years  until  further  studies  revealed 
that  they  had  true  esophageal  compression 
caused  by  an  anomalous  right  subclavian 
artery. 

Embryologically,  the  "arteria  lusoria" 
represents  an  abnormality  of  the  distal  de- 
scending portion  of  the  fourth  right  aortic 
arch.-  This  artery  arises  as  the  fourth  branch 
of  the  otherwise  normal   thoracic   aorta ;   it 
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passes  behind  the  esophagus  and  there  oc- 
cupies the  position  of  the  right  subclavian 
artery.  In  about  20';  of  the  cases  there  are 
variations  in  this  course;  the  arteria  lusoria 
may  completely  encircle  the  trachea  and  the 
esophagus,'"  or  it  may  pass  between  these 
two  organs."'   (Fig.  1). 

Clinical   Picture 

Eight  of  our  nine  patients  were  women  and 
only  one  a  man ;  their  ages  ranged  from  21 
to  38  years.  Two  patients  had  been  sympto- 
matic since  childhood ;  the  others  began 
having  swallowing  difficulties  during  the 
teens  or  early  adulthood.  Six  patients  had 
had  symptoms  for  more  than  three  years. 

The  common  complaint  was  dysphagia  in 
all  cases.  It  was  described  as  a  feeling  of 
temporary  arrest  of  boli  of  food  beneath  the 
manubrium  sterni.  Three  patients  also  had 
difficulty  in  swallowing  liquids — especially 
when  swallowing  rapidly  liquids  that  were 
too  hot  or  cold.  Three  patients  had  respira- 
tory symptoms  consisting  of  wheezing,  ex- 
ertional dyspnea,  and  a  dry  nonproductive 
cough. 

Seemingly  none  suffered  from  inanition  or 
complained  of  weight  loss.  However,  they 
were  quite  unhappy  and  frustrated  because 
of  their  unexplained,  chronic  difficulties 
in  swallowing.  This  led  to  disabling  worry 
and  depression.  Eight  of  the  nine  patients 
had  been  repeatedly  told  by  physicians  that 
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Fig.  1.  The  anatomic  relationsliip  of  the  arteria 
lusoria  to  the  mediastimal  structures  as  viewed  from 
above. 

their  symptoms  were  "caused  by  nerves," 
and  all  had  received  tranquilizers  or  seda- 
tives. Three  patients  were  treated  or  were 
seen  by  psychiatrists,  and  one  patient  was 
psychoanalyzed  for  a  period  of  six  months 
because  of  "swallowing  difficulties  of  psy- 
chic origin." 

Physical  examination  of  the  nine  patients 
failed  to  reveal  anything  abnormal  which 
could  be  attributed  to  the  diagnosis  of  this 
anomaly.  The  pulses  were  equal  in  both  arms 
and  there  was  no  difference  in  blood  pres- 
sure between  the  two  upper  extremities. 
Bruits  over  the  major  arteries  of  the  neck 
and  shoulder  girdle  were  absent,  and  the 
pulse  wave  reached  the  radial  arteries  at 
the  same  time. 

The  most  informative  of  all  diagnostic  aids 
was  the  roentgenologic  examination.  Barium 
swallow  (if  perfectly  performed)  outlined 
not  only  the  nature  but  also  the  localization 
of  arteria  lusoria.  The  lateral  or  oblique 
views  show  a  small  caliber  defect  of  the  pos- 
terior wall  of  the  esophagus  at  the  level  of 
the  third  or  fourth  thoracic  vertebra. 

An  anteroposterior  view  shows  this  in- 
dentation running  upward  the  patient's  right. 
There  is  usually  little  or  no  ballooning  of  the 
proximal  esophagus  (Fig.  2).  A  filling  defect 
on  the  anterior  aspect  of  the  esophagram  is 
seen  if  the  anomaly  is  located  between  the 
esophagus  and  the  trachea.  It  must  be  em- 
phasized, however,  that  the  esophagus  should 
be  studied  not  only  in  the  posteroanterior 
views   but   also   in   the   oblioue   and   lateral 


Fig.  2.  Barium  swallow  esophaffogram  in  the  left 
anterior  oblique  view.  The  impression  on  the  posterior 
aspect  (arrow)  is  plainly  visible. 

views,  because  in  the  former  (especially  if 
the  esophagus  contains  too  much  barium) , 
the  indentation  will  not  be  seen.  The  failure 
to  examine  multiple  projections  of  the  eso- 
phagus may  explain  the  fact  that  results  of 
previous  x-ray  studies  of  the  esophagus  had 
been  "negative"  in  four  of  our  patients. 

We  confirmed  the  presence  of  the  arteria 
lusoria  by  angiography,  though  this  is  con- 
sidei'ed  unnecessary  by  several  authors-'-  "•'  ". 
The  reason  for  doing  so  is  multiple : 

In  most  cases  the  presence  of  the  arteria 
lusoria  could  be  established  by  simple  x-ray 
studies  of  the  esophagus.  However,  we  are 
quite  hesitant  to  base  the  diagnosis  and  a  pos- 
sible decision  to  operate  on  only  a  small 
indentation  on  the  barium-filled  esophagus. 
Catheter  aortography  is  highly  informative 
and  bears  a  low  risk  if  performed  with  cau- 
tion and  experience.  It  not  only  proves  the 
presence  of  an  anomalous  right  subclavian 
artery,  but  it  helps  to  differentiate  this  ab- 
normality from  other  forms  of  "vascular 
rings"  such  as  a  double  aortic  arch,  which 
may  produce  similar  clinical  and  x-ray  signs. 
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Fig.  3.  Catheter  aortograni  showing  the  aberrant  right 
subclavian  artery  (arrow)  arising  from  the  distal  aortic 
arch. 

The  right-.sided  approach  commonly  used  for 
the  surgical  treatment  of  dysphagia  lusoria 
is  inadequate  to  cope  with  most  of  these 
anomalies. 

Another  reason  to  use  angiography  in 
dysphagia  lusoria  is  that  if  there  is  one  vas- 
cular anomaly,  the  likelihood  of  associated 
abnormalities  is  increased,  and  a  detailed 
study  of  the  origin  and  course  of  all  major 
arteries  of  the  thoracic  inlet  is  highly  advis- 
able. Accidental  ligation  of  either  cai'otid 
artery,  which  may  arise  with  the  arteria 
lusoria,  may  lead  to  most  undesirable  conse- 
quences. 

The  angiographic  examination  is  carried 
out  by  the  percutaneous,  transfemoral,  cath- 
eter technique.  This  method  involves  prac- 
tically no  discomfoi't  for  the  patient,  allows 
repeated  contrast  studies  in  different  projec- 
tions, and  gives  an  excellent  visualization  of 
the  aortic  arch  and  its  branches  (Fig.  3) .  An 
added  advantage  of  this  method  is  that  it 
allows    selective    catheterization — and    thus 


Fig.  4.  Catheter  angiogram  of  the  arteria  lusoria.  The 
anomalous  arterj-  arises  in  the  left  hemithorax,  on  the 
distal  posterior  aspect  of  the  aortic  arch. 

better   visualization — of   the    individual    ar- 
teries (Fig.  4). 

Esophagoscopy  may  reveal  the  presence  of 
esophageal  compression  by  a  pulsatile  mass, 
thus  indicating  the  presence  of  the  arteria 
lusoria.  This  sign,  however,  is  present  in 
only  about  40  ^v  of  the  cases''  and  therefore 
has  only  a  limited  value  in  the  diagnosis  of 
this  condition. 

Ti'eatment 

The  treatment  of  the  symptomatic  arteria 
lusoria  is  surgical.  The  operation  itself  is 
quite  simple:  Through  a  right  thoracotomy 
incision  the  anomalous  artery  is  located  in  the 
posterior  mediastinum.  It  is  carefully  dis- 
sected off  the  posterior  wall  of  the  esoph- 
agus, double-ligated.  and  divided  close  to  its 
origin.  There  are  always  sufficient  collateral 
vessels"'- "  to  provide  an  adequate  blood  supply 
to  the  right  arm. 

The  theoretical  danger  of  this  procedure  is 
that  the  circulation  to  the  right  arm  may  be- 
come inadequate  or  a  "subclavian  steal"  syn- 
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Fig.  5.  Operative  treatment  of  dysphagia  lusoria.  On  picture   A   the   aberrant   artery    is    located   posterior   to   the 
esophagus.  On  picture  B  the  artery  is  dissected  free  and  divided  between  double  ligatures. 


drome**  can  develop.  As  far  as  we  know,  such 
complications  have  not  been  reported  in  sev- 
eral hundred  successfully  treated  cases  of 
dysphagia  lusoria.  These  dangers  should  be 
kept  in  mind,  however,  and  in  elderly,  ar- 
teriosclerotic patients  an  anastomosis  be- 
tween the  distal  end  of  the  divided  anomalous 
and  the  ascending  aorta  should  be  given  pref- 
erence to  simple  ligation  and  division  of  the 
anomalous  artery. 

Ligation  and  division  of  the  arteria  lusoria 
was  carried  out  in  all  nine  patients.  There 
was  no  mortality  in  this  series,  and  the  re- 
covery of  all  patients  was  smooth  and  free 
of  complications.  The  average  stay  in  the 
hospital  following  the  operation  was  eight 
days.  Eight  of  the  nine  patients  are  now 
symptom  free.  One  patient  continues  to  have 
moderate  difficulties  in  swallowing. 

Summary 

Esophageal  compression  b.v  an  anomalous 
right  subclavian  artery  (dysphagia  lusoria) 
may  remain  undiagnosed  and  treated  as  a 
nervous  disorder,  or  "hysterical"  dysphagia. 

On  the  basis  of  nine  cases,  the  clinical  pic- 
ture and  surgical  treatment  of  dysphagia 
lusoria  is  presented.  Eight  patients  became 
asymptomatic  and  one  improved  significant- 

ly. 


All  nine  patients  had  been  treated  pre- 
viously by  sedatives  and  tranquilizers,  eight 
were  told  that  their  difficulties  were  caused 
by  "nerves,"  and  three  received  psychiatric 
care  before  the  true  nature  of  their  diseases 
was  established. 
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Aneurysm  of  Right-sided  Thoracic  Aorta 

Resection  and  Graft  with  Aid  of  Partial  By-pass 

Frederick  H.  Taylor,  M.D.,  and  Hugh  M.  Foster.  Jr.,  M.D. 


Charlotte 


The  resection  and  graft  replacement  of 
aortic  aneurysm  is  so  well  established  that 
a  review  of  the  literature  is  not  warranted, 
especially  with  a  single  case  report. 

The  present  case  is  reported  because  of 
the  unusual  nature  of  the  aneurysm  in  a 
right-sided  aorta,  and  also  in  order  to  dem- 
onstrate an  interesting  complication  of  an- 
giocardiography. 

Ca^e  Report 

A  54  year  old  white  man  was  admitted  to 
Charlotte  Memorial  Hospital  on  November 
4,  1964,  complaining  of  tightness  in  his  chest 
and  choking  sensations  of  two  weeks'  dura- 
tion. His  past  history  showed  that  he  was 
hospitalized  in  1948  for  arthritis.  Reaction  to 
a  blood  Kahn  test  at  that  time  was  4  plus,  and 
and  he  was  given  penicillin  and  Mapharsan. 
A  chest  x-ray  on  June  18,  1960  indicated  a 
right  aortic  arch  which  was  somewhat  tor- 
tuous (Fig.  1).  Admission  examination  dis- 
closed a  well  developed  heavy  man  who  ap- 
peared healthy.  His  blood  pressure  was  140 
systolic,  90  diastolic  in  both  arms.  The  heart 
rhythm  was  regular  and  no  murmurs  were 
heard.  The  general  physical  examination  was 
unremarkable.  A  serologic  test  for  syphilis 
was  again  positive.  X-ray  examination  of 
the  chest  revealed  the  right-sided  aorta,  and 
also  a  mass  involving  the  lower  portion  of 
the  descending  aorta  (Fig.  2). 

On  November  5,  1964,  the  patient  was  tak- 
en to  the  cardiac  laboratory  where  a  per- 
cutaneous, retrograde  right  femoral  catheter- 
ization was  done  with  the  patient  under  local 
anesthesia.  The  catheter  tip  was  repeatedly 
hung-up  in  the  lower  portion  of  what  appear- 
ed to  be  an  aneurysm  in  the  thoracic  aorta. 
Since  the  catheter  could  not  be  advanced  fur- 
ther. 40  cc  of  Conray-400  was  injected  with 
the  pressure  injector,  and  rapid  serial  roent- 


genograms were  taken.  The  lower  half  of  an 
aneurysm  in  the  descending  aorta  was  visual- 
ized just  above  the  diaphragm  (Fig.  3).  The 
retrograde  flow  of  dye  was  not  sufficient  to 
show  the  upper  portion  of  the  lesion. 

In  order  to  obtain  better  visualization  of 
the  aneurysm,  catheterization  of  the  right 
side  of  the  heart  was  done  on  November  7, 
1964,  with  advancement  of  the  catheter  tip 
into  the  right  ventricle.  Forty  cubic  centi- 
meters of  Conray-400  was  injected  through 
the  catheter  with  the  pressure  injector  and 
serial  roentgenograms  were  taken.  The  pa- 
tient immediately  complained  of  severe  sub- 
sternal pain  and  became  sweaty.  His  blood 
pressure  fell  temporarily  to  90  60  but 
promptly    returned    to    normal.    The    severe 
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Fig.  1.  Routine  chest  roentgenogram  made  June  18, 
1960,  four  and  one-half  years  before  aneurysm  was  dis- 
covered. A  rather  tortuous  right-sided  aortic  arch  is 
present. 
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Fig.  2.  Chest  roentgenogram  made  June  5,  1964,  re- 
veals a  mass  involving  the  lower  portion  of  the  thoracic 
aorta. 

pain  lasted  only  a  minute  or  two,  diminish- 
ing to  mild  substernal  discomfort.  His  clin- 
ical condition  became  stable  by  the  time  the 
x-rays  were  developed.  The  films  showed  in- 
trapericardial  distribution  of  the  dye  (Fig. 
4).  Since  the  patient's  condition  stabilized 
so  promptly,  he  was  returned  to  his  room 


for  observation,  where  he  remained  in  good 
condition. 

Two  days  later,  on  November  9,  1964,  the 
patient  was  carried  to  the  operating  room  for 
resection  of  the  aneurysm.  Under  general 
endotracheal  anesthesia,  in  the  supine  posi- 
tion with  his  thorax  rotated  45  degrees  to 
the  left,  the  patient  was  prepared  for  partial 
cardiac  by-pass.  Small  polyethylene  intra- 
caths  were  inserted  into  his  right  femoral 
artery  and  saphenous  vein  for  continuous 
pressure  monitoring.  A  right  anterolateral 
thoracotomy  was  done  through  the  third  in- 
tercostal space,  and  the  sternum  was  divided 
transversely.  The  pericardium  was  opened 
longitudinally,  yielding  only  5  cc  of  clear 
serous  fluid.  There  was  no  evidence  of  in- 
flammation or  blood  from  the  intrapericar- 
dial  injection  two  days  previously.  The  right- 
sided  aorta  was  noted  and  also  a  large  sac- 
cular aneurysm  extending  from  10  cm.  above 
the  diaphragm  to  within  1  cm.  of  the  diaph- 
ragm.  The   patient   was   heparinized,   using 


Fig.  3.  Transfemoral  retrograde  aortogram  obtained 
Nov.  5,  1964.  The  aneurysm  of  the  right-sided  aorta  is  in- 
completely filled  owing  to  repeated  curling  of  the 
catheter  in  the  lower  part  of  the  aneurysm. 
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Fig.  44.  Roentgenogram  taken  Nov.  7,  1964,  showing 
pericardial  extravasation  of  Conray-400  which  was  in- 
jected with  pressure  injector  through  a  cardiac  catheter 
in  the  right  ventricle. 
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2.5  mg  Kg  of  body  weight.  The  interatrial 
Gfioove  was  dissected  and  a  hirge  outflow  can- 
nula inserted  through  a  stab  wound  in  the 
left  atrium.  A  purse-string  suture  about  the 
cannula  gave  prompt  hemostasis.  The  left 
femoral  artery  was  cannulated  with  a  No. 
14  plastic  tube.  Partial  by-pass  was  started, 
with  the  left  atrial  cannula  draining  into  a 
500  cc  venous  reservoir  by  gravity.  The  blood 
was  pumped  from  this  reservoir  directlj'  back 
to  the  left  femoral  artery.  Use  of  an  oxy- 
genator, of  course,  was  not  necessary. 

The  aorta  was  cross-clamped  above  and 
below  the  aneurysm,  and  the  intercostal  ar- 
teries from  the  aneurysm  were  ligated  and 
divided.  The  aneurysm  was  opened  longi- 
tudinally and  the  multi-laminated  clots  "skin- 
ned-out"  along  with  most  of  the  media,  leav- 
ing the  adventitia  for  later  reinforcement  of 
the  graft.  A  few  remaining  intercostal  ar- 
teries were  over-sewn  from  the  inside  of  the 
aneurysm.  The  aorta  was  divided  just  prox- 
imal and  distal  to  the  aneurysm.  A  No.  25 
knitted  Dacron  graft,  10  cm.  in  length,  was 
used  to  bridge  the  gap.  The  two  anastomoses 
were  effected,  using  3-0  Mersilene  contin- 
uous sutures.  The  adventitia  from  the  aneu- 
rysm was  wrapped  about  the  graft  and  sewn 
in  place  for  reinforcement.  The  distal  and 
proximal  aortic  clamps  were  released,  the 
heart  functioned  well,  and  the  by-pass  was 
stopped.  As  the  graft  was  hemostatic,  the 
cannula  was  removed  and  the  patient's  chest 
closed  with  under-water  drainage.  The  hep- 
arin was  neutralized  with  protamine  sulfate, 
2  mg  Kg  of  body  weight.  Pathologic  exami- 
nation of  the  resected  specimen  showed  an 
aneurysm  measuring  8  x  4  x  1.5  cm,  with  ex- 
tensive mural  thrombi.  No  evidence  of  sy- 
philis was  noted. 

The  patient's  condition  remained  stable  for 
the  first  two  days.  Urinary  output  was  ex- 
cellent. Two  days  after  operation  tachycardia 
of  180  minute  developed.  He  was  digital- 
ized,  but  two  days  later  (the  fourth  postop- 
erative day)  auricular  fibrillation  was  noted. 
Direct  current  cardioversion  resulted  in  a 
normal  rhythm  at  a  rate  of  80-90,  with  a 
blood  pressure  of  120  90.  The  cardiac  rhy- 
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Fig.  5.  Chest  roentgenogram  taken  April  1.5,  1966,  17 
months  after  resection  and  graft  of  aneurysm. 

thm  remained  regular  thereafter  and  the  pa- 
tient was  discharged  November  30,  1964. 

A  few  weeks  after  discharge  the  patient 
returned  to  his  usual  heavy  work  in  an  up- 
holstering operation.  He  was  seen  April  15, 
1966,  at  which  time-x-ray  examination  of  his 
chest  showed  no  recurrence  of  his  aneurysm 
(Fig.  5). 

DisCKSSio)! 

The  two  unusual  features  of  this  case  were 
the  presence  of  an  aneurysm  in  a  right  thor- 
acic aorta  and  the  extravasation  of  dye  into 
the  pericardial  sac.  The  right-sided  aorta  pre- 
sented no  problems,  although  cannulation  of 
the  left  atrium  was  not  as  easily  accomplish- 
ed as  when  approached  through  the  left 
thorax. 

The  extravasation  of  dye  produced  tran- 
sient pain  and  a  drop  in  blood  pressure.  Two 
days  later  inspection  of  the  pericardial  space 
showed  no  blood  or  inflammatory  reaction. 
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Pathophysiology  of   Chronic  Bronchitis  and   Emphysema 


Johannes  A.  Kylstra,  M.  D.,  Ph.D. 


Durham 


Chronic  bronchitis  can  be  defined  as  a 
condition  in  which  excessive  amounts  of  mu- 
cus are  secreted  into  the  bronchi.  Emphy- 
sema is  characterized  by  an  increase  in  size 
of  the  airspaces  distal  to  the  terminal  bron- 
chioles as  a  result  of  tissue  destruction.'  Most 
patients  with  emphysema  have  chronic  bron- 
chitis, and  patients  with  chronic  bronchitis 
frequently  develop  emphysema.  For  this  rea- 
son it  is  convenient  to  consider  chronic  bron- 
chitis and  emphysema  as  a  broad  clinical  en- 
tity without  necessarily  implying  a  similar 
etiology. 

It  is  the  purpose  of  this  presentation  to 
discuss  some  aspects  of  the  pathophysiology 
of  this  disease,  in  particular  the  impairment 
in  gas  exchange  between  the  patient  and  his 
environment.  Initially,  impaired  gas  ex- 
change is  manifest  only  during  exercise,  but 
eventually  it  may  lead  to  respiratory  failure 
— that  is,  inadequate  tissue  oxygenation  and 
elimination  of  carbon  dioxide  at  rest. 

Typically,  an  emphysematous  patient  has 
an  increase  in  functional  residual  capacity, 
residual  volume,  and  total  lung  capacity,  and 
a  decrease  in  inspiratory  and  expiratory  re- 
serve volume.  The  changes  in  lung  volume 
found  in  emphysema  can  be  explained  in 
terms  of  diminished  elastic  recoil  of  the  lung, 
which  normally  tends  to  decrease  the  volume 
of  the  thoracic  cage,  and  of  trapping  of  air 
due  to  expiratory  air-flow  obstruction.  Ex- 
cept for  the  residual  volume — which  requires 
indirect  measurement  by  means  of  a  gas  di- 
lution method — lung  volumes  can  be  meas- 
ured directly  with  a  spirometer.  Diminished 
elasticity  of  the  lung  is  revealed  by  a  de- 
creased subatmospheric  pressure  in  the  pleu- 
ra! space,  which  can  be  measured  with  an  in- 
traesophageal  balloon. - 

The  resistance  to  flow  of  air  through  the 
tracheobronchial  tree  is  greater  than  normal 
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in  patients  with  chronic  bronchitis  and  em- 
physema. The  effects  of  increased  airway 
resistance  are  revealed  by  the  spirogram,  ob- 
tained with  a  recording  spirometer.  Increas- 
ed resistance  to  airflow  is  most  pronounced 
during  expiration,  since  the  bronchi  dilate 
during  inspiration  as  a  result  of  radial  trac- 
tion on  the  bronchial  wall  transmitted  from 
the  expanding  chest  through  collagenous  and 
elastic  fibers.^ 

Increased  airway  resistance  may  be  caused 
by  accumulation  of  mucus  in  the  bi'onchial 
lumen,  inflammatory  thickening  of  the  bron- 
chial mucosa,  contraction  of  the  smooth- 
muscle  fibers  in  the  bronchial  wall,  bronchial 
collapse  due  to  loss  of  cartilaginous  support 
in  the  wall,  or  a  combination  of  these  factors. 
Since  expiration  of  equal  volumes  of  air  re- 
quires more  time  in  a  patient  with  chronic 
bronchitis  and  emphysema  than  in  a  normal 
person,  the  total  volume  of  air  that  can  be 
inhaled  and  exhaled  per  minute,  known  as 
the  maximum  voluntary  ventilation,  is  less 
than  normal.  Likewise,  the  one-second  vital 
capacity  and  maximum  mid-expiratory  flow 
rate,  two  useful  pulmonary  function  tests, 
are  lower  than  normal  in  patients  with 
chronic  bronchitis  and  emphysema. 

The  delicate  balance  bet-ween  ventilation 
and  perfusion  of  the  lungs  is  usually  disrupt- 
ed in  patients  with  chronic  bronchitis  and 
emphysema.  Equilibrium  exists  between  end- 
capillary  and  alveolar  oxygen  tension  in  each 
individual  alveolus  if  diffusion  across  the  al- 
veolar wall  is  not  impaired,  but  the  oxygen 
tension  in  mixed  alveolar  air  is  higher  than 
the  oxygen  partial  pressure  in  mixed  pul- 
monary venous  blood  if  blood-flow  and  air- 
flow are  not  evenly  distributed  over  the  my- 
riad of  alveoli  in  the  lung.^  Uneven  ventila- 
tion and  perfusion  of  the  lungs  also  results  in 
differences  between  the  partial  pressures  of 
carbon  dioxide  in  mixed  alveolar  air  and  pul- 
monary venous  blood.  The  differences  be- 
tween arterial  and  mixed  alveolar  partial 
pressures  resulting  from  uneven  ventilation 
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and  perfusion  are,  as  a  rule,  jrreater  for  oxy- 
gen than  for  carbon  dioxide,  owing  to  the  dif- 
ferent shape  of  the  blood  oxygen  and  carbon 
dioxide  dissociation  curves. 

Differences  between  oxygen  and  carbon 
dioxide  tensions  in  arterial  blood  and  mixed 
alveolar  air  can  be  expressed  in  terms  of 
respiratory  dead  space  defined  as  the  actual 
or  virtual  volume  of  exhaled  air  having  the 
same  gas  composition  as  inhaled  air.  Total 
respiratory  dead  space,  usually  referred  to 
as  physiologic  dead  space,  consists  of  ana- 
tomic dead  space,  caused  by  the  absence  of 
gas  exchange  in  the  conducting  airways,  and 
di.stribution  dead  space,  usually  referred  to 
as  alveolar  dead  space,  which  results  from 
the  unequal  ventilation  and  perfusion  of  dif- 
ferent lung  areas.  Venous  admixture,  caused 
by  anatomic  right-to-left  shunts,  and  venti- 
lation of  nonperfused  lung  areas  are  consid- 
ered extreme  cases  of  ventilation-perfusion 
disturbance. 

The  effect  of  alveolar-arterial  gas  tension 
differences  may  be  expressed  in  an  alveolar 
dead  space  equation  derived  from  the  Bohr 
equation : 
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When  the  difference  between  arterial  and 
mixed  alveolar  gas  tensions  equals  zero,  al- 
veolar dead  space  equals  zero,  and  physiolog- 
ic dead  space  equals  anatomic  dead  space. 
The  anatomic  dead  space  is  not  significantly 
greater  than  normal  in  chronic  bronchitis 
and  emphysema."'  Consequently,  an  increased 
physiologic  dead  space  reflects  ventilation- 
perfusion  or  diffusion  disturbances. 

Recently,  we  have  determined  the  o.xygen 
and  carbon  dioxide  physiologic  dead  spaces 
in  a  series  of  patients  with  chronic  bronchi- 
tis and  emphysema.  Inspired,  mixed  expired, 
and  arterial  oxygen  and  carbon  dioxide  ten- 
sions were  measured,  and  the  physiologic 
dead  space  for  oxygen  and  carbon  dioxide 
was  computed  by  means  of  the  Bohr  equa- 
tion. Characteristically,  the  vital  capacity 
and  maximum  voluntary  ventilation  were 
markedly  decreased  in  these  patients,  but  to 
varying  degrees.  Ventilation-perfusion  dis- 
turbances resulted  in  increased  physiologic 


dead  spaces,  so  that  a  large  fraction  of  the  al- 
ready restricted  minute  ventilation  was  wast- 
ed, more  so  for  oxygen  than  for  carbon  di- 
oxide. Some  patients  appeared  to  be  compen- 
sating for  a  large  oxygen  alveolar  dead  space 
by  increasing  their  minute  volume.  This  re- 
sulted in  hyperventilation  a?  far  as  carbon 
dioxide  is  concerned,  since  the  carbon  dioxide 
physiologic  dead  space  was  less  than  the  to- 
tal dead  space  for  oxygen.  These  patients  had 
lower  than  normal  arterial  carbon  dioxide 
tensions. 

Ventilation  of  the  lungs  of  other  patients 
was  impaired  mechanically  to  such  an  ex- 
tent that  they  could  no  longer  compensate 
for  the  increase  in  physiologic  dead  space. 
Effective  ventilation  was  inadequate  for  car- 
bon dioxide  as  well  as  for  o.xygen,  as  reflect- 
ed by  a  subnormal  arterial  oxygen  tension 
and  an  increased  arterial  carbon  dioxide  ten- 
sion. Any  increase  in  airway  resistance  or 
ventilation-perfusion  disturbance  as  a  result 
of  infection  or  accumulation  of  bronchial  se- 
cretions could  be  rapidly  fatal  in  such  pa- 
tients. 

Slim  men  If 

In  patients  with  chronic  bronchitis  and 
emphysema,  ventilation  of  the  lungs  is  me- 
chanically restricted  and  functionally  le.ss  ef- 
fective due  to  an  increase  in  physiologic  dead 
space. 

Since  physiologic  dead  space  is  greater  for 
o.xygen  than  for  carbon  dioxide,  hypoventila- 
tion for  oxygen  can  coexist  with  hyperventi- 
lation for  carbon  dioxide.  This  accounts  for 
the  fact  that  the  partial  pressure  of  both 
oxygen  and  carbon  dioxide  may  be  less  than 
normal  in  the  arterial  blood  of  patients  with 
chronic  bronchitis  and  emphysema.  An  in- 
crease in  arterial  carbon  dioxide  tension  pre- 
cedes the  onset  of  respiratory  failure. 
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June  18,  1966,  marked  the  thirty-second 
anniversary  of  the  first  use  of  sodium  thio- 
pental, by  Dr.  John  S.  Lundy  at  the  Mayo 
Clinic. 1  In  January,  1942,  Drs.  Harold  Grif- 
fith and  Enid  Johnson  of  Montreal  first  used 
curare  to  produce  muscular  relaxation  dur- 
ing surgical  anesthesia.-  In  September,  1956, 
Dr.  Michael  Johnstone,  the  British  anesthes- 
iologist, reported  the  first  experiences  with 
halothane.-' 

Three  decades,  three  countries,  three  con- 
tributions :  each  profoundly  altering  general 
anesthesia  as  the  patient  experiences  it,  the 
surgeon  "uses"  it,  and  the  anesthetist  admin- 
isters and  controls  it.  What  does  the  present 
decade  promise? 

Components  of  Anesthesia 

Heretofore  general  anesthesia  has  consist- 
ed of  three  components:  (1)  hypnosis.  (2) 
analgesia,  and  (3)  muscle  relaxation.  To 
these  can  now  be  added  a  fourth — homeostat- 
ic  control  and  stabilization. 

The  homeostatic  mechanism  has  survival 
value  for  the  individual  and  therefore  for  the 
species.  Yet,  paradoxically,  during  stresses 
that  exhaust  or  override  the  corrective  re- 
flexes, previously  life-preserving  responses 
become  life-threatening.  Think  of  classical 
"shock" ;  of  outpoured  catecholamines  driv- 
ing a  flagging  myocardium,  constricting  ar- 
terioles, capillaries,  and  venules.  Organ  per- 
fusion, the  very  reason  for  circulation,  suf- 
fers. The  accumulation  of  acid  catabolites 
and  the  opening  of  pulmonary  arteriovenous 
shunts  may  compound  the  damage  by  adding 
metabolic  and  respiratory  acidosis  to  hypox- 
emia. 

All  currently  used  potent  inhalation  and  in- 
travenous  anesthetics   depress   the   myocar- 
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dium.  Most  of  these  agents  can  increase  myo- 
cardial irritability  or  sensitivity  to  catechola- 
mines. 

The  problem  of  vomiting  and  aspiration  is 
ever  present  during  the  induction,  mainten- 
ance, and  recovery  phases  of  anesthesia. 
Some  emergencies  simply  cannot  wait  the 
mythical  and  "magic"  four  hours  required 
for  emptying  the  stomach.  Regional  or  spinal 
techniques  may  not  always  be  suitable,  avail- 
able, or  acceptable.  Fires  and  explosions  are 
mercifully  rare,  but  catastrophic  when  they 
occur.  From  these  reflections  we  must  con- 
clude that  as  good  as  our  present  techniques 
are,  there  is  room  for  improvement. 

Early  Experieyices 

Shortly  after  the  appearance  of  the  Bri- 
tish report  on  halothane  in  1956,  this  now 
familiar  agent  was  being  investigated  and 
written  about  on  our  side  of  the  Atlantic. 
Three  years  later,  again  in  Europe,  two  Bel- 
gian anesthetists,  DeCastro  and  Mundeleer, 
published  papers  on  "Anesthesia  without 
Barbiturates — Neuroleptanalgesia."^-'* 

The  terms  "neurolept,"  "neurolepsis," 
neuroleptic"  were  first  used  in  1955  by  the 
French  psychiatrist,  Jean  Delay.''  Neurolep- 
sis plus  analgesia  equals  neuroleptanalgesia 
(NLA).  In  anesthetic  parlance  neurolepsis 
or  the  neuroleptic  state  is  characterized  by: 

1.  Disconnection    —    mental    withdrawal 
from  the  immediate  situation 

2.  Hypomotility — a  disinclination  to  move 

3.  Homeostatic   stabilization   by   blockade 
of  alpha-adrenergic  receptors 

4.  A  potent  antiemetic  effect. 

The  first  American  publication  relating  to 
an  early  trial  of  neuroleptanalgesic  drugs  ap- 
peared in  1963."  Since  the  European  intro- 
duction and  the  first  American  trials  of  these 
agents,  they  have  been  constantly  studied  and 
improved.  In  Europe  and  South  America 
clinical  trials  have  led  to  regular  clinical  use. 
In  this  country,  some  80  hospitals  and  med- 
ical centers  have  conducted  clinical  trials  of 
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NLA,  including  several  in  this  state.  More 
than  5,000  cases  from  throughout  the  nation 
have  been  tabulated. 

Because  anesthesia  involves  so  much  more 
than  drugs,  new  and  old,  and  because  neuro- 
leptanalgesia in  particular  depends  upon  the 
skill  and  understanding  of  the  anesthesiolog- 
ist, now  would  seem  a  good  time  to  appraise 
the  usefulness  and  potentiality  of  this  rela- 
tively new  concept  and  technique.  Each  doc- 
tor must  evaluate  the  new  drugs  and  tech- 
niques for  himself,  drawing  on  his  knowl- 
edge of  pharmacology,  the  experiences  of  oth- 
er physicians,  and  his  own  clinical  observa- 
tions. 

Neuroleptic  Ac/eiits 

One  of  the  drugs  used  in  neuroleptanal- 
gesia is  droperidol.''  Chemically,  it  is  a  buty- 
rophenone  and  represents  a  new  compound 
unrelated  to  the  barbiturates,  phenothiazines, 
antihistamines,  or  tranquilizers.  Droperidol 
produces  homeostatic  stabilization  —  the 
fourth  component  of  general  anesthesia — by 
its  peripheral  action  on  the  alpha-adrenergic 
receptor  sites.  The  stimulation  of  these  sites 
by  catecholamines  leads  to  vasoconstriction. 
If  they  are  blocked,  vasoconstriction  does  not 
occur  or  is  greatly  reduced.  Peripheral  re- 
sistance is  decreased,  the  blood  pressure  re- 
duced, and  the  work  load  of  the  heart  les- 
sened. Clinically,  perfusion  is  improved  and 
the  heart  protected  against  epinephrine-in- 
duced  arrhythmias.  The  central  action  of 
droperidol,  exerted  on  the  reticular  activat- 
ing system,  produces  a  state  of  mental  calm- 
ness and  apparent  freedom  from  anxiety  and 
psychic  stress. 

After  neuroleptanalgesia  patients  remain 
tranquil  but  are  not  obtunded.  The  higher 
cortical  centers  are  not  affected.  The  patients 
can  cooperate  and  respond  to  questions. 
When  not  stimulated  by  questions  or  conver- 
sation they  return  to  the  neuroleptic  state  of 
calm  detachment.  This  characteristic  is  of 
great  value  in  the  preoperative  phases. 

Droperidol,  given  intramuscularly  as  a 
premedicant  and  intravenously  for  induction 
and  maintenance,  provides  the  homeostatic 
stabilization  that  is  notably  lacking  in  other 
general  anesthetic  techniques.  Add  to  drop- 


eridol,   nitrous    oxide — that    workhorse    of 
anesthesia — and  hypnosis  is  produced. 

The  analgesic  component  of  general  anes- 
thesia is  provided  by  the  second  drug  of 
NLA,  fentanyl  citrate."  This  drug  might  be 
considered  a  distant  relative  of  meperidine, 
but  it  differs  markedly  in  potency  and  du- 
ration of  action.  Fentanyl  is  the  most  power- 
ful narcotic  analgesic  known  today,  being  one 
thousand  times  more  potent  than  meperidine 
and  at  least  one  hundred  times  more  potent 
than  morphine.  The  biologic  half-life  of  fen- 
tanyl is  only  .30  minutes.  Clinically,  this 
means  that  half  the  analgesic  effect  is  dissi- 
pated every  half  hour  and  will  require  con- 
stant replacement. 

The  remaining  component  of  general  anes- 
thesia, muscle  relaxation,  is  not  a  property 
of  NLA  and  must  therefore  be  supplied  by 
a  suitable  curarizing  or  depolarizing  neuro- 
mu.scular  blocking  agent.  All  currently  used 
relaxants  are  compatible  with  NLA. 

Thus  two  relatively  new  but  thoroughly  in- 
vestigated drugs,  droperidol  and  fentanyl,  in 
conjunction  with  nitrous  oxide — oxygen  and 
a  muscle  relaxant,  provide  a  complete  anes- 
thetic technique  of  great  promise  and  safety. 
Together  they  provide  the  four  components 
of  general  anesthesia : 

Hypnosis — nitrous  oxide 

Analgesia — fentanyl 

Muscle  relaxation — any  muscle  relaxant 

Homeostatic    stabilization — droperidol. 

Uses  attd  Advantages 

The  striking  absence  of  myocardial  depres- 
sion clinically  has  led  us  to  use  NLA  for  all 
heart  operations  on  adolescents  and  adults. 
The  very  potent  antiemetic  effect  of  drop- 
eridol exhibited  from  the  preoperative  to  the 
postoperative  phase  has  been  of  great  value 
in  dealing  with  unprepared  patients  requir- 
ing emergency  surgery.  In  dental,  ophthal- 
mic, and  plastic  surgery,  where  nausea  and 
vomiting  could  pose  a  threat  to  sight  or  life, 
or  during  hours  of  delicate  surgical  proce- 
dures. NLA  is  unparalled. 

Before  the  advent  of  NLA,  tracheal  intu- 
bation of  a  fully  awake  patient  was  a  trau- 
matic experience  for  both  patient  and  physi- 
cian. Now  it  is  possible  and  relatively  simple 
to  introduce  a  tracheal  tube  without  the  use 
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of  muscle  relaxants  and  with  the  patient's  ac- 
tive cooperation. 

With  the  aid  of  NLA,  it  is  also  possible  to 
perform  an  endoscopic  examination  of  the 
pharynx,  larynx,  tracheobronchial  tree,  and 
esophagus  without  the  use  of  relaxants  and 
with  a  degree  of  patient  cooperation  other- 
wise possible  only  with  idealized  topical  tech- 
niques. The  maintenance  of  respiratory-tree 
dynamics  by  the  patient's  voluntary  control 
of  breathing  has  been  of  inestimable  value  to 
the  endoscopist,  whether  otorhinolaryngol- 
ogist,  thoracic  surgeon,  or  anesthesiologist. 

It  may  be  desirable  or  even  essential  to 
leave  an  endotracheal  tube  in  place  following 
thoracic  or  other  major  surgical  procedures. 
This,  too,  is  facilitated  by  the  calm  analgesic 
state  marking  the  postoperative  phase  of 
NLA.  While  we  have  not  yet  succeeded  in 
persuading  patients  to  insert  the  tube  them- 
selves, it  is  usual  for  them  to  remove  their 
own  tubes  at  the  appropriate  time.  In  many 
cases  they  move  from  the  operating  table  to 
the  stretcher  or  recovery  room  table  by  them- 
selves. 

Technique 

When  first  heard,  such  reports  of  the  ad- 
vantages of  NLA  should  and  do  give  rise  to 
doubts.  Our  experience  with  the  technique 
for  more  than  a  year  has  amply  confirmed 
the  claims  advanced  by  its  originators.  While 
verbal  reports  are  useful  and  necessary,  only 
personal  observation  and  conduct  of  the  tech- 
nique can  convey  its  full  impact. 

Droperidol  alone  serves  as  the  premedi- 
cant.  The  dose  ranges  from  5  to  10  mg  given 
intramuscularly  one-half  hour  before  induc- 
tion. This  is  an  important  step  in  the  tech- 
nique and  should  not  be  omitted. 

While  droperidol  is  administered  intra- 
muscularly for  premedication,  it  is  given  in- 
travenously in  combination  with  fentanyl 
throughout  the  period  of  anesthesia.  The  con- 
cept of  the  NLA  unit  is  useful.  It  is  simply  a 
500-ml  bottle  of  lactated  Ringer's  solution 
containing  25  mg  of  droperidol  and  0.5  mg 
of  Fentanyl.  When  fluids  must  be  restricted, 
as  in  heart  operations,  a  250-ml  bottle  of 
Ringer's  solution  with  a  micro-drip  set  may 
be  substituted.  The  important  detail  to  re- 


member is  that  droperidol  and  fentanyl  must 
be  administered  in  an  infusion,  not  as  the 
concentrate  from  the  ampul. 

The  ratio  of  droperidol  to  fentanyl  is  im- 
portant. It  has  been  determined  clinically  that 
one  part  fentanyl  to  50  parts  droperidol  is  the 
optimal  proportion. 

The  first  100  ml  of  the  NLA  unit  is  given 
fairly  rapidly  (100-120  drops  minute) .  The 
patient,  already  calm  and  relaxed  from  the 
premedication,  now  experiences  increasing 
lassitude  and  soon  closes  his  eyes.  Fentanyl, 
the  narcotic  analgesic,  is  a  respiratory  de- 
pressant but  will  not  of  itself  produce  loss  of 
consciousness.  It  is  remarkably  free  from  the 
histamine-release  phenomenon  so  often  seen 
with  natural  and  most  synthetic  narcotics. 

To  combat  the  respiratory  depression,  we 
unashamedly  resort  to  a  specific  stimulant: 
We  tell  the  patient  to  breathe!  We  say: 
"Take  a  deep  breath.  Breathe  in !  Breathe 
out!" 

In  poor-risk  patients  (ASA  classes  3  and 
4),  oxygen  is  given  by  mask  from  the  onset 
of  the  NLA  infusion.  Pure  oxygen  at  a  high 
flow  (8  liters  or  more)  is  continued  until  in- 
tubation. In  classes  1  and  2  patients,  the  ad- 
ministration of  nitrous  oxide — oxygen,  in  a 
ratio  of  2:1  and  at  high  flows  (8  and  4  lit- 
ers), is  started  after  the  first  50  to  100  ml 
of  the  unit  are  given.  The  anesthetist  must 
not  forget  to  tell  all  NLA  patients  to  breathe 
in,  breathe  out,  because  they  simply  forget  to 
breathe.  There  is  no  paralysis  involved ;  vol- 
untary control  is  present  from  the  cortical 
level. 

With  nitrous  oxide — oxygen  inhalation, 
hypnosis  ensues  rapidly.  After  the  first  100 
ml  the  drip  rate  is  halved  and  respiration  is 
assisted  and  controlled.  Between  the  150  and 
200  ml  mark  a  relaxant  is  given  and  intuba- 
tion carried  out.  If  intubation  without  a  re- 
laxant has  been  elected,  the  patient  will  open 
his  mouth  on  command  and  a  topical  spray 
can  be  introduced.  As  a  guide  for  intubation 
without  relaxants,  250  to  300  ml  of  the  first 
NLA  unit  will  be  required. 

For  abdominal  surgery,  full  doses  of  a 
muscle  relaxant  will  be  given  and  controlled 
ventilation  maintained.  In  thoracic  surgery 
and  cardiopulmonary  by-pass,  smaller  doses 
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are  required.  The  patient's  response  to  sur- 
gical stimuli  is  judged  by  the  pulse  rate, 
blood   pressure,   and   condition   of  the  skin. 

Intubation  is  followed  by  the  period  of 
stabilization.  This  implies  that  sufficient 
analgesia  and  homeostatic  protection  is 
achieved  for  the  given  patient  in  response  to 
the  given  operation.  Stabilization  is  mani- 
fested by  a  constant  pulse  rate.  A  rise  in 
blood  pressure  or  pulse  rate  indicates  inade- 
ciuate  analgesia.  Occasionally  bradycardia  (a 
rate  of  60  or  less)  will  be  noted.  This  in- 
creased vagal  activity  is  corrected  by  0.2  or 
0.4  mg  of  atropine  given  intravenously. 

As  the  alpha-receptor  blockade  becomes 
established,  peripheral  and  visceral  vasodila- 
tion occurs.  If  a  relative  hypovolemia  devel- 
ops, it  will  be  unmasked.  Volume  expansion 
by  the  use  of  lactated  Ringer's  solution  is  an 
appropriate  response,  provided  the  preopera- 
tive hemoglobin  and  hematocrit  values  are 
sufficiently  high.  If  blood  has  been  lost,  is 
being  lost,  or  is  expected  to  be  lost,  the 
deficit  must  be  made  good  and  continuing 
loss  replaced  by  pre-warmed  whole  blood. 
Under  full  neuroleptic  receptor  blockade, 
blood  pressure  becomes  a  linear  function  of 
the  circulating  blood  volume.  We  find  the 
following  principles  helpful ; 

1.  To  have  blood  pressure,  there  must  be 
blood. 

2.  When  the  blood  volume  is  adeciuate,  the 
blood  pressure  is  only  relatively  impor- 
tant. 

Adequate  perfusion  is  the  goal  of  circula- 
tion. With  nonconstricted  vascular  beds  and 
an  undepressed  myocardium,  together  with 
enough  blood  to  fill  the  vascular  system  vol- 
ume, pressures  of  only  two-thirds  the  "regu- 
lar" pressure  of  the  nonanesthetized  patient 
are  adequate.  NLA  is  the  technique  of  choice 
in  shock,  if  volume  replacement  can  be  rap- 
idly carried  out. 

When  stabilization  has  been  achieved,  the 
drip  rate  is  decreased  again.  A  2:1  propor- 
tion of  nitrous  oxide — oxygen  is  maintained. 
It  is  possible  to  restore  communication  with 
the  patient  simply  by  switching  to  oxygen 
alone.  This  is  very  valuable  during  neuro- 
surgical procedures  when  subjective  evalua- 


tion is  required.  Some  early  European  neuro- 
leptic techniques  made  no  specific  attempts 
to  produce  hypnosis,  but  with  a  few  excep- 
tions it  should  be  achieved  with  nitrous  ox- 
ide. 

In  many  cases  the  first  NLA  unit  will  suf- 
fice; in  long  operations,  however,  a  second 
unit  may  be  required,  ^^'hile  fentanyl  has  a 
biologic  half-life  requiring  continuous  infu- 
sion, droperidol  remains  active  for  not  less 
than  four  to  six  hours.  Clinically,  there 
seems  to  be  no  advantage  in  giving  more  than 
50  mg  of  droperidol  including  the  premedica- 
tion, in  a  12-hour  period.  Thus,  the  second 
unit  of  NLA  will  consist  of  a  500-  or  250-ml 
bottle  of  lactated  Ringer's  solution  containing 
the  full  amount  of  fentanyl — 0.5  mg — but 
only  half  the  original  dose  of  droperidol — 
12.5  mg. 

The  infusion  should  be  stopped  30  minutes 
before  the  end  of  the  operation.  The  muscle 
relaxant  must  be  antagonized  by  atropine- 
neostigmine  if  a  curarizer,  or  allowed  to 
wear  off  if  a  depolarizing  agent  was  used.  As 
the  last  sutures  are  being  placed,  the  flow  of 
nitrous  oxide  is  turned  off.  the  rebreathing 
bag  dumped,  and  a  high  flow  of  oxygen  turn- 
ed on.  One  minute  later  we  start  calling  the 
patient  by  name,  again  telling  him  to  take 
a  deep  breath  and  open  his  eyes.  In  less  than 
five  minutes  more  than  80 '^  of  the  patients 
will  do  just  that.  They  then  remove  the  en- 
dotracheal tube  on  command  and  move  with 
minimal  assistance  to  the  waiting  bed  or 
stretcher.  If  desired,  the  tube  is  left  in  place. 

The  postoperative  phase  is  characterized 
by  a  calm,  analgesic  patient  who  may  appear 
to  be  dozing,  but  will  respond  easily  to  ques- 
tions and  simple  commands.  Analgesia  is 
usually  prolonged  for  four  to  six  hours,  and 
occasionally  longer.  There  appears  to  be  an 
altered  evaluation  of  pain  which  generally 
dispenses  with  the  need  of  narcotics. 

It  is  extremely  important  to  alert  the  re- 
covery room  and  floor  nurses  as  to  what  to 
expect  of  the  neuroleptic  patient,  and  to 
make  a  stringent  rule  that  no  narcotic  or 
sedative  drug  whatsoever  be  given  in  the 
first  four-hour  period.  Narcotic  analgesics 
are  not  required  and  their  administration 
could  lead  to  serious  complications.  The  re- 
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maining  fentanyl  and  droperidol  exert  a 
strong  additive  or  possibly  potentiating  ef- 
fect on  other  drugs.  If  after  the  four-hour 
period  the  patient  complains  of  pain,  a  non- 
narcotic analgesic  should  be  tried  first.  After 
that,  greatly  reduced  doses  of  narcotics,  such 
as  one-fourth  the  conventional  dose  can  be 
administered  intravenously,  but  only  after 
the  four-hour  waiting  period.  Violation  of 
this  rule  has  led  to  serious  problems. 

The  intrinsic  safety  of  neuroleptanalgesia 
lies  in  the  low  systemic  toxicity  of  the  drugs 
used — nitrous  oxide,  a  muscle  relaxant,  drop- 
eridol, and  fentanyl ;  but  it  also  depends  upon 
pharmacology  purity.  Never  mix  NLA  with 
other  drugs. 

Co)icl!ision 
This  what  we  know  and  understand  about 
neuroloptanalgesia.  The  more  one  uses  it,  the 
more  one  comes  to  appreciate  its  value  and 
scope.  It  is  a  technique  par  excellence  for  the 
physician-anesthetist,  challenging  the  best  of 
his  knowledge  and  skill.  We  believe  it  should 
become  this  decade's  contribution  to  anes- 
thesia. 


Droperidol  ilnapsine),  fentanyl  'Sublimazei  and  the 
50:1  mixture  of  droperidol  and  fentanyl  ijnnovar)  were 
supplied  for  clinical  investigation  by  McNeil  Labora- 
tories, Inc.,  Fort  Washington,  Pa.,  190304. 
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North  Carolina's   Comprehensive  Mental  Health  Plan 

Eugene  A.  Hargrove,  M.D.*  and  Jacqueline  M.  Ransdell** 

Raleigh 


On  March  30,  at  a  news  conference  in 
Raleigh,  North  Carolina's  Comprehensive 
Mental  Health  Plan  was  formally  presented 
to  Governor  Dan  Moore  by  executive  person- 
nel of  the  State  Department  of  Mental 
Health,  members  of  the  Board  of  Health,  and 
other  officials.  On  this  occasion  Governor 
Moore  announced  approval  by  the  United 
States  Surgeon-General  of  a  construction 
plan  for  building  comprehensive  community 
mental  health  centers  across  the  state.  The 
construction  plan  is  an  integral  part  of  the 
total  comprehensive  plan  and  the  only  seg- 
ment requiring  federal  approval. 


From  the   State   Department  of  Mental   Healtli. 

=^=Commissioner  of  Mental  Health. 
**Publie  Information   Officer. 

Request  for  reprints  to  the  North  Carolina  State  Depart- 
ment of  Mental  Health,  Raleigh    (Dr.   Hargrove). 


North  Carolina's  Comprehensive  Mental 
Health  Plan  is  the  product  of  an  exhaustive, 
two-year  study  by  a  research  team  from  the 
University  of  North  Carolina,  headed  by 
Dr.  Harvey  Smith  of  Chapel  Hill.  The  recom- 
mendations contained  in  the  six-volume, 
2,000-page  report  represent  the  important 
first  step  in  bringing  a  network  of  commu- 
nity-based mental  health  facilities,  services, 
and  programs  within  the  reach  of  citizens 
from  Manteo  to  Murphy. 

The  plan  explores  in  depth  existing  men- 
tal health  resources,  needs,  and  problems ; 
recommends  priorities  for  constructing  reg- 
ional comprehensive  community  mental 
health  centers  across  the  state ;  and  fur- 
nishes guidelines  for  planning  and  developing 
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mental  health  programs  in  the  years  ahead. 

Actual  groundwork  for  the  study  was  laid 
in  1962  with  the  passage  of  the  Appropria- 
tions Act  for  the  Department  of  Health,  Edu- 
cation, and  Welfare.  This  legislation  pro- 
vided $4.2  million  for  grants-in-aid  to  sup- 
port comprehensive  mental  health  planning 
in  all  50  states. 

Former  Governor  Terry  Sanford  desig- 
nated the  North  Carolina  Mental  Health 
Council,  an  organization  composed  of  repre- 
sentatives from  public  and  private  state- 
level  agencies  concerned  with  mental  health 
activities,  as  the  agency  responsible  for  exe- 
cuting long-range  mental  health  planning 
for  North  Carolina.  The  Medical  Society  of 
North  Carolina  is  one  of  the  member  agencies 
of  this  Council. 

The  State  Hospitals  Board  of  Control,  later 
to  become  the  State  Board  of  Mental  Health, 
was  designated  as  the  agency  to  administer 
federal  funds  for  the  planning  study. 

In  June  of  1963,  Dr.  Harvey  Smith,  Uni- 
versity of  North  Carolina  sociologist,  accept- 
ed the  position  of  executive  director  of  the 
planning  effort.  During  the  remainder  of  the 
summer  he  recruited  staff,  and  in  September 
the  task  of  preparing  the  Comprehensive 
Mental  Health  Plan  was  begun. 

Constntction  Plan  ' 

About  the  time  Dr.  Smith  and  his  staff  as- 
sumed their  responsibilities.  Congress  passed 
the  Community  Mental  Health  Centers  Act. 
This  legislation  authorized  the  appropriation 
of  $150  million  over  a  three-year  period  to 
finance  up  to  two-thirds  of  the  cost  of  con- 
structing comprehensive  community  mental 
health  centers  pending  approval  of  each 
state's  comprehensive  plan.  Now  that  North 
Carolina's  plan  has  been  approved,  the  state 
is  eligible  for  these  federal  matching  funds. 
The  federal  government  will  provide  63'^/c 
of  construction  funds  for  the  centers ;  the 
state,  22'^;  of  the  cost  up  to  $50,000;  and  lo- 
cal funds,  the  remaining  15'^f. 

At  the  same  time  the  Community  Mental 
Health  Centei's  Act  became  law,  each  state 
was  requested  by  the  federal  government  to 
submit  a  construction  plan  for  comprehensive 
community  mental  health  centers.  The  North 
Carolina  Department  of  Mental  Health  and 


the  Medical  Care  Commission  were  assigned 
joint  responsibility  for  programming  and 
construction  of  the  new  centers.  Both  agen- 
cies worked  closely  with  the  planning  staff, 
which'  was  assigned  the  chief  responsibility 
for  preparing  the  construction  plan. 

North  Carolina's  construction  plan  divides 
the  state  into  27  mental  health  service  areas 
(composed  of  one  to  seven  counties),  each 
having  a  population  base  of  between  75,000 
and  200,000  persons.  Priorities  for  construct- 
ing comprehensive  mental  health  centers  in 
each  of  these  regions  were  established  after 
surveys  denoted  those  areas  which  are  in 
greate.st  need  of  the  mental  health  services. 

Each  of  the  compi'ehensive  mental  health 
centers  will  be  required  to  provide  five  es- 
sential services:  inpatient  services,  outpa- 
tient services,  partial  hospitalization,  24- 
hour-a-day  emergency  services,  and  consul- 
tation and  education.  These  centers  will  be 
staffed  by  teams  of  professional  workers  in- 
cluding psychiatrists,  psychologists,  and  so- 
cial workers.  Since  the  plan  was  completed, 
legislation  to  provide  funds  for  staffing  these 
centers  has  been  passed  by  Congress.  Federal 
matching  funds  for  staffing  are  now  avail- 
able on  a  declining  basis  for  a  total  of  51 
months. 

North  Carolina's  construction  plan  is  uni- 
que in  its  flexibility,  leaving  considerable  in- 
itiative to  local  communities.  Counties  in  low 
priority  areas,  as  well  as  those  in  regions 
receiving  high  priority,  can  apply  for  con- 
struction funds  if  they  have  sufficient  local 
matching  funds  on  hand. 

Development  of  the  Comprehensive  Plan 
The  first  year  of  developing  the  Compre- 
hensive Mental  Health  Plan  for  North  Caro- 
lina was  devoted  to  collecting  data  from  lo- 
cal and  state  resources.  Communities  across 
the  state  were  called  upon  to  assist  the  re- 
searchers in  their  task  of  gathering  infor- 
mation on  the  local  level.  Community  leaders 
in  each  of  the  state's  one  hundred  counties 
were  asked  to  form  county  mental  health 
planning  councils.  These  councils  surveyed 
the  resources,  needs,  goals,  and  organization 
of  their  areas  in  terms  of  forming  local 
groups  to  analyze  resources  and  needs  and 
plan  for  implementation  of  goals. 
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Members  of  the  planning  staff  worked 
closely  with  these  local  groups  as  they  car- 
ried out  their  regional  studies  and  evalua- 
tions. Written  reports  of  their  findings,  to- 
gether with  their  suggestions,  were  submitted 
to  the  planning  staff.  Additional  data  on 
needs  and  goals  were  obtained  through  simi- 
lar surveys  conducted  by  the  Mental  Health 
Council  and  special  studies  conducted  by 
members  of  the  planning  staff.  Data  secured 
from  all  these  sources  furnished  the  informa- 
tion necessary  to  establish  the  27  mental 
health  service  areas  and  priorities  on  the 
basis  of  need. 

The  second  year  of  the  planning  effort  was 
devoted  to  assessing,  analyzing,  and  inter- 
preting the  data  and  preparing  the  Compre- 
hensive Plan  for  submission  to  federal  auth- 
orities. The  study  was  completed  in  July, 
1965,  and  published  the  following  month. 

The  uniqueness  of  North  Carolina's  Com- 
prehensive Mental  Health  Plan  lies  in  its 
total  approach  to  the  needs  and  problems  of 
its  citizenry.  Unlike  other  state  plans, 
which  limit  their  study  to  mental  health 
problems  and  needs.  North  Carolina's  plan 
goes  a  step  further,  examining  in  detail  the 
multi-faceted  social  and  economic  problems 
in  evidence  in  many  areas  of  the  state. 

The  study  reveals  emotional  problems  and 
mental  illness  arising  in  areas  where  in- 
comes are  low,  health  facilities  limited,  and 
suicides,  alcoholism,  unemployment,  illegiti- 
mate births,  and  other  social  problems  are 
prevalent.  Suggested  mental  health  programs 
for  these  areas  outlined  in  the  state  plan  in- 
clude the  services  of  prenatal  and  pre-school 
clinics,  schools,  and  public  and  private  agen- 
cies, among  others. 

Graphically  documented  in  the  study  is  the 
fact  that  North  Carolina  falls  far  short  of 
providing  much-needed  community  mental 
health  services  for  its  citizenry.  Some  parts 
of  the  state,  particularly  the  far  western 
and  extreme  eastern  counties,  are  completely 
without  mental  health  services,  and  many 
counties  have  no  plans  to  develop  any.  Other 
counties  provide  only  the  barest  minimum 
of  mental  health  services.  Of  the  32  full-time 
and  part-time  community  mental  health  clin- 
ics in  the  state,  none  yet  offers  a  complete 


range  of  comprehensive  mental  health  sex'- 
vices,  although  many  are  moving  in  that  di- 
rection. 

Implementation 

Now  that  North  Carolina's  Comprehensive 
Mental  Health  Plan  has  been  approved,  the 
State  Department  of  Mental  Health  and  the 
Medical  Care  Commission  are  currently  pro- 
cessing applications  for  construction  funds 
from  communities  across  the  state.  Applica- 
tions approved  by  the  two  state  agencies  will 
be  forwarded  to  Washington  for  considera- 
tion by  the  National  Institute  of  Mental 
Health.  If  this  agency  approves,  construction 
funds  will  then  be  allocated  to  the  mental 
health  authority  in  each  community. 

At  present,  applications  from  Alamance 
and  Cumberland  counties  have  been  approv- 
ed by  federal  and  state  authorities.  Construc- 
tion plans  from  Wake,  Jackson,  Guilford, 
and  Wilson  counties  have  been  submitted  but 
not  yet  approved  on  both  the  state  and  fed- 
eral level.  A  number  of  other  counties  are 
currently  preparing  their  applications.  In- 
cluded in  this  group  are  Mecklenburg,  New 
Hanover,  Cleveland,  Buncombe,  Durham, 
Nash-Edgecombe,  Gaston,  Halifax,  Lee, 
Moore,  and  Rutherford  counties. 

In  the  future,  as  comprehensive  mental 
health  centers  spring  up  in  communities 
across  the  state,  more  and  more  persons  with 
emotional  illnesses  can  be  treated  near  home 
and  family  in  familiar  surroundings.  The 
wide  range  of  services  that  these  centers  will 
provide  will  make  it  possible  to  treat  many 
types  of  mental  and  emotional  disorders — to 
treat  the  aged  and  the  alcoholic,  the  neurotic 
and  the  depressed.  The  same  type  of  com- 
prehensive medical  and  rehabilitative  ser- 
vices that  are  now  provided  in  many  com- 
munities for  physically  ill  persons  will  be 
provided  for  the  emotionally  ill  by  these  men- 
tal health  centers. 

Conclusion 

Hopefully,  the  increased  availability  of 
community-based  mental  health  services  to 
all  the  people  of  North  Carolina  will  mean 
that  many  mental  and  emotional  disorders 
can  be  caught  in  their  early  stages,  when 
complete  recovery  is  most  likely. 
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Necessity  of  Emergency  Medical  Information 
From  the  Physician's  Viewpoint 


John  W.  Morris,  M.D. 
MoREHEAD  City 


Any  physician  \vho  has  been  called  upon  to 
treat  accident  victims  is  acutely  aware  of  the 
value  of  having  the  patient's  medical  his- 
tory readily  available  before  instituting 
treatment.  If  the  patient  himself  is  unable  to 
give  this  information  and  no  member  of  his 
immediate  family  is  present,  the  desirability 
of  having  this  information  on  the  person  in- 
jured is  even  greater. 

The  urgent  need  to  know  what  medical 
conditions  or  diseases  a  patient  may  have 
had  prompted  an  effort  to  establish  some  uni- 
form identification  card  or  symbol.  As  is 
frequently  the  case,  a  person  may  be  brought 
into  the  emergency  room  unconscious  or  so 
severely  dazed  that  he  is  unable  to  supply 
the  information  needed.  A  medical  informa- 
tion card  in  his  wallet  can  be  of  great  as- 
sistance to  the  attending  physician  as  he  tries 
to  help  the  patient. 

Various  types  of  symbols  in  the  form  of  a 
metal  plate  on  a  chain  which  can  be  worn 
around  the  neck  or  on  the  wrist  or  ankle  are 
available  from  a  number  of  sources.  Such  a 
symbol  immediately  informs  the  physician 
that  this  patient  does  carry  significant  med- 
ical information  which  should  be  considered 
in  the  plan  of  treatment.  The  emergency 
room  personnel  then  knows  to  search  the  in- 
.jured  person's  belongings  until  the  medical 
identification  card  is  located. 

Cn)i(Ufioiis   Wanaiiti)!//  I(1e)itificatinii 

A  number  of  conditions  warrant  the  use  of 
medical  identification.  Some  think  that  the 
card  and  symbol  should  be  carried  only  by 
persons  with  health  problems  which  might 
be  aggravated  by  treatment  received  in  an 
emergency.  I  hold  to  this  view  for  strictly 
practical  reasons.  In  light  of  the  vast  num- 
bers of  people  who  travel  in  automobiles  to- 
day, always  subject  to  accidental  injury,  it 
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would  be  an  overwhelming  task  to  win  uni- 
versal acceptance  of  the  practice.  Thus  it 
would  seem  wise  to  concentrate  on  the  most 
significant  factors  affecting  treatment. 

Among  the  conditions  likely  to  be  encount- 
ered and  about  which  information  is  urgently 
needed  are  arterial  diseases  requiring  the  use 
of  anticoagulants,  and  conditions  being  treat- 
ed with  cortisone  and  its  derivatives.  Other 
conditions  which  should  be  listed,  not  neces- 
sarily in  the  order  of  impoi-tance,  are  epi- 
lepsy, diabetes,  hypoglycemia,  hemophilia, 
postlaryngectomy  (neck-breathers),  drug 
sensitivities  and  allergies,  and  conditions 
which  cause  recurring  periods  of  uncon- 
sciousness, including  cardiovascular  and 
cerebrovascular  disease. 

Medical  identification  cards  should  also  be 
carried  by  children,  the  senile,  the  deaf  and 
mute,  those  with  language  barriers,  and  any 
others  who  could  be  considered  noncommuni- 
cative. 

hiformatio))   To  Be  Included 

What  medical  information  should  an  indi- 
vidual carry?  Two  types  were  suggested  at  a 
conference  on  emergency  medical  identifi- 
cation sponsored  by  the  American  Medical 
Association  in  April,  1961:  (1)  basic  in- 
formation, to  be  included  on  all  emergency 
medical  identification  devices;  and  (2)  op- 
tional pertinent  information  determined  by 
the  individual  and  his  physician. 

The  basic  information  should  include  the 
patient's  name,  identification  of  the  disease 
or  health  condition  requiring  special  consid- 
eration, the  status  of  tetanus  immunization, 
and  the  blood  type,  including  the  Rh  factor. 
It  would  also  include  important  medication 
which  the  patient  should  continue  to  receive, 
and  any  severe  allergies,  particularly  sensi- 
tivity to  drugs  such  as  penicillin,  the  sulfani- 
lamides, or  horse  serum,  which  he  might  be 
given  as  part  of  his  emergency  treatment. 


More  Companies 
Prefer 

BLUE  SHIELD 

to  any  other 

Medical  Care  Plan 


When  employers  weigh  the  pros  and  cons  of  today's  various 
health-care  programs,  they  usually  find  that  Blue  Shield 
benefits  tip  the  scale  in  favor  of  this  unique  plan.  300  of  the 
country's  500  largest  corporations  carry  Blue  Shield.  But, 
large  or  small,  there's  a  Blue  Shield  plan  for  all. 

Without  the  sponsorship  of  your  local  medical  society, 
Blue  Shield  could  not  exist.  Without  the  devoted  services 
of  you  and  your  colleagues  who  serve  on  Blue  Shield  Boards 
the  country  over,  Blue  Shield  could  not  serve  its  members 
so  economically. 


BLUE  SHIELD  for  doctor  bills 


The  Blue  Shield  Plans  of  North  Carolina 


Hospital  Care  Association 
Durham 


Hospital  Savings  Association 
Chapel  Hill 
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The  New  Enlarged  Program  of 

DISABILITY      INSURANCE 

APPROVED  AND  SPONSORED  BY 

The  Medical  Society  of  f-he  Stafe  of  North  Carolina 

FOR  ITS  MEMBERS  SINCE  1940 
PLANS  DESIGNED  TO  MEET  PRESENT  DAY  NEEDS  UP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 

PLAN   L-7(^^^'^) 


SEMI-ANNUAL  PREMIUMS 


Lifetime  Accident 

and 
7  years  Sickness 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum   for 

Accidentol 

Death 

Premium  Age 
40  and  Over 

fReduced  Premium 
To    Age   40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up    to   $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up   to    $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00 

Up    to   $20,000.00 

$5,000.00 

$100.50 

$  75.50 

PLAN    L-65^^°"^^'™^ 


SEMI-ANNUAL  PREMIUMS 


Lifetime  Accident 

and 

for  Sickness, 

from  Inception  of 

Disability  to 

Your  Attainment 

of  Age  65 

Up  to  2  Years 

from  Age  65 

to  Age  70 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum   for 

Accidental 

Death 

Premium  Age 
40  and  Over 

fReduced  Premium 
To    Age   40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up    to    $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up    to    $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00 

Up    to    $20,000.00 

$5,000.00 

$119.50 

$  89.75 

The  premiums  for  Plan  L-65  will  be  reduced  to  the  some  premium  as  for  Plan  L-7  at  age  58.1 

Note :  The  above  rates  do  not  increase  at  age  50,  or  even  at  age  60 ! 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal. 

J.  L.  CRUMPTON, 
State  Mgr. 

J.  Siade  Crumpton,  Assistant  State  Manager 

Professional    Group  Disability  Division 

COMMERCIAL   INSURANCE  COMPANY  OF  NEWARK,  N.  J. 

Member,  Continental  Insurance  Companies  Group  of  New  York 

Box  147,  Durham,  N.  C. 

If  more  information  is  needed  or  help  desired  in  completing  your  enroll- 
ment, please  call  us  collect: 

Area  Code  919— Phone  682-5497. 
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Any  other  information  considered  vital  by 
the  family  physician  should  be  included. 

Pertinent  information  to  be  included  at  the 
individual's  option  would  include  his  relig- 
ion, year  of  birth,  and  perhaps  an  identifying 
serial  number  of  some  significance. 

The  Driver's  License  Project 
Knowing  the  impracticality  of  getting  the 
general  public  to  cai-ry  medical  identification 
cards,  the  North  Carolina  Committee  on 
Trauma,  organized  by  the  North  Carolina 
Chapter  of  the  American  College  of  Sur- 
geons, conceived  the  idea  of  including  some 
of  this  important  information  on  the  North 
Carolina  driver's  licenses.  While  this  pro- 
posal was  being  discussed,  it  was  learned  that 
North  Carolina  driver's  licenses  were  being 
expanded  into  a  folded,  four-page  card. 
Among  the  proponents  of  this  project  was 
Dr.  James  F.  Newsome  of  the  University 
of  North  Carolina,  and  he  and  other  members 
of  the  Committee  on  Trauma  met  with  the 
State  Medical  Society  Committee  Advisory 
to  the  State  Department  of  Motor  Vehicles. 
As  the  result  of  the  efforts  of  these  two  com- 
mittees, the  Driver  License  Division  of  the 
Department  of  Motor  Vehicles  agreed  to 
provide  space  for  this  information  on  the  new 
driver  license  form.  Because  many  people  use 
their  driver's  licenses  for  identification,  it 
was  decided  to  put  this  personal  information 
about  the  driver's  health  on  the  third  page  of 
the  form,  where  it  would  not  be  seen  when 
the  license  was  used  for  other  purposes  of 
identification. 

Following  the  adoption  of  the  new  license 
format,  a  reproduction  of  page  three,  with 
a  brief  discussion  of  the  innovation,  was 
published  in  the  North  Carolina  Medical 
Journal  for  February,  1965,  and  subsequent- 
ly reprinted  in  the  Journal  on  Trauma.  The 
article  attracted  considerable  interest,  and 
inquiries  were  received  from  a  number  of 
states  and  the  Canadian  Province  of  Ontario. 
Recently,  the  North  Carolina  Chapter  of  the 
American  College  of  Surgeons  endorsed  a 
resolution  requesting  the  College  and  the 
National  Safety  Council  to  support  this 
or  a  similar  program  in  all  50  states.  A  simi- 
lar resolution  proposed  by  the  Montgomery 
County  Society  was  approved  by  the  Medical 


Society  of  the  State  of  North  Carolina  at  its 
annual  meeting  in  Asheville,  in  May,  1966. 

Advantages  and  Limitations 
The  inclusion  of  important  medical  infor- 
mation on  the  driver's  license  eliminates  the 
necessity  of  carrying  an  additional  card  or 
wearing  an  identification  bracelet  or  neck- 
lace. In  every  state  it  is  a  legal  requirement 
that  a  driver  carry  an  operator's  license  on 
his  person  while  operating  a  motor  vehicle. 
Also,  this  document  is  inspected  by  the  in- 
vestigating officer  shortly  after  an  accident. 
As  Dr.  Newsome  has  pointed  out,  whether 
the  form  used  in  North  Carolina  is  ideal  may 
be  open  to  question,  but  many  variations  in 
the  individual  states  could  still  be  utilized 
to  carry  out  the  purpose. 

A  significant  limitation  to  the  usefulness 
of  the  driver  license  as  the  only  source  of 
medical  information  is  that  many  people,  in- 
cluding children  and  many  old  people,  are 
not  licensed  to  drive.  It  is  often  more  impor- 
tant for  the  attending  physician  to  have 
medical  information  pertaining  to  these 
people  than  that  of  persons  of  driver-licens- 
ing age.  To  correct  this  situation,  it  has  been 
suggested  that  similar  space  be  made  avail- 
able on  Medicare  identification  cards.  Wheth- 
er this  is  feasible  or  not,  I  do  not  know. 

Another  drawback  to  the  entire  program 
has  been  forcefully  brought  home  to  those  of 
us  who  are  especially  interested  in  getting 
everyone  to  carry  medical  information  on  his 
person  while  riding  in  motor  vehicles.  We 
have  found  that  only  an  extremely  small  per- 
centage of  holders  of  the  new  licenses  have 
seen  fit  to  put  this  information  in  the  space 
provided.  It  was  recommended,  and  is  so 
stated  on  the  license  itself,  that  the  driver 
should  get  his  family  physician  to  help  him 
complete  this  information. 

The  fact  that  so  few  people  have  utilized 
this  opportunity  to  protect  themselves  in 
case  of  an  accident  points  up  a  vital  factor 
which  must  be  considered  when  any  effort  of 
this  type  is  being  encouraged.  The  average 
citizen  today  will  not  do  very  much  to  safe- 
guard his  own  life  on  the  highway. 

Having  been  vitally  interested  in  the  prob- 
lem of  traffic  safety  for  the  last  five  or  six 
years,  and  having  studied  the  driving  habits 
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of  the  people  on  our  highways,  I  am  more 
than  ever  convinced  that  the  only  way  we 
are  going  to  make  people  drive  with  regard 
for  others  is  to  saturate  our  highways  with 
patrolmen  and  electronic  devices  in  a  rigid 
enforcement  program.  The  only  really  safe 
drivers  I  see  observing  the  speed  limit  and 
other  traffic  regulations  are  those  who  have 
seen  a  patrol  car  and  still  have  it  in  view. 
As  soon  as  the  patrolmen  leaves  the  imme- 
diate area,  the  drivers  return  to  their  old 
habits. 

This  is  true  not  only  in  North  Carolina 
but  all  over  the  country,  as  well  as  I  have 
been  able  to  determine.  On  a  recent  trip  to 
New  England  I  observed  the  same  situation 
in  virtually  every  state  I  touched,  though  it 
was  less  marked  in  New  York  because  of 
the  large  number  of  patrolmen  in  evidence. 

A  colleague  of  mine,  traveling  by  taxi 
from  New  York  City  to  one  of  its  suburbs, 
passed  the  scene  of  a  very  bad  accident  in- 
volving several  cars.  After  the  cab  driver 
had  gingerly  bypassed  the  debris  and  emer- 
gency vehicles  standing  by,  he  turned  to  the 
physician-passenger  and  said,  "Isn't  it 
funny?  Whenever  drivers  pass  an  accident 
like  this  they  drive  very  slowly  and  care- 
fully— for  about  three  blocks  !" 

I  am  frankly  cynical  about  the  success  of 
our  efforts  to  get  people  to  carry,  on  their 
persons,  pertinent  medical  information  which 
might  save  their  lives  in  an  emergency. 
Consider  the  monumental  effort  that  went 


into  the  seat-belt  program,  and  then  read 
the  ever-increasing  reports  of  people  who 
are  killed  in  traffic  accidents  because  their 
seat  belts  weren't  fastened.  Even  after  the 
manufacturers  installed  belts  on  the  front 
and  back  seats  of  cars,  people  everywhere 
daily  neglect  or  refuse  to  buckle  their  seat 
belts,  despite  repeated  statements  that  75  9^ 
of  all  fatal  accidents  occur  within  25  miles 
of  home.  If  people  won't  observe  this  simple 
precaution  to  save  their  lives,  how  can  we 
expect  them  to  go  to  all  the  trouble  of  pro- 
curing and  filling  out  medical  identification 
cards? 

That  is  the  question  that  must  be  answered 
by  this  committee.  It  is  a  challenge  that 
should  be  met,  and  met  with  determination, 
dedication,  and  the  realization  that  any  suc- 
cess will  be  hard  won. 

Frankly.  I  do  not  know  of  any  effective 
method  of  dealing  with  the  problem,  but  I 
believe  that  great  benefit  could  come  from  a 
saturation  treatment  of  the  physicians  of  this 
state.  Once  they  are  convinced  of  the  value  of 
the  cards,  perhaps  they  would  keep  a  supply 
in  their  waiting  rooms  and  instruct  their 
office  help  to  encourage  the  patients  to  fill 
out  the  blanks.  But  I  do  not  believe  the  pub- 
lic will  do  so  voluntarily. 

I  respectfully  submit  that  the  need  for  the 
program  exists,  and  that  some  lives  will  be 
saved  by  it  even  if  only  a  relatively  small  pro- 
portion of  our  population  cooperate  in  carry- 
ing it  out. 


Fermented  liquors,  though  exclaimed  against  by  many  writers,  continue  to  be  the  common 
drink  of  almost  every  person  who  can  afford  them:  we  shall  rather  endeavor  to  assist  people 
in  the  choice  of  those  liquors,  than  pretend  to  condemn  what  custom  has  so  firmly  estab- 
lished. It  is  not  the  moderate  use  of  sound  fermented  liquors  which  hurts  mankind.  It  is 
excess,  and  using  such  as  are  ill-prepared  or  vitiated.— William  Buchan:  Domestic  Medicine, 
or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicine,  etc. 
Philadelphia,  Richard  Folwell.  1799.  p.  63. 


October,  1966 


483 


The  Coming  of  Modern  Medicine  to  Haywood  County 


Virgil  Marvin  Messer 
Winston-Salem 


Haywood  County  is  located  in  the  Blue 
Ridge  Mountains  of  Western  North  Caro- 
lina, bordering  on  Tennessee  on  the  north- 
west. It  has  a  population  of  39,711  (1960), 
which,  like  that  of  most  of  the  southeastern 
United  States,  is  preponderantly  white,  An- 
glo-Saxon, and  Protestant.  The  economy 
is  both  agricultural  and  industrial,  the  pro- 
ducts of  the  former  being  primarily  apples, 
tomatoes,  and  tobacco,  and  those  of  the  lat- 
ter, furniture,  paper,  shoes  and  foam  rub- 
ber items.  Among  its  more  prominent  claims 
to  fame  (or  notoriety,  depending  on  the 
point  of  view)  are  that  the  last  skirmish 
of  the  Civil  War  occurred  within  its  borders 
(about  one  month  after  Lee's  surrender), 
and  that  it  contributed  to  the  state  its 
present  governor.  The  medical  problems  of 
the  county  are  not  unlike  those  of  the  rest 
of  North  Carolina,  although  some  staff  mem- 
bers at  certain  centers  of  learning  and  heal- 
ing in  the  "more  advanced"  Piedmont  like 
to  refer  nonspecifically  to  bizarre  cases  as 
having  "come  out  of  the  mountains." 

As  stated  in  the  title,  this  paper  concerns 
the  coming  of  modern  medicine  to  Haywood 
County,  emphasizing  the  beginnings.  I  have 
not  attempted  to  describe  the  present  state  of 
affaii's,  as  this  is  beyond  the  scope  of  this 
paper.  By  "modern  medicine"  I  mean  the  art 
and  science  of  organized  medicine  as  it  is 
known  today. 

Early   Practitioners 

Before  there  were  any  formally  educated 
physicians  in  Haywood  County,  the  people 
relied  on  "grannies"  and  "yarb"  (herb)  doc- 
tors. The  former  were  qualified  by  exper- 
ienced, while  the  latter  pursued  a  more  ex- 
perimental approach ;  both  used  methods 
passed  down  from  generation  to  generation 
by  word  of  mouth.  There  were  also  the 
midwives,  whose  function  has  now  been 
usurped  by  the  obstetrician.  The  midwives 
had  little  knowledge  of  obstetrics  as  com- 
pared to  what  is  known  today,  but  they 
did  remarkably  well  in  view  of  the  condi- 
tions.  They   functioned   as   a   sort   of   gen- 
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eral  "woman  doctor."  Some  had  a  fair 
knowledge  of  simple  home  remedies,  rubs, 
and  poultices,  and  many  of  their  medications 
gave  relief  and  perhaps  cured.' 

The  first  licensed  practitioner  in  the  coun- 
ty on  record  was  Dr.  Archibald  Osborne, 
licensed  between  1840  and  1850.  Another  of 
the  earliest  physicians  in  the  county  was 
Dr.  Samuel  Love,  who  turned  politician  and 
was  elected  to  the  North  Carolina  General 
Assembly  in  1856.  He  served  as  a  surgeon 
during  the  Civil  War  and  resumed  private 
practice  after  the  war,  but  then  returned  to 
politics.'  In  the  Waynesville  area,  just  after 
the  Civil  War,  were  also  Drs.  H.  M.  Rogers, 
G.  D.  S.  Allen,  and  R.  V.  Welch.  Drs.  R.  L. 
Allen.  H.  L.  McFayden,  R.  C.  Ellis,  and  J.  H. 
Way  began  practice  in  the  1880s,  followed 
by  Drs.  J.  F.  Abel,  B.  H.  Greenwood,  Thomas 
Stringfield,  J.  R.  McCracken,  and  Samuel 
Stringfield  in  the  1890s  and  around  the  turn 
of  the  century. 

Among  the  physicians  who  practiced  in  the 
Canton  area  during  the  second  half  of  the 
last  century  and  the  early  part  of  the  present 
one  (that  is,  up  to  1906)  were  Drs.  M.  C. 
Millender,  J.  H.  Mease,  J.  E.  Moore,  Joseph 
Russell,  Herbert  Mease,  Francis  Davis,  Ro- 
bert Pegram,  T.  F.  Reynolds,  and  A.  P.  Wil- 
lis. During  the  same  period,  in  the  Clyde, 
Crabtree,  and  Fines  Creek  area,  there  were 
Drs.  C.  R.  Roberts,  R.  L.  Walker,  F.  M. 
Davis,  S.  B.  Medford,  J.  W.  Reynolds,  and 
W.  A.  Graham.  One  of  the  first  and  well 
remembered  doctors  in  the  Bethel  area  was 
Dr.  J.  E.  Wilson.  These  men  were  among 
Haywood  County's  early  physicians. 

The  circumstances  under  which  these  men 
practiced  were  vastly  different  from  those 
known  today,  though  I  hope  the  spirit  in 
which  they  practiced  remains  the  same. 
Traveling  on  horseback.  Dr.  Allen  minister- 
ed to  almost  the  whole  of  Haywood  County 
in  the  seventies  and  eighties  of  the  last 
century. - 

In  cases  of  serious  illness  or  accident 
the  doctor  went  to  the  patient,  and  was 
often  away  from  home  for  several  days  at  a 
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time.  Dr.  Wilson  once  stayed  24  days  with 
a  patient  who  was  seriously  injured  from  a 
riding  accident.  Procedures  regarded  as  ma- 
jor surgery  today  might  well  have  taken 
place  on  the  kitchen  table  of  some  remote 
cabin,  with  poor  lighting  and  lay  assis- 
tance. Dr.  Way  wrote  of  one  such  opera- 
tion on  a  young  man  who  developed  dys- 
phasia and  painful  convulsions  one  week 
after  incurring  a  seemingly  minor  scalp 
wound  in  a  fight  : 

Coming  quickly  to  the  conclusion  that  I  had  some 
intracranial  lesion  inducing  convulsions  and  dis- 
turbing articulations  to  deal  with,  preparations  were 
made  foi-  trephining,  which  was  done  by  the  light  of  a 
small  kerosene  lamp  and  a  lantern.  The  sole  pro- 
fessional assistance  was  given  by  Reece  Crawford, 
a  farmer,  'reveneur'  and  bear  hunter  of  local  repute, 
and  another  layman  of  similar  qualifications.  .  .  .  The 
index  finger  was  passed  through  the  opening  of  the 
skull  and  moving  backward  beneath  the  cut  discov- 
ered something  hard  and  unyielding.  Pressing  the 
easily  yielding  brain  tissue  aside.  I  saw  a  knife 
blade  embedded  in  the  brain,  extending  downward, 
inward,  and  forward.  With  a  Hey's  saw  each  end 
of  the  stab  wound  and  my  trephine  bore  were  con- 
nected. I  then  saw  that  the  blade  was  broken  off 
smoothly  at  the  inner  table.  With  a  small  pair 
of  dressing  forceps  the  blade  was  broken  off  smooth- 
ly at  the  inner  table.  With  a  small  pair  of  dressing 
forceps  the  blade  was  carefully  withdrawn.  It  was 
the  big  blade  of  the  ordinary  farmer's  pocket  knife 
and  measured  exactly  1  5/8  inches  in  length  .  .  . 
Reaction  from  the  anesthesia  was  prompt,  the  con- 
vulsions ceased,  the  articulation  became  normal 
almost  immediately  and  a  very  satisfactory  recovery 
ensued.  Two  months  later  after  the  operation  he 
he  was  doing  full  time  in  a  logging  camp  and  ex- 
pressed himself  as  feehng  perfectly  well. 3 

These  physicians  often  rendered  services 
with  little  expectation  or  hope  of  renumera- 
tion,  and  often  when  pay  came  it  was  in  the 
form  of  farm  products  such  as  meat,  vege- 
tables, and  eggs.  Their  offices  were  usually 
ill  their  homes,  and  many  also  had  a  "medi- 
cine room"  from  which  they  dispensed  drugs 
to  their  patients. 

These  men  recognized  the  value  of  new 
methods  of  treatment  and  the  latest  discov- 
eries in  medicine,  as  well  as  the  value  of  self- 
education.  Dr.  Abel,  who  received  his  med- 
ical training  at  Baltimore  University  Med- 
ical School  and  Hospital  and  Johns  Hopkins 
Medical  School  (where  he  came  in  contact 
with  the  well-known  Dr.  William  H.  Welch), 
was  especially  noted  for  this  characteristic : 


Dr.  Abel  was  forever  seeking  to  learn— that  he 
might  do  more  for  his  patients.  In  1909  he  went 
back  to  Johns  Hopkins  for  clinical  work  in  gynecology 
under  Dr.  Howard  A.  Kelly  and  pediatrics  under  Dr. 
Von  Pirquet:  later  back  in  Baltimore  again  he  had 
microscopy  under  Dr.  Charles  Simon,  pediatrics  un- 
der Dr.  Mason  Knox,  and  attended  surgical  clinics 
at  the  Hopkins  Hospital.  ...  In  1919  Dr.  Abel  spent 
weeks  in  the  Augustana  Hospital.  Chicago,  and  in 
the  Clinical  Laboratory  of  Surgical  Technique.  In 
1920.  he  spent  eight  weeks  as  a  surgical  interne  in 
Cook  County  Hospital.  In  1921,  he  attended  for  twelve 
weeks  clinics  at  the  American  Hospital  and  lectured 
at  the  Illinois  Post-graduate  Medical  School.  In  1923, 
he  spent  12  weeks  working  as  an  interne  in  the 
American  Hospital.  Almost  annually  he  attended 
1 12  weeks  in  all  i  summer  clinics  at  the  Johns  Hop- 
kins Hospital,  and  in  1929  he  spent  six  weeks  in  Dr. 
George  Crile's  Thyroid  Clinic  at  the  Lakeside  Hos- 
pital, Cleveland. 2 

In  this  era  the  patient  was  always  cen- 
tral and  foremost  in  the  successful  handling 
of  any  medical  problem,  by  necessity  as  well 
as  by  choice,  and  we  must  admit  that  this 
was,  and  is,  a  desirable  approach. 
.   .   .  Dr.  Abel  knew  the  constitution  of  his  patient. 
He  took  no  formal  course  in  psychiatry,  but  he  prac- 
ticed  it   daily.   He  knew   his   patients   and   they   be- 
lieved  in    and   trusted   him— and    in    large   numbers 
they   got   well.   But   there   was   a   further   factor   in 
D.    Abel's    very    successful    practice    of    medicine— 
his  deep  understanding  of  the  hearts  of  people  in  great 
trouble.   A  family  was  in  great  distress  and  a  call 
went   to   him   over   the   telephone    .    .    .    "Dr.   Abel, 
please  come  at  once.  We  do  not  need  the  physician, 
but  we  sorely  need  the  man. "2 
It  is  to  men  such  as  these  that  we  owe 
our  gratitude  for  the  prestige  enjoyed  by  the 
medical  profession  today. 

The  County  Medical  Society 
The  Haywood  County  Medical  Society  was 
organized  in  the  office  of  the  late  Dr.  J. 
Howell  May  on  August  2,  1889,  with  five 
members  enrolled.  Dr.  Charles  R.  Roberts 
of  Clyde  was  elected  president,  and  Dr. 
R.  C.  Ellis  of  Waynesville,  secretary.  Later 
other  members  were  added  until  in  a  short 
time  every  licensed  physician  in  the  county 
became  a  member.  In  1905,  under  the  in- 
spiration of  Dr.  May,  the  North  C'arolina 
Medical  Society  was  reorganized  and  the 
Haywood  County  Medical  Society  became  the 
first  in  the  state  to  become  "a  component 
county  medical  society  of  the  Medical  Society 
of  North  Carolina."' 

The   Haywood   County   Hospital 
The    first    hospital    in    Haywood    County 
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was  a  small  privately  owned  hospital  which 
was  set  up  in  1917  in  what  had  been  the 
Bonnicastle  Hotel  in  Waynesville.  The  in- 
adequacy of  this  institution  to  provide  med- 
ical service  to  the  area  is  implied  in  one 
description  of  it:  "The  building  was  ill- 
adapted  to  its  new  purpose,  its  equipment 
was  scanty  to  the  point  of  poverty,  and  only 
by  courtesy  could  it  be  called  a  hospital."^ 
In  1925,  in  the  same  building,  the  Haywood 
County  Hospital  was  organized. 

In  June  of  1925  a  group  of  interested  and 
leading  county  citizens  held  a  meeting  to 
discuss  the  possibility  of  building  a  larger, 
more  modern  hospital.  A  campaign  was  or- 
ganized for  this  purpose,  and  a  bond  election 
was  held  in  July,  1925,  but  the  issue  was  de- 
feated. In  an  election  the  following  year, 
however,  the  people  approved  a  bond  issue 
of  $100,000  and  at  the  same  time  authorized 
a  tax  levy  to  provide  a  maintenance  fund 
and  pay  interest  on  the  bonds  and  retire 
them.  This  was  one  of  the  first  counties  to 
take  advantage  of  the  state  law  providing 
this  method  of  financial  hospital  construc- 
tion. 

A  hospital  board  was  named  and  a  site 
purchased.  Shortly  after  an  architect  was 
employed  and  plans  were  drawn,  it  became 
evident  that  the  building  and  equipment 
would  cost  more  than  the  allocated  amount. 
The  hospital  board  appealed  to  Dr.  W.  S. 
Rankin  of  the  Duke  Endowment  for  ad- 
vice and  financial  aid.  The  trustees  of  the 
Duke  Endowment,  who  heretofore  had  only 
aided  a  small  group  of  hospitals  in  mainte- 
nance costs,  made  their  first  contribution  to 
the  construction  of  a  hospital  anywhere  by 
donating  $10,000  to  the  Haywood  County 
project. 

The  four-story,  75-bed  structure  was  com- 
pleted in  1927,  and  the  formal  opening  was 
held  on  the  last  day  of  that  year.  In  1933, 
because  of  crowded  facilities,  a  nurses'  home 
was  built  adjacent  to  the  hospital  so  that 
the  nurses'  quarters  in  the  hospital  could  be 
converted  into  rooms  for  patients.  The  Duke 
Endowment  paid  half  of  the  $12,000  cost 
of  this  building.  Owing  to  the  well  remem- 
bered economic  crisis  which  had  swept  over 
the  country  at  this  time,  much  of  the  labor 
was  drawn  from  relief  rolls,  and  brick  from 


the  dismantled  county  jail  was  used  in  the 
construction.  Since  that  time  many  improve- 
ments and  additions  to  the  hospital  have 
been  made,  including  two  major  ones  in  1952 
and  1958,  making  it  a  modern  154-bed  facil- 
ity. There  are  31  physicians  on  the  staff, 
including  a  full-time  radiologist  and  a  full- 
time  pathologist.  In  addition,  there  are  de- 
partments of  inhalation  therapy  and  phy- 
sical therapy  and,  adjacent  to  the  hospital,  a 
school  for  licensed  practical  nurses. 
The  Public  Health  Program 

A  brief  look  at  conditions  generally  pre- 
valent before  most  of  our  modern  drugs 
and  methods  of  treatment  were  developed, 
and  before  the  importance  of  preventive 
medicine  was  realized,  will  help  us  appre- 
ciate the  service  rendered  by  public  health 
programs  to  rural  and  small-town  areas 
such  as  Haywood  County.  Immunization  by 
vaccines  was  unknown,  and  diseases  such  as 
diphtheria  were  known  to  have  been  fatal 
to  all  the  children  in  some  families.  Epi- 
demics of  measles,  typhoid  fever,  scarlet 
fever,  and  pneumonia  were  common,  being 
largely  due  to  lack  of  sanitation  and  preven- 
tive measures.  Tuberculous  patients  were  not 
isolated,  so  that  more  than  one  member  of 
many  families  succumbed  to  this  disease; 
the  prevalence  of  carriers  of  infectious 
agents  such  as  the  tubercle  bacillus  needs 
no  comment. 

Since  medical  science  at  this  time  could 
offer  little  relief  and  much  less  in  the  way 
of  prevention  or  cure,  the  people  had  only 
their  religious  faith  to  turn  to.  "Prayers 
for  protection  and  relief  were  heard  on  all 
sides.  But  families  resignedly  continued  to 
bury  their  dead,  and  ministers  tried  to  com- 
fort with  the  words,  "The  Lord  giveth  and 
the  Lord  taketh  away.'  "^ 

The  first  extensive  public  health  concepts 
to  which  the  county  was  exposed  came  with 
the  hookworm  campaigns  initiated  in  the 
Southern  United  States  and  tropical  America 
by  the  Rockefeller  Sanitary  Commission  and 
the  Rockefeller  Foundation  during  the  first 
quarter  of  the  present  century.  These  cam- 
paigns were  primarily  oriented  toward  edu- 
cating the  people  in  sanitation,  personal  hy- 
giene, and  disease  prevention.  Lectures,  ex- 
hibits, and  public  health  literature,  as  well 
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as  demonstration  of  results  in  terms  of  im- 
proved health,  were  the  methods  used. 

The  role  of  the  local  Kovernment  in  main- 
taining the  health  of  the  community  was 
strongly  emphasized.  This  project  marked 
the  beginning  of  active  public  health  work  in 
this  area  and  was  the  first  step  toward  the 
organization  of  health  departments  and  oth- 
er agencies  concerned  with  public  health. 
The  campaign  reached  Haywood  County  in 
the  fall  of  1913  and  was  described  by  one 
of  the  field  workers  who  worked  in  North 
Carolina,  British  Guiana,  and  Trinidad : 

Our  success  in  Haywood  County  was  due  to  the 
excellent  cooperation  we  received  from  the  county 
officials.  Mr.  Boyd,  chairman  of  the  board,  was 
much  interested  and  Mr.  R.  E.  Sentelle.  the  superin- 
tendent of  schools,  although  an  old  gentleman,  went 
with  us  during  our  educational  work  and  urged  the 
teachers  to  cooperate.  Another  factor  we  had  not 
enjoyed  before  was  the  sympathetic  assistance  of 
the  doctors.  Dr.  J.  Howell  Way,  president  of  the 
State  Board  of  Health,  lived  in  Waynesville  and 
was  of  course  interested,  and  Dr.  J.  R.  McCracken, 
the  county  physician,  went  with  us  to  lectures  and 
demonstrations  and  assisted  at  the  dispensary  points. 
Also,  mention  must  be  made  of  the  interest  and 
assistance  of  Drs.  Thomas  and  S.  L.  Stringfield 
of  Sunburst,  and  of  Drs.  J.  E.  Wilson.  R.  L.  Allen 
and  J.  F.  Abel,  all  of  Waynesville. 

The  Haywood  campaign  was  conducted  along  con- 
ventional lines.  The  survey  showed  few  sanitary 
privies,  but  more  of  the  open  type  than  had  been 
found  in  the  lowlands.  The  county  abounds  in  springs 
and  streams  and  the  privies  in  most  instances  were 
placed  over  these.  As  we  traveled  over  the  county 
it  looked  as  if  every  sizeable  stream  was  polluted 
in  this  manner.  Especially  was  this  true  at  small 
villages  and  lumber  camps.  Drinking  water  in  many 
country  places  was  obtained  from  springs,  but  few 
of  which  were  protected  from  surface  water.  Be- 
cause of  this  the  percentage  of  infection  with  round- 
worms was  high.  Also,  several  cases  of  tapeworm 
were  encountered. 

The  county's  population  was  15.436  by  the  1910 
census  and  of  these.  3,119  were  examined,  of  whom 
only  200  were  infected  with  hookworms.  As  to  per- 
manent results  the  Board  of  Education  took  steps  to 
have  sanitary  privies  and  a  safe  water  supply  pro- 
vided at  each  school."' 

The  Haywood  County  Health  Department 
was  organized  in  1931,  with  offices  in  a 
small  room  in  the  rear  of  the  Haywood 
County  Courthouse  in  Waynesville :  it  boast- 
ed one  sanitarian  and  a  budget  of  $3,186. 
In  1934  Haywood  joined  with  Jackson  and 
Swain  counties  to  form  a  District  Health 
Department,  with  headquarters  in  Waynes- 


ville. The  staff  consisted  of  one  health  offi- 
cer, one  supervising  public  nurse,  four  other 
public  health  nurses,  two  sanitary  inspec- 
tors, and  one  clerk-stenographer.  In  1935 
this  district  was  enlarged  to  include  Macon 
and  Graham  counties  ;  the  total  budget  at  this 
time  was  $27,405.68.  In  1949  Haywood 
County  withdrew  from  the  district  depart- 
ment to  organize  a  single-county  health  unit, 
and  in  1955  the  offices  were  moved  from  the 
basement  of  the  county  courthouse  into  a 
new  and  modern  health  center  building  just 
outside  Waynesville. 

Conclusion 

Modern  medicine  came  to  Haywood  Coun- 
ty because,  as  in  all  other  parts  of  the  world, 
there  was  a  need  for  it,  and  that  need  was 
exemplified  by  the  patient  affected  by  dis- 
ease. Medicine  was  established  and  flourish- 
ed because  there  were  dedicated  men  who 
were  proud  to  be  called  "physician."  yet 
were  humble  enough  to  realize  the  limitations 
of  their  knowledge,  and  thus  gave  their  best 
efforts  to  applying  this  knowledge. 

Thus  there  existed  from  the  beginning 
what  Dr.  Hugh  Matthews,  a  family  physi- 
cian now  practicing  in  Haywood  County,  re- 
fers to  as  "the  basic  unit  or  'cell'  of  medi- 
cine, the  patient-physician  relationship,  with 
the  patient  as  the  physician's  justification 
for  being.""  There  were  also  citizens  of  the 
county  who  saw  the  need  for  a  hospital  and 
a  public  health  program,  and  who  played 
an  Integral  role  in  bringing  modern  medicine 
to  Haywood  County. 
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October,  1966 

WHAT   HAPPENED   IN   SOUTHERN 
PINES 

(The  Fall  Executive  Council  Meeting) 

While  convening  urologists  played  golf  in 
the  bright  sunshine,  the  members  of  the  Ex- 
ecutive Council  and  those  in  attendance  upon 
them  labored  for  nine  hours  straight  (with 
45  minutes  out  for  lunch)  on  Sunday,  Oc- 
tober 2.  This  was  the  regular  fall  meeting  of 
the  Council,  and  much  needed  to  be  done ;  an 
agenda  of  75  items  was  covered.  Attendance 
at  the  committee  meetings  of  the  four  pre- 


ceding days  was  extremely  good  and  the 
quality  of  the  work  high. 

Following  the  "ladies  first"  principle,  Mrs. 
Leon  Robertson  started  the  meeting  by  giv- 
ing a  good  account  of  our  active  Auxiliary's 
plans.  With  2568  ladies  working  on  prob- 
lems of  health  education,  student  aid,  enter- 
tainment and  hospitality,  we  have  a  mighty 
resource,  and  Mrs.  Robertson  and  her  asso- 
ciates have  their  work  well  organized.  Auxil- 
iary activities  are  now  aided  by  having  a 
secretary  in  the  Raleigh  headquarters  office 
of  the  State  Society. 

The  Finance  Committee  gave  an  encourag- 
ing report,  showing  that  we  are  operating 
on  a  sound  fiscal  basis  with  a  balanced  (but 
barely)  budget.  No  major  budgetary  changes 
have  been  proposed  for  the  next  fiscal  year. 

The  legislative  committee  reported  that 
Congress  has  done  little  with  health  legisla- 
tion during  recent  months,  although  many  of 
the  bills  which  were  introduced  and  not  act- 
ed upon  will  no  doubt  come  up  again  in  the 
next  (90th)  session.  Preparations  are  being 
made  for  the  1967  term  of  our  state  legisla- 
ture, with  the  possibility  of  action  by  chiro- 
practors to  expand  their  legal  position. 

The  prospects  for  annua!  meeting  places 
are  all  centered  on  Pinehurst.  The  1967 
meeting  will  be  held  there,  activities  be- 
ginning on  Saturday,  May  30  (Executive 
Council)  and  the  meeting  proper  ending 
on  Wednesday,  May  24.  The  Carolina  will  be 
the  headquarters  hotel.  Major  session  topics 
will  include  marriage  counselling,  venereal 
disease,  a  symposium  on  renal  disease,  men- 
tal health  activities,  and  the  status  of  the  reg- 
ional medical  program. 

On  the  topic  of  the  regional  medical  pro- 
gram there  is  significant  progress  to  report. 
As  most  of  our  members  are  aware,  North 
Carolina  is  among  the  first  states  to  receive 
grant  funds  to  plan  activities  under  the  so- 
called  "heart,  stroke,  cancer"  law,  large- 
ly because  of  well-organized  action  by  the 
State  Society  and  the  three  medical  schools. 
A  director  has  been  employed  and  has  set  up 
shop  at  Duke.  The  Executive  Council  ratified 
the  Articles  of  Agreement  for  our  regional 
program  and  tended  to  our  involvement  in  it. 

It  was  suggested  that  the  election  of  Edi- 
torial Board  members  and  members  of  the 
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Board  of  Medical  Examiners  be  removed 
from  the  General  Sessions  to  the  House  of 
Delegates. 

The  continuing  effort  to  provide  a  head- 
quarters facility  for  the  Society  was  this 
time  centered  on  the  decision  as  to  whether 
to  build  in  downtown  Raleigh  adjacent  to  the 
state  offices  with  which  so  much  business  is 
done,  or  to  use  a  site  on  the  edge  of  town. 
Additional  information  was  needed,  and  the 
subject  will  be  taken  up  again  at  the  January 
meeting  of  the  Executive  Council. 

The  Professional  Insurance  Committee  has 
been  active,  and  the  members  will  shortly  get 
a  new  group  life  insurance  plan  which  will  be 
the  least  expensive  insurance  available 
through  any  source.  Details  will  come  to 
each  member  in  a  letter  from  the  Ralph 
Golden  agency.  Should  40  7c  of  the  member- 
ship take  the  insurance,  no  medical  restric- 
tions will  be  imposed.  Our  experience  with 
professional  liability  insurance  will  be  pub- 
lished in  the  Journal  as  a  report  from  this 
committee.  It  can  be  summarized  as  out- 
standingly good,  with  North  Carolina  enjoy- 
ing the  lowest  premium  rates  in  the  nation. 
The  insurance  carriers  attribute  this,  in  part 
at  least,  to  the  activities  of  the  Professional 
Insurance  Committee  of  the  Society.  The  ex- 
perience thus  far  this  year  has  not  been  so 
good,  and  the  carriers  are  currently  at  their 
break-even  point;  hence  all  our  members 
must  be  vigilant  if  low  premiums  are  to  con- 
tinue in  force. 

The  completion  of  the  history  of  the  State 
Society,  a  project  which  has  occupied  much 
of  Dr.  Roscoe  McMillan's  considerable  ener- 
gies for  many  years,  is  now  in  sight.  Money 
has  been  provided  for  the  editing  of  the  many 
manuscripts  which  have  been  assembled,  and 
this  work  will  begin  in  about  a  year.  Publica- 
tion will  be  dealt  with  after  the  editorial 
work  is  done.  Many  of  the  people  who  have 
worked  on  the  various  subdivisions  of  the 
history  have  spent  considerable  sums  out  of 
their  own  resources  in  gathering  material, 
and  the  final  product  should  be  a  monumental 
work  and  a  credit  to  the  Society. 

The  Committee  on  Constitution  and  By- 
Laws  observed  that  our  own  constitution  is 
only  25  years  younger  than  that  of  the  United 
States,  and  a  great  deal  more  complex  than 


that  of  the  AMA  (which  is  younger).  An 
effort  will  be  made  to  prepare  a  complete  in- 
dex to  the  Constitution  and  By-Laws,  as  a 
prelude  to  eventual  extensive  revision  of  that 
document. 

The  Insurance  Industry  Committee  is  not 
currently  plagued  with  problem  cases  for 
review,  and  has  been  working  on  the  problem 
of  proper  compensation  for  hospital  visits. 
The  handling  of  Medicare  claims  is  not  pre- 
senting any  unusual  difficulties ;  about  3500 
cases  per  week  are  being  processed  by  the  in- 
surance carrier  (but  1300  were  handled  on 
the  Monday  before  the  meeting) . 

On  several  occasions  it  was  emphasized 
that  the  members  should  understand  that 
Title  19  of  the  Medicare  law — the  provision 
of  health  services  to  indigent  people — has 
not  been  implemented  in  North  Carolina. 
A  number  of  plans  have  been  approved  ;  what 
New  York  and  California  have  done  has 
caused  Congress  to  have  some  second 
thoughts  about  that  title.  Several  offi- 
cial groups  of  the  Society  are  studying  the 
problems  of  this  provision  of  the  law,  and 
will  make  recommendations  to  appropriate 
bodies  when  the  time  is  ripe. 

The  Maternal  Health  Committee  took  no- 
tice of  the  need  for  additional  facilities  in 
the  state  for  the  care  of  unwed  mothers.  Pre- 
sent services  are  inadequate  and  cannot  ac- 
cept these  unfortunate  girls  until  they  are  in 
their  seventh  month  of  pregnancy,  when  the 
need  for  privacy  which  stimulated  the  found- 
ing of  these  homes  is  no  longer  a  considera- 
tion. Some  charitable  organizations  are  con- 
sidering entering  this  field. 

The  Negotiations  Committee,  perennially 
plagued  by  the  matter  of  fee  schedules,  was 
directed  by  the  Council  to  continue  its  ef- 
forts and  was  assured  of  its  support. 

As  the  meeting  drew  to  its  close  the  Presi- 
dent, Dr.  Frank  Jones,  told  of  his  reluctant, 
but  essential  decision  to  activate  four  com- 
mittees. One,  the  Venereal  Disease  Commit- 
tee, has  actually  been  reactivated ;  one  hopes 
that  the  next  time  it  is  mothballed  will  be  the 
last.  Committees  on  the  regional  medical  pro- 
gram, a  Society  function  review  committees, 
and  a  long-range  planning  committee  are  the 
others. 
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The  above  account  is  only  a  brief  sum- 
mary of  those  agenda  items  which  seem  of 
widest  interest.  Our  readers  can  readily  ima- 
gine that  many  tired  brains  and  oppressed 
glutei  went  away  from  Southern  Pines  that 
evening. 

THE  DOCTORS 

By  the  time  this  editorial  appears  there 
should  have  been  quite  a  hue  and  cry  in  the 
public  press  about  Martin  Gross's  book,  "The 
Doctors,"  a  570-page  tome  published  by  Ran- 
dom House,  and  a  prepublication  selection  of 
a  number  of  book  clubs.  It  is  flattering,  in  a 
sick  sort  of  way,  that  when  Gross  says  "doc- 
tors" he  means  physicians,  perhaps  to  assure 
himself  of  an  eager  audience  as  he  "exposes" 
skeletons  he  sees  in  medicine's  closet. 

Perhaps  one  could  summarize  Gross's  com- 
plaints against  the  medical  profesion  by  say- 
ing that  he  is  sad  and  dismayed  to  find  such 
a  large  number  of  human  beings  in  its  ranks. 
\\'hen  a  group  of  roughly  240,000  physicians 
sets  out  to  deal  with  the  health  needs  of 
200,000,000  people,  there  are  bound  to  be  mis- 
takes made.  Mr.  Gross  has  marshalled  some 
important  information  to  indicate  things  that 
are  wrong  with  U.  S.  medicine,  and  interest- 
ingly enough,  most  of  his  information  comes 
from  sources  within  the  medical  profession. 
This  point  is  made  because  the  profession,  by 
and  large,  is  critical  of  itself  and  anxious  to 
do  what  is  right.  Mr.  Gross's  insistence  that 
medicine  is  lax  in  regulating  its  practitioners 
does  not  take  into  account  the  difficulty  of 
making  judgments  on  many  matters  he  would 
like  judged. 

In  his  attack  on  the  medical  profession  in 
the  field  of  competence,  Mr.  Gross  cites  what 
he  considers  a  verj^  low  figure  for  candidates 
failing  medical  licensure  examinations  (2.3 9^ 
for  graduates  of  U.  S.  schools  in  1965),  and 
says  that  it  is  difficult  to  fail  out  of  medical 
schools  once  the  first  two  years  are  passed. 
Would  Mr.  Gross  have  the  medical  schools 
admit  incompetent  students  so  they  could  fail 
a  percentage  which  would  please  him?  The 
medical  schools  do  everything  in  their  pow- 
er to  admit  only  students  who  are  physically, 
emotionally,  and  educationally  equipped  to 
study  medicine,  and  each  failure  on  the  part 


of  the  student  is  considered  a  failure  on  the 
part  of  the  school.  It  is  hoped  that  failures  in 
screening  candidates  for  admission  would  be 
detected  as  early  as  possible  in  their  medical 
school  career,  to  avoid  inflicting  incompetent 
students  on  the  patients  with  whom  they 
work.  His  characterization  of  medical  licens- 
ing exams  as  a  "joke"  would  come  as  news  to 
most  physicians,  who  dread  them.  Most  can- 
didates from  U.  S.  schools  pass  because  they 
respect  the  exams,  study  for  them,  and  have 
gotten  good  training.  When  Gross  holds  up 
the  high  failure  rate  on  bar  examinations  as 
evidence  that  the  medical  profession  is  lax 
in  its  examinations,  he  fails  to  make  the  al- 
ternate interpretation  that  legal  education  is 
less  rigorous  and  law  students  less  carefully 
chosen  as  compared  to  medical  students. 

Medical  education  is  described  in  the  book 
as  inadequate  in  many  ways,  in  no  small 
measure  because  faculties  are  labeled  as  in- 
terested only  in  research.  This  is  a  consider- 
able oversimplification.  Medical  schools  at- 
tempt to  blend  teaching,  patient  care,  and  re- 
search in  such  a  way  as  to  get  the  best  of  all 
three.  At  times,  because  of  many  reasons  too 
complex  for  study  here,  one  or  another  aspect 
has  gotten  too  much  attention.  But  the  pro- 
fession has  called  its  own  to  account  for 
transgressions,  and  medical  school  curricu- 
lums  are  presently  under  intensive  study, 
with  many  new  approaches  being  tried.  Such 
things  take  time  and  great  sums  of  money, 
but  they  will  eventually  help  the  medical 
schools  in  their  task  of  training  the  people 
who  will  be  practicing  in  the  year  2000,  when 
the  research  front  of  today  will  only  be  a 
part  of  medicine's  past  history. 

One  of  Mr.  Gross's  key  charges  is  that 
physicians  cause  a  great  deal  of  illness.  There 
is  a  morsel  of  truth  in  this.  While  physi- 
cians can  hardly  compete  with  the  abuse  the 
the  general  public  inflicts  upon  itself  in 
wars,  in  automobiles,  and  by  general  neglect, 
there  are  potentially  dangerous  medications 
used  each  year.  There  is  a  certain  amount  of 
risk  involved  in  taking  anything  into  the 
body,  including  chicken  salad  at  a  church 
picnic.  To  say  that  this  danger  is  treated 
with  contempt  by  the  profession  is  something 
else  again.  Many  interested  medical  groups 
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are  working  on  the  problem  of  getting  infor- 
mation on  dangerous  methods  of  treatment  to 
physicians  as  quickly  and  effectively  as  pos- 
sible ;  the  task  is  enormously  complex  and 
will  not  be  accomplished  by  simplistic  ad- 
monitions. 

What  Mr.  Gross  chooses  to  call  "assembly- 
line"  medicine  comes  in  for  scorn  w^hen  he 
says  it  is  "mainly  for  the  doctor's  conven- 
ience and  greater  income."  In  fact,  without 
a  constant  effort  to  have  people  other  than 
physicians  do  some  tasks  formerlj^  done  by 
physicians,  we  would  have  a  doctor  shortage 
of  staggering  proportions  and  the  cost  of 
medical  care  would  be  greatly  increased. 
Most  of  the  people  who  complain  that  the 
physician  does  not  spend  enough  time  listen- 
ing to  them  would  be  unwilling  and  unable 
to  pay  for  that  time. 

"Neglect"  on  the  part  of  physicians  gets 
considerable  attention.  Failure  to  make  bac- 
terial cultures  of  infected  throats  is  cited  as 
an  example  of  medical  negligence,  on  the 
grounds  that  failure  to  recognize  a  strep 
throat  may  lead  to  rheumatic  fever,  even 
though  a  strep  throat  is  easily  cured  with 
penicillin.  Mr.  Gross  fails  to  mention  that 
most  patients  would  be  unwilling  to  pay  for 
such  a  throat  culture,  and  are  much  happier 
about  paying  for  the  penicillin  which  is  given 
to  them  without  such  confirmation  of  the 
diagnosis.  Another  example  of  what  he  con- 
siders neglect  is  the  fact  that  many  physi- 
cians do  not  use  the  sigmoidoscope  in  the 
course  of  routine  physical  examinations. 
Some  careful  students  of  these  matters  have 
pointed  out  that  inclusion  of  such  a  procedure 
in  a  routine  physical  examination  would  cut 
down  the  number  of  patients  the  doctor  could 
examine,  while  turning  up  very  few  cases  of 
disease.  All  "screening"  examinations  have 
to  be  weighed  in  a  balance  against  feasibility, 
in  terms  of  medical  value,  cost,  and  people 
available  to  do  the  tests. 

To  the  extent  that  Mr.  Gross's  book  shakes 
the  confidence  of  the  public  in  their  physi- 
cians, and  especially  in  the  good  intentions  of 
the  profession,  it  may  be  harmful.  Fortu- 
nately, despite  the  impression  one  gains  from 


the  book  that  physicians  are  rapidly  becom- 
ing venal,  incompetent  and  unloved,  most 
people  would  say  that  such  a  description  ap- 
plies to  someone  else's  doctor  rather  than  to 
their  own.  To  the  extent  that  the  book  brings 
home  to  the  public  the  enormous  cost  of  im- 
proving health  services,  cost  to  be  borne  in- 
dividually and  as  taxpayers,  it  is  useful.  One 
gains  the  impresion,  however,  that  sensation 
may  be  more  the  object  than  information. 


THEODORE  SIDNEY  RAIFORD,  M.D. 

On  August  28,  1966,  while  en  route  to 
Asheville  from  Chicago,  where  in  recent 
years  he  had  gone  so  often  in  the  interest  of 
our  profession,  Ted  Raiford  was  suddenly 
and  fatally  stricken.  Without  complaint  and 
with  what  those  close  to  him  knew  to  be  ex- 
tra-ordinary physical  sacrifice,  this  fine  sur- 
geon set  for  himself  a  high  standard  of  dedi- 
cation. He  devoted  himself  unsparingly  in 
time  and  energy  to  the  responsibilities  placed 
upon  him  by  his  colleagues. 

Although  plagued  by  physical  adversity, 
Ted  Raiford,  in  a  brief  span  of  three  years, 
served  as  president  of  the  North  Carolina 
Surgical  Association,  the  North  Carolina 
Chapter  of  the  American  College  of  Sur- 
geons, and  the  Medical  Society  of  the  State 
of  North  Carolina.  He  possessed  a  great  ca- 
pacity to  think  positively,  to  implement  ef- 
fectively, and  to  exercise  superlative  leader- 
ship. 

An  idea  conceived  by  Dr.  Raiford  in  1962 
and  promoted  with  unrelenting  zeal  led  to  the 
founding  of  the  National  Association  of  State 
Medical  Society  Presidents,  an  organization 
to  serve  as  a  forum  for  the  discussion  of 
problems  and  objectives  confronting  medi- 
cine nationwide.  Though  endowed  with  un- 
usual ability,  Ted  Raiford  freely  and  unhesi- 
tatingly sought  the  counsel  of  his  colleagues. 
A  remarkable  blend  of  superior  talent, 
self-effacing  humility,  and  high  resolve  char- 
acterized the  life  of  this  doctor  who  con- 
tributed so  much  to  his  community  and  to 
his  profession.  J.S.R. 
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HEALTH  NEEDS  TODAY 


One  cannot  hope  to  make  other  than  a 
limited  exploration  of  the  subject,  "Health 
Needs  Today."  Much,  therefore,  must  be  left 
unsaid. 

Definitions 

First,  what  is  health?  Health  is  a  state 
of  being  hale  or  sound  in  body,  mind,  or  soul, 
especially  freedom  from  physical  disease  or 
pain.  Man's  basic  aim,  whether  he  realizes 
it  or  not,  has  always  been  the  preservation  of 
a  state  of  good  health:  health,  in  order  that 
he  might  wage  a  continuous  struggle  in  the 
battle  with  the  elemental  forces  of  existence; 
health,  that  he  might  secure  adequate  food  in 
order  to  withstand  the  ever-present  ravages 
of  disease,  injury,  and  time;  health,  in  order 
that  a  healthy  mind  might  adequately  guide 
and  support  him  in  his  contest  for  ascendancy 
over  the  other  forms  of  life  on  this  planet. 

Needs?  How  wide  the  definition  of  this 
word  is !  One  source  defines  it  as  a  condition 
requiring  supply  or  relief;  the  lack  of  any- 
thing requisite.  From  here  it  is  easy  to  slide 
into  a  word  that  will  often  be  parallel  in  the 
intent  of  expression.  How  easily  need  equates 
itself  with  want.  The  outermost  reaches  of 
the  Milky  Way  might  serve  as  the  periphery 
of  a  container  for  the  wants  of  man.  When  a 
man  wants  something,  sooner  or  later  he  con- 
vinces himself  and  others  that  his  want  is 
his  need. 

At  this  moment  I  want  to  stop  taking  night 
calls.  The  time  will  come  when  I  will  need  to 
stop  taking  night  calls.  This  want  v.'ill  then 
become  the  demand  of  a  physical  or  emotional 
need.  Thus  a  want  can  be  converted  by  cir- 
cumstances into  a  more  compelling  factor — 
a  need. 

Logan  Pearsall  Smith,  speaking  of  needs 
in  1902,  said:  "But  when  in  modern  books, 
reviews,  and  thoughtful  magazines,  I  read 
about  the  needs  of  the  age,  its  complex  ques- 
tions, its  dismays,  doubts,  and  spiritual  ago- 
nies, I  feel  an  impulse  to  go  out  and  comfort 
that  bewildered  epoch."  Smith  wrote  this  in 
the  dawn  of  this  century — that  period  which 


we  look  back  upon  as  the  epitome  of  placid- 
ity. He  spoke  of  the  needs  of  the  age,  of  com- 
plex que.stions,  dismay,  and  doubt.  Each 
epoch  creates  its  concept  of  these  matters, 
dependent  entirely  upon  the  circumstances 
of  the  time. 

Health  as  a  state  of  being  has  no  need  ex- 
cept to  be  sustained.  A  state  of  non-health 
exhibits  a  need — a  need  for  measures  to  com- 
bat the  onslaught  of  disease  and  injury,  meas- 
ures designed  to  restore  a  state  of  well-being. 
Health  may  have  a  want;  non-health  has  a 
need. 

A  moment  ago  we  mentioned  time.  What 
is  today?  Regardless  of  the  exact  position  of 
this  moment  in  time,  a  large  portion  of  today 
has  slipped  into  yesterday.  At  high  noon, 
anywhere  in  the  world,  half  of  today  has  been 
relegated  to  the  past,  to  history,  to  the  pale 
from  which  there  is  no  recall.  Therefore  our 
consideration  must  deal  with  what  is  left  of 
today  and,  hopefully,  the  ever-present  tomor- 
row. 

What  is  rural?  'WTiat  is  urban?  By  cer- 
tain statistical  means  of  measurement,  some 
states  are  classified  as  rural  and  some  as  ur- 
ban. We  cannot,  however,  in  this  day  and 
time,  separate  rural  from  urban  when  it 
comes  to  health.  Megalopolis  or  hamlet,  ghet- 
to or  isolated  farm,  tropic  or  tundra — all 
have  the  same  ultimate  want :  surcease  from 
the  ills  of  body  and  mind.  Circumstances  pe- 
culiar to  one  geographic  or  sociologic  area 
make  certain  facets  of  the  health  effort  dif- 
ferent, but  the  broad  principles  are  the  same. 

Now  that  we  have  torn  our  subject  apart 
and  defined  our  terms,  I  do  not  feel  so  fenced 
in. 

Longevity 

We  all  want  to  live  in  good  health  for  a 
long  time.  That  is  an  almost  irrefutable  state- 
ment of  desire.  We  want  to  live  longer  than 
our  forefathers  did. 

At  the  turn  of  the  century  the  life  expec- 
tancy of  a  newborn  white  child  born  in  the 
United  States  was  48.23  years  for  males  and 
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51.08  for  females.  By  1962  the  expectancy 
had  risen  to  67.6  for  males  and  74.4  for 
females,  an  increase  of  9.37  years  and  23.32 
years  respectively.  For  nonwhites  during 
the  same  period,  the  increase  in  life  expec- 
tancy for  the  male  was  8.96,  and  for  the  fe- 
male an  astounding  31  years. 

As  we  look  at  the  national  statistics  for  50 
years  onward,  we  do  not  see  a  similarly 
striking  increase  in  life  expectancy.  Without 
adjustments  for  population  percentages  as  to 
color,  the  average  expectancy  for  males  who 
have  attained  50  years  of  ag-e  has  increased 
as  of  the  present  only  by  3.17  years,  and 
for  females  6.97  years. 

Each  "statistic"  who  sits  and  breathes  will 
readily  recognize  that  the  breakthroughs 
have  been  the  decrease  in  infant  mortality, 
the  advances  in  sanitation,  the  control  of  epi- 
demics, and  the  virtual  erasure  of  fatalities 
associated  with  the  contagious  diseases  of 
childhood  and  youth.  These  areas  of  control 
and  the  improvements  in  maternal  care  have 
led  to  the  marked  increase  in  general  longe- 
vity. Medicine  and  the  allied  sciences  have  led 
in  this  battle  against  disease  and  death.  It 
is  they  which  are  responsible  for  the  accom- 
plishments in  sanitation ;  which  have  sup- 
plied the  know-how  and  sparked  the  efforts 
that  have  resulted  in  the  weakening  and  near 
banishment  of  many  of  the  scourges  of  man- 
kind. 

The  average  age  of  our  population  is  in- 
creasing, and  as  one  looks  ahead  he  must 
realize  the  ills  that  become  manifest  after  the 
age  of  45.  We  must,  and  we  will,  take  a  grow- 
ing interest  in  those  diseases  that  are  herald- 
ed by  an  advance  agent  of  the  pale  rider.  This 
herald  is  called  aging. 

If  we  consider  that  our  efforts  are  to  be 
limited  to  patching  and  refurbishing  the 
middle-aged  population  in  order  to  achieve 
that  end,  we  will  be  defeated  in  our  ulti- 
mate aim.  We  must  not  wait  until  the  middle 
years  to  begin  our  attack  against  degenera- 
tive diseases  such  as  arteriosclerosis ;  upon 
destructive  diseases  such  as  malignant  neo- 
plasms ;  and  upon  malfunctions  of  the  heart. 
These  are  not  diseases  of  middle  or  old  age; 
they  only  become  more  evident  then.  The 
machinery  wears  out,  and  the  wearing  out 


process  becomes  apparent  in  the  signs  and 
symptoms  of  these  classes  of  disease.  These 
diseases,  in  my  opinion,  have  their  origin  in 
early  life.  There  are  those  who  say  that  much 
of  the  option  for  the  degenerative  diseases 
goes  back  even  further.  When?  The  moment 
that  the  spark  in  papa's  eye  is  reflected  in 
the  gleam  in  mama's  eye.  I  refer  to  familial 
tendencies. 

Human  genetics  will  undoubtedly  play  a 
significant  role  in  many  of  the  diseases  that 
afflict  us.  In  my  opinion,  our  people  must 
develop  a  more  sophisticated  level  of  think- 
ing before  the  findings  along  this  avenue  can 
be  properly  utilized.  A  strong  investigative 
program  should  be  instituted  in  this  area, 
which  could  become  one  of  the  great  fields 
of  preventive  medicine. 

Accidents   and  Environmeyital  Hazards 

Accidental  injuries  and  deaths  are  increas- 
ing, in  particular  those  due  to  traffic  acci- 
dents. We  need  an  ongoing  program  directed 
toward  the  reduction  of  these  occurrences 
and  increasing  emphasis  on  the  availability 
of  quality  care  after  the  accident  has  hap- 
pened. 

A  developing  concept  in  medical  thinking 
concerns  problems  related  to  our  environ- 
ment. This  environment  may  be  that  created 
by  nature  or — more  important  to  this  discus- 
sion— that  created  by  man's  rape  of  nature. 
What  are  these  problems?  First  air  pollu- 
tion :  smog,  carbon  contamination,  radiation 
effect,  chemical  sprays  on  food  stuffs.  Next, 
water  pollution — by  chemicals,  destruction  of 
watersheds,  bacterial  invasion  of  water 
sources,  silt,  and  deoxygenation  of  available 
water  by  exogens. 

The  third  problem  has  to  do  with  urban 
rather  than  rural  health,  but  we  are  so  in- 
volved today  as  a  result  of  our  mobility  that 
we  cannot  separate  the  two.  The  migration 
from  country  to  city  makes  the  problem  of 
urban  health  a  concern  of  the  total  commu- 
nity. The  situations  that  give  rise  to  disease 
in  the  crowded  city  affect  the  rural  commu- 
nity as  well.  Thus,  because  of  the  inter- 
change of  people,  the  health  needs  of  a  tene- 
ment district  become  the  problem  of  rural 
people  as  well.  The  industrial  environment, 
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workiiiK  conditions,  mechanization  are  all  in- 
volved in  the  health  need.s  of  toda}^ 

Immunization 
A     complete     program     of     immunization 
against   preventable   communicable   diseases 
must  be  put  into  action  in  order  to  weaken  the 
potential  of  these  diseases 

Manpoiver  cnid  Facilities 
It  is  said  that  in  our  immediate  tomorrow 
the  health  cai-e  field  will  be  the  greatest  em- 
ployer of  people  in  the  country.  Where  are 
trained  people  coming  from?  We  must  say, 
first  of  all,  that  to  measure  health  care  by 
quantity  alone  is  absurd ;  we  must  have  qual- 
ity as  well.  Without  it,  we  will  have  gained 
nothing. 

The  need  for  personnel  is  chiefly  in  the 
paramedical  fields.  New  health  care  pro- 
grams have  created  a  drain  on  the  reservoir 
of  trained  people,  presently  in  short  supply. 
As  we  increase  the  quantity  of  health  care  on 
paper,  we  will  unquestionably  dilute  the  qual- 
ity of  care  now  available.  Unless  w-e  increase 
the  supply  of  trained  people  to  work  with  the 
physician  and  under  his  direction,  we  cannot 
hope  to  bring  both  quality  and  quantity  of 
care  to  our  people.  Whom  do  I  mean?  Nurses, 
laboratory  and  surgical  technicians,  sanitar- 
i'in*,  health  aides,  trained  medical  attendants, 
"mechanotechs,"  record  librarians,  anesthe- 
tists,   research    assistants,    physiotherapists. 


other  therapists,  and  so  on  and  on.  These 
people,  adequately  trained  and  adequately 
paid,  are  mandatory  if  we  hope  to  provide 
health  care  on  a  quality  basis. 

The  need  to  make  the  techniques  and  the 
equipment  of  the  medical  center  available  to 
the  community  hospital  is  apparent.  We 
must  find  ways  of  bringing  semi-urban  or 
rural  areas  those  modalities  of  diagnosis  and 
treatment  that  are  developing  so  fast  in  this 
day  and  time.  We  need  to  encourage  a  pro- 
gram of  ongoing  medical  education  for  all 
levels  of  medical  personnel.  We  must  make  it 
possible  for  the  physician  to  return  to  med- 
ical school  to  recharge  his  batteries  from  time 
to  time.  Ancillary  personnel  must  have  the 
same  opportunity.  The  brains  in  the  medical 
center  are  no  better  than  those  in  your  local 
community ;  they  only  have  more  sophisti- 
cated tools  to  work  with ;  and  these  tools  can 
be  brought  to  the  outlying  community  on 
either  a  lend-lease  or  a  step-and-fetch  it  basis. 

One  last  word  :  Bricks,  stones,  and  concrete 
do  not  cure  illness  or  care  for  the  injured: 
people  do.  Adequately  trained  human  beings, 
in  reasonable  numbers,  backed  by  programs 
of  basic  research.  Research  into  what?  Even 
into  the  primary  cellular  physiology — why 
life  and  why  death  ?  And  then  the  application 
of  research  to  the  preservation  and  restora- 
tion of  health. 

Frank  W.  Jones,  M.D. 


By  jumbling  toagether  a  number  of  different  ingredients,  in  order  to  make  a  poignant 
sauce  or  rich  soup,  the  composition  proves  almost  a  poison.  All  high  seasoning,  pickles,  etc. 
are  only  incentives  to  luxury,  and  hurt  the  stomach.  It  were  well,  if  cookery  as  an  art  were 
prohibited.  Plain  roasting  or  boiling  is  all  that  the  stomach  requires.  These  alone  are  suffi- 
cient for  people  in  health,  and  the  sick  have  still  less  need  of  a  cook.— 'William  Buchan:  Do- 
mestic Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and 
Simple  Medicine,  etc.  Philadelphia,  Richard  Folwell,  1799.  p.  63. 
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Bulletin  Boara 

COMING  MEETINGS 

Society  of  Nuclear  Medicine,  Southeastern  Chapter- 
Jack  Tar  Hotel,  Durham,  November  3-5. 

Southern  Thoracic  Association,  13th  Annual  Meeting- 
Grove  Park  Inn,  Asheville,  November  3-5. 

North  Carolina  Pediatric  Society— Mid  Pines  Club  and 
GoLfotel,  Southern  Pines,  November  4-5. 

Symposium  on  "Emergency  Medical  Care" — Amphi- 
theater. Bowman  Gray  School  of  Medicine,  November 
10-11  'Conducted  for  alumni  of  the  medical  school,  i 

Society  of  Pelvic  Surgeons,  McGuire  Lecture  Series — 
Medical  College  of  Virginia,  Richmond,  November  17-19. 

North  Carolina  District,  American  College  of  Physi- 
cians—North Carolina  Society  of  Internal  Medicine, 
Joint  Meeting— Charlotte  Memorial  Hospital,  Charlotte. 
December  9-10. 

1967  National  Rural  Health  Conference— Charlotte, 
March  10-11,  1967. 

New  Members  of  the  State  Society 

Fuller  Adams  Shuford,   M.D.,   I,   3   Buena  Vista  Rd., 

Asheville 
Robert  Lassiter  Young,  Jr.,  M.D.,  Pd,  103  W.  27th  St., 

Lumberton 
Gerson  Asrael,  M.D.,  U,  1350  Kings  Drive,  Charlotte 
William  Eugene  Keiter,  Jr.,  M.D.,   Pd,  400  Glenwood 

Ave.,  Kinston 
Donald  L.  Copeland,  M.D.,  GP,  515  E.  Statesville  Ave., 

Mooresville 
Eugene  Douglas  Maloney,  M.D..  P,  623  E.  2nd  Ave., 

Gastonia 
George  Vernon  Irons,  Jr.,  M.D.,  I    1350  Kings  Drive, 

Charlotte 
Moses  Lawrence  Kouri,  M.D.,  GP,  2028  Woodland  Drive, 

Charlotte 
Allen    Edward    Grippo,    M.D.,     P,     1009    CoUege    St.. 

Kinston 
Patrick  Martin  Reames,   M.D.,   R,   4732  Aspen  Court, 

Charlotte 
Nathan  Leshe  Burkhardt,   Jr.,   M.D.,   Or,   108  Doctors 

Bldg.,  Asheville 
Harry  Holler  Summerlin,  Jr.,  M.D..  GP.  Tunnel  Rd., 

Asheville 
Andrew    Thompson    Wiley,    M.D.,    S,    Keystone    Drive, 

Route  3,  Box  50-C 


News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

Dr.  C.  Arden  Miller.  42.  former  medical  school  dean  at 
the  University  of  Kansas,  has  been  appointed  Vice 
Chancellor,  Health  Sciences  of  the  University  of  North 
Carolina. 

Dr.  Miller  will  have  administrative  responsibility  under 
Chancellor  Carlyle  Sitterson  for  the  schools  in  the  Uni- 


versity's Health  Center,  including  School  of  Dentistry. 
School  of  Medicine.  School  of  Pharmacy.  School  of  Pub- 
lic Health.  School  of  Nursing.  N.  C.  Memorial  Hospital, 
and  the  Health  Affairs  Library. 

An  internationally-prominent  pediatrician  and  medical 
administrator.  Dr.  Miller  also  will  be  a  full  professor. 

He  was  dean  and  provost  of  the  School  of  Medicine  and 
Medical  Center  of  the  University  of  Kansas  from  1960 
to  1966,  and  has  just  returned  from  London  where  he 
worked  in  a  program  with  handicapped  children  under 
auspices  of  the  Department  of  Education  and  Science  in 
England. 

He  is  a  native  of  Shelby,  Ohio,  a  graduate  of  Oberlin 
College,  and  received  his  M.D.  degree  at  Yale  University 
Medical  School  in  1948.  He  has  taught  and  practiced 
pediatrics  in  New  Haven,  in  Kansas  City,  and  as  director 
of  the  Children's  Rehabilitation  Unit  of  the  University  of 
Kansas  Medical  Center.  Dr.  Miller  v.as  named  a  Markle 
Scholar  in  Medical  Science  in  1955. 

*  *    * 

The  National  Science  Foundation  has  awarded  a  grant 
of  $70,500  to  Dr.  Mary  Ellen  Jones,  associate  professor 
of  biochemistry  at  the  UNC  School  of  Medicine,  for  a 
two-year  study  of  enzymes.  Her  primary  interest  will  be 
in  enzymes  with  an  essential  role  in  the  chemical  pro- 
cesses which  form  proteins  and  nucleic  acids. 

Deaths  on  the  gridiron  from  head  and  neck  injuries 
and  from  heat  stroke  are  the  major  safety  problems 
pinpointed  in  the  34th  annual  Survey  of  Football  Fatali- 
ties. 

The  report,  covering  a  period  from  1931  through  1965, 
was  issued  by  Dr.  Carl  S.  Blyth,  director  of  UNC's 
Laboratory  of  Applied  Physiology  and  chairman  of  the 
Committee  on  Injuries  and  Fatalities  of  the  American 
Football  Coaches  Association. 

Most  of  the  deaths  blamed  directly  on  football  for  the 
last  five  years  have  been  caused  by  head  and  neck  in- 
juries. In  1965  alone.  24  of  the  25  fatalities  related  di- 
rectly to  football  resulted  from  these  types  of  injuries. 

*  *     * 

Dr.  T.  Franklin  Williams,  a  specialist  in  internal 
and  preventive  medicine  at  the  UNC  School  of  Medicine, 
has  been  granted  a  year's  leave  of  absence  for  special 
study  at  Vanderbilt  University  School  of  Medicine  in 
Nashville,  Tenn. 

He  will  work  as  a  Special  Fellow  with  Dr.  C.  R.  Park, 
chairman  of  the  Department  of  Physiology.  Their  re- 
search will  deal  with  the  biochemistry  and  physiology 
of  hormones. 

A  new  Division  of  Education  ami  Research  in  Com- 
munity Medical  Care  has  been  established  at  the  UNC 
School  of  Medicine  to  plan  and  coordinate  the  increasing 
activities  in  community  medicine  more  effectively. 

Dr.  W.  Reece  Berryhill,  professor  of  medicine  and 
dean  emeritus,  has  been  appointed  director  of  the  divi- 
sion, and  Dr.  Carl  B.  Lyle.  assistant  professor  of  medi- 
cine, will  serve  as  assistant  director. 

Dr.  Berryhill  said  the  new  division  will  have  three 
major  objectives.   It  will  establish   affiliations  with   a 
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few  of  the  larger  community  hospitals  in  working  toward 
the  development  of  regional  medical  educational  cen- 
ters. 

It  will  establish  one  or  mare  demonstration  centers 
in  rural  areas  in  as  effort  to  impn^ve  the  quality  and 
availability  of  medical  care  and  to  provide  training  op- 
poitunities  for  medical  students. 

And  it  will  provide  opportunities  fo:'  members  of  the 
UNC  medical  faculty  interested  in  medical  care  research 
tu    study    disease    patterns    and    the    medical    needs   of 

North  Carolina  communities. 

*  *    >i- 

A  new  salary  schedule  for  registered  nurses  at  N.  C. 
Memorial  Hospital  provides  increases  in  starting  sal- 
aries ranging  from  $700  to  $1,500  a  year,  depending 
upon  education  and  experience. 

Eugene  B.  Crawford,  Jr.,  hospital  director,  said  that 
salary  adustments  have  been  maie  for  all  levels  of  regis- 
tered nurses. 

As  an  example,  the  nurse  graduating  from  a  hospital 
school  of  nursing— the  "diploma  nurse"— with  no  exper- 
ience has  a  new  starting  salary  of  $457  per  month,  or 
$948  a  year  more  than  previously.  She  could  expect  a 
salary  adjustment  after  six  months  on  the  job  and 
another  increase  after  one  year's  experience. 

He  said  also  that  appropriate  salary  increases  have 
been  proposed  for  all  other  nursing  personnel  employed 

by  the  hospital. 

*  *    * 

A  unique  experiment  dealing  with  the  effects  of  radia- 
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tion  on  life  expectancy  and  blooi-forming  organs  will  be 
conducted  by  a  radiological  physicist  at  the  UNC  School 
of  Public  Health. 

The  U.  S.  Public  Health  Service  has  awarded  a  $46,- 
392  grant  to  Dr.  Donald  G.  Willhoit  for  a  three-year 
stuoy  of  "The  Comparative  Effects  of  Two  Radiation 
Exposure  Regimens." 

A  special  laboratory  being  developed  near  the  UNC 
campus  will  house  a  breeding  colony  of  experimental 
mice  and  the  exposure  chambers  for  the  project.  Gam- 
ma rays,  a  penetrating  type  of  radiation  used  in  the 
treatment  of  cancer,  will  be  delivere.l  to  the  mice  in 
two  different  manners.  One  group  o:  mice  will  be  ex- 
posed continuously,  24  hours  a  day.  A  second  group  will 
receive  the  same  amount  o;  radiation  each  day  in  a 
pel  iod  of  only  30  minutes. 

Dr.  Wil'hoit  explained  that  the  two  types  of  exposure 
simulate  to  some  degree  the  exposure  patterns  of  con- 
cern in  the  radiation  exposure  of  humans. 

•  *    ♦ 

Funds  totaling  $6,855  have  been  approved  by  the  policy 
board  of  the  University  of  North  Carolina  Population 
Studies  Center  for  research  on  sex  hormones. 

The  funds  will  provide  partial  support  for  one  year  for 
work  being  conducted  at  the  UNC  School  of  Medicine  by 
Dr.  Frank  S.  French. 

The  research,  centered  in  the  Division  of  Pediatric 
Endocrinology,  has  been  in  progress  for  two  years.  It 
deals  with  the  mechanism  of  action  of  androgenic  hor- 
mones and  seeks  a  better  understanding  of  hormone 
effects  on  tissues  involved  in  reproduction. 

♦  *    * 

Miss  Ruby  Christine  Cunningham.,  a  medical  labora- 
tory technician  assigned  to  clinical  microbiology  at  N.  C. 
Memorial  Hospital,  has  been  awarded  the  Army  Com- 
mendation Medal  for  outstanding  .service  with  the  Wo- 
service  with  the  Women's  Army  Corps  iWACi. 

The  Army  citation  was  for  service  at  Fort  Sill,  Okla., 
while  Miss  Cunningham  was  serving  as  supervisor  in  the 
clinical  bacteriology  section  of  the  Pathology  Service 
at  Reynolds  Army  Hospital. 

*  *    * 

The  State  Board  of  Higher  Education  has  approved  a 
$1,000  grant  to  the  University  of  North  Carolina  for  a 
series  of  radio  programs  dealing  with  venereal  diseases. 
The  UNC  School  of  Medicine  will  provide  an  additional 
$400  for  the  series. 

Dr.  William  P.  Richardson,  assistant  dean  for  con- 
tinuing education  at  the  medical  school,  said  the  pro- 
grams will  be  directed  toward  more  effective  recognition 
and  treatment  of  syphilis  and  gonorrhea  and  the  de- 
velopment of  better  cooperation  in  reporting  and  in- 
vestigating these  diseases. 

The  special  series  is  a  part  of  the  two-way  radio 
medical  conference  schedule  which  began  October  11 
and  will  continue  through  April  6.  The  exact  dates 
for  the  programs  will  be  announced  later. 

The  U.  S.  Department  of  Health,  Education  and  Wel- 
fare has  awarded  $42,000  to  UNC  at  Chapel  Hill  under 
the  new  Health  Professions  Scholarship  Program. 
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The  funds  wiU  be  allotted  as  follows:  $18,400  for  be- 
ginning students  in  the  School  of  Pharmacy,  $14,000  for 
beginning  students  in  the  School  of  Medicine  and 
$10,000  for  beginning  students  in  the  School  of  Dentistry. 

The  program  is  entirely  financed  by  the  federal  gov- 
ernment. 


News  Notes  from  the 
Duke  University  Medical  Center 

A  nationally  known  figure  in  medical  administration 
has  assumed  duties  as  e.xecutive  director  of  North  Caro- 
lina's Regional  Medical  Program  for  combating  heart 
disease,  cancer,  and  stroke. 

Dr.  Marc  J.  Musser,  deputy  chief  medical  director 
of  the  Veterans  Administration,  Washington,  D.  C,  took 
over  in  mid-October  as  operational  chief  of  the  new 
all-out  effort  against  the  nation's  three  deadliest  dis- 
eases. 

Dr.  Musser  also  has  held  posts  as  assistant  chief 
medical  director  for  research  and  education  in  medi- 
cine, and  director  of  research  service  for  the  VA  Cen- 
tral Office  in  Washington.  He  has  served  as  professor  of 
medicine  at  both  the  University  of  Wisconsin  Medical 
School  and  the  Baylor  University  College  of  Medicine. 

The  program  Dr.  Musser  will  direct  is  being  sup- 
ported initially  by  a  two-year,  $574,532  grant  under  a 
fund  set  up  by  the  federal  government  specifically  to 
combat  heart  disease,  cancer,  stroke  and  related  dis- 
eases. It  is  a  joint  undertaking  of  the  Bowman  Gray, 
Duke  University,  and  UNC  medical  centers  and  the 
Medical  Society  of  the  State  of  North  Carolina,  repre- 
senting about  4,000  doctors,  with  support  from  a  number 
of  health-related  organizations.  By  pooling  the  re- 
sources of  these  groups,  medical  leaders  hope  to  insure 
that  the  latest  advances  in  diagnosis  and  treatment  of 
the  major  disease  killers  will  be  continually  available  to 
the  people  of  the  state. 

The  first  step  will  be  a  move  to  strengthen  relation- 
ships between  the  medical  centers  and  community  hos- 
pitals by  an  affiliation  between  the  universities  and 
three  community  medical  facilities.  Bowman  Gray  will 
link  vi-ith  Memorial  Mission  Hospital  in  Asheville,  UNC 
with  Moses  Cone  Hospital  in  Greensboro,  and  Duke  with 
Cabarrus  Memorial  Hospital  in  Concord.  These  affilia- 
tions are  designed  to  keep  the  hospital  staffs  abreast 
of  the  latest  information  on  control  of  heart  disease, 
cancer  and  stroke. 

Four  other  steps  have  been  outlined  as  ultimate  goals 
of  the  program.  They  are: 

—Establishment  of  effective  communications  between 
the  various  groups  concerned  with  health  care. 

—Establishment  of  a  continuing  survey  of  the  ef- 
fectiveness of  all  medical  progi'ams. 

—Establishment  of  a  program  of  post-graduate  edu- 
cation at  a  variety  of  professional  levels. 

As  director  of  the  Regional  Medical  Program,  Dr. 
Musser  will  be  responsible  to  its  board  of  directors. 

The  board  is  composed  of  the  deans  and  one  other 
representative  from  each  of  the  three  medical  schools, 
the  president  and  three  other   representatives  of  the 


State  Medical  Society,  the  state  health  du-ector,  the 
chairman  of  the  North  Carolina  Medical  Care  Commis- 
sion, the  president  of  the  North  Carolina  Hospital  Asso- 
ciation, and  the  dean  and  one  other  representative  of 
the  UNC  School  of  Public  Health. 

Dr.  E.  Harvey  Estes,  Jr.,  of  Durham,  board  chair- 
man, is  head  of  the  Depai'tment  of  Community  Health 
Sciences  at  the  Duke  Medical  Center.  His  offices  are  in 

Durham. 

*    *    * 

Atop  the  Gothic  columns  of  Duke  Medical  Center,  a 
new  radio  station  has  begun  beaming  emergency  med- 
ical consultation  and  advice  to  doctors  working  in  re- 
mote areas  throughout  the  world. 

Project  MED-AID  i  Medical  Assistance  for  Isolated 
Doctors  I  has  officially  gone  into  operation,  according 
to  an  announcement  by  Dr.  E.  Croft  Long,  project  di- 
rector and  assistant  dean  of  the  Duke  University  School 
of  Medicine.  Dr.  Long  said  that  the  1,000-watt  station 
will  be  on  the  air  from  9  a.m.  to  5  p.m.  lEST)  daily. 

The  primary  purpose  of  the  project  is  to  bring  ex- 
pert and  instantaneous  consultation  about  the  latest  de- 
velopments in  diagnosis,  treatment,  and  prevention  of 
disease  to  doctors  working  in  field  stations,  mission  out- 
posts, and  jungle  hospitals. 

Dr.  Long  said  that  thus  far  14  medical  outposts  and 
isolated  hospitals  in  Africa  and  Latin  America  that  are 
equipped  with  shortwave  amateur  radio  equipment  have 
indicated  they  will  take  part  in  the  program  imme- 
diately. Six  more  outposts  are  exxpecting  to  get  the 
needed  equipment  soon  and  to  join  the  .network,  and 
another  23  have  expressed  a  desire  to  take  part  if  they 
can  get  the  necessary  equipment. 

Project  MED-AID  is  informally  affiliated  with  AMDOC 
in  Santa  Barbara,  Calif.,  an  organization  that  helps 
doctors  in  bush  stations  and  field  hospitals  by  sending 
American  doctors  as  temporary  replacements;  and  with 
the  Direct  Relief  Foundation  in  Santa  Barbara,  a  chari- 
table organization  that  distributes  several  million  dol- 
lars worth  of  free  drugs  to  missions  all  over  the  world. 

The  Duke  radio  station  will  handle  messages  from 
other  health-related  organizations  on  an  emergency 
basis,  in  circumstances  where  legally  permissible.  Dr. 
Long  said. 

Project  MED-AID  was  made  possible  by  a  gi'ant  from 
the  Mai-y  Reynolds  Babcock  Foundation  in  Winston- 
Salem. 

*  *         :^ 

A  Duke  University  professor  has  accepted  an  invita- 
tion by  New  York's  Mayor  John  Lindsay  to  join  a  newly 
formed  Management  Science  Advisory  Council  to  help 
the  city  solve  some  of  its  administrative  problems. 

He  is  Dr.  Max  A.  Woodbury,  chief  of  the  division  of 
bio-mathematics  at  Duke  University  Medical  Center  and 
a  nationally  known  mathematician. 

Serving  with  Dr.  Woodbury  on  the  voluntary  Man- 
agement Science  Advisory  Council  are  outstanding  com- 
puter experts,  teachers  of  business  administration,  and 
scientists  from  all  over  the  country. 

Dr.  Woodbury  came  to  Duke  in  January  from  New 
York  University.  There,  he  had  been  professor  of  ex- 
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FREE  YOUR  PATIENTS  from 
/  deficient  neutralization 
/  poor  taste 
/  burdensome  cost 

with    DICARBOSIL®  antacid 

■  effective  neutralizing  power— Two  tablets  in  vitro', 
provide  nearly  2  hours'  relief  within  effective  pH 
range  3  to  5.5. 

■  pleasant  taste— A  fresh  mint  flavor  patients  con- 
tinue to  enjoy.  With  Dicarbosil's  unique*  formu- 
lation, chalky  after  taste  is  no  longer  a  problem. 

■  exceptional  economy— Due  to  its  high  neutraliza- 
tion capacity  combined  with  low  cost  (about  1^ 
or  less  per  tablet),  Dicarbosil  is  within  the  reach 
of  all  patients. 

1.  Schleif.  R.H.:  J. A. PH. A..  46:179,1957  'U.S.  Pat.  No.  3,062,7U 

Active  Ingredients:  Calcium  Carbonate  Precipitated  0.489 
Gm.,  Magnesium  Carbonate  0.011  Gm.,  Magnesium  TVi- 
silicate  0.006  Gm. 


perimental  neurology  and  director  of  the  school's  com- 
munication science  section  since  1962. 

He  is  an  advisor  to  the  National  Institutes  of  Health, 
the  World  Health  Organization,  and  a  former  vice  presi- 
dent of  the  Institute  of  Management  Sciences  as  well 
as  fellow  of  the  American  Association  for  the  Advance- 
ment oi  Science,  the  American  Statistical  Association 
and  the  Institute  of  Ma'hematical  Statistics  and  a  mem- 
ber of  many  olher  professional  organizations. 

*  #    « 

Dr.  .J.  Leonard  Gol:"ner,  professor  of  orthopedic  sur- 
gery at  Duke  University  Medical  Center,  delivered  the 
founder's  address  at  the  third  annual  Sumner  L.  Koch 
postgraduate  program  on  surgery  of  the  hand  at  Cook 
County  School  of  Medicine  in  September. 

Dr.  Koch,  in  whose  honor  the  program  is  conducted, 
founded  and  directed  for  many  years  the  hand  surgical 

service  at  Cook  County  Hospital. 

«    «    * 

Dr.  Frans  F.  Jobsis,  associate  professor  o;  physiology 
at  Duke  University  Medical  Center,  was  one  of  two 
Americans  invited  to  delive,"  lectures  at  an  international 
msdical  conference  in  Budapest,  Hungary.  Sept.  19-24. 

Dr.  Jobsis  delivered  an  address  and  presided  over  a 
conference  on  the  mechanical  activity  of  striated  or  vol- 
untary muscle.  Malfunction  or  wasting  away  of  striated 
muscle  is  the  basic  mechanism  by  which  muscular 
dystrophy  strikes  down  its  victims 

The  Duke  researcher's  work  and  his  European  pre- 
sentation are  being  sponsored  by  grants  from  the  Mus- 
cular Dystrophy  Association  of  America  and  the  Na- 
tional Institutes  of  Health. 

*  ♦    ♦ 

Two  Duke  scientists.  Dr.  Madison  S.  Spach,  associate 
professor  of  pediatrics,  and  Roger  Barr,  a  graduate 
student  in  electrical  engineering,  presented  a  paper  at  a 
conference  held  in  Bratislava,  Czechoslovakia,  in  Sep- 
tember. They  told  how  the  combined  efforts  of  medicine 
and  engineering  are  providing  better  diagnosis  of  heart 
diseases. 
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News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  College 

Work  is  under  way  to  develop  the  Bowman  Gray 
School  of  Medicine  and  North  Carolina  Baptist  Hospital 
as  a  major  center  for  cancer  research  and  training. 
The  medical  school  has: 

—Established  a  broad  new  program  of  special  training 
for  physicians  in  the  diagnosis  and  treatment  of  malig- 
nant disease. 

—Initiated  a  long-term  planning  project  to  evaluate 
the  medical  center's  present  cancer  program  and  to 
determine  future  requirements  in  the  areas  of  training, 
research  and  patient  care. 

These  projects,  through  which  the  school's  cancer-re- 
lated activities  will  be  expanded  and  coordinated  on  ein 
interdepartmental  basis,  are  supported  by  two  federal 
grants,  totaling  more  than  $588,000,  awarded  recently  by 
the  National  Cancer  Institute. 

The  program  is  separate  from  but  will  be  closely  co- 
ordinated,  with  the  Regional  Medical  Program  on  Heart 
Disease,  Cancer  and  Stroke. 
I 
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Dr.  Charles  L.  Spurr,  professor  of  medicine,  has  been 
named  director  of  the  program  which  will  offer  training 
at  four  different  levels  for  physicians  who  have  com- 
pleted their  basic  clinical  training.  The  types  of  trainee- 
ships  range  from  visitorships  of  one-to-several  days  to 
fellowships  of  one-to-two  years.  Dr.  .Jesse  H.  Meredith, 
associate  professor  of  surgery,  will  serve  as  assistant 
director. 

Objectives  of  the  long-term  planning  project,  directed 
by  Dr.  Isadore  Meschan,  professor  and  chairman  of  the 
department  of  radiology,  are  to  determine  the  strengths 
and  weaknesses  of  the  present  cancer  program  and  the 
improvements  necessary  for  the  institution  to  qualify 
as  a  major  center  for  cancer  research  and  training. 
Assistant  directors  of  this  project  are  Dr.  Donald  J. 
Pizzarello,  assistant  professor  of  radiation  biology,  and 
Dr.  Clair  E.  Cox,  assistant  professor  of  urology. 

*  *    * 

A  new  radiological  textbook,  written  by  Dr.  Isadore 
Meschan,  professor  and  chairman  of  the  Department  of 
Radiology,  has  been  released  by  the  publisher,  W.  B. 
Saunders  Co. 

Published  in  two  volumes,  the  work,  "Roentgen  Signs 
in  Clinical  Practice,"  contains  1,831  pages  and  more 
than  2,500  illustrations.  Volume  one  deals  with  the  basic 
principles  and  radiology  of  the  skeletal  system,  includ- 
ing the  skull  and  spine.  Volume  two  concerns  radiol- 
ogy of  the  chest,  genitourinary  system  and  gastroin- 
testinal tract.  The  volumes  will  be  sold  separately  with 
the  first  volume  priced  at  $18  and  the  second  volume  at 
$20. 

The  book,  which  represents  10  years  of  concentrated 
effort  on  the  part  of  Dr.  Meschan  and  his  wife.  Dr. 
Rachel  Meschan,  research  associate  in  radiology,  is  in- 
tended to  serve  not  only  as  a  textbook  for  medical  stu- 
dents and  advanced  students  of  radiology  but  also  as  a 
comprehensive  reference  work  for  practicing  radiol- 
ogists. 

Dr.  Meschan  is  the  author  of  four  other  radiological 
textbooks  and  the  editor  of  still  another. 

*  *    * 

Ford  Foundation  has  awarded  a  $370,000  grant  to  the 
Bowman  Gray  School  of  Medicine  to  support  a  five- 
year  study  aimed  toward  making  family-planning  ser- 
vices more  attractive  to  low-income  families.  The  pro- 
gram, which  will  be  conducted  in  Forsyth  County,  will 
develop  and  test  procedures  for  application  throughout 
the  United  States  and  possibly  overseas. 

Dr.  Clark  E.  Vincent,  professor  of  sociology  and  direc- 
tor of  the  Behavorial  Sciences  Center,  will  direct  the 
project  which  is  focused  upon  poverty-level,  public-wel- 
fare women  of  child-bearing  ages  who  are  not  practic- 
ing effectual  birth  control  and  who,  for  various  reasons, 
have  not  utilized  the  services  of  the  Forsyth  County 
Family  Planning  Clinic.  An  estimated  1,500  Forsyth 
County  women  make  up  this  "hard-to-reach"  group. 

Through  interview  techniques,  members  of  the  project 
staff  will  seek  to  determine  why  these  women  do  not 
participate  in  the  clinic  program,  why  they  do  not  prac- 
tice effectual  birth  control,  what  changes  in  clinic  prac- 
tices  would   make   the   program   more   attractive   and 


what  new  services,  such  as  baby  sitting  and  transporta- 
tion, would  make  their  participation  easier. 

Responses  to  the  initial  interviews  will  serve  as  a 
basis  for  certain  experimental  changes  in  the  clinic's 
family-planning  program.  The  clinic  was  established  in 
1964  as  a  cooperative  effort  of  the  medical  school  and 
the  county's  health  and  welfare  departments. 

*  *    * 

Two  peditricians  received  recent  appointments  to  the 
faculty  of  the  Bowman  Gray  Schoal  of  Medicine.  They 
are  Dr.  William  T.  McLean,  associate  professor  of  ped- 
iatrics, and  Dr.  Doris  Y.  Sanders,  instructor  in  pedia- 
trics. 

Dr.  McLean,  a  pediatric  neurologist,  has  served  for 
(he  past  five  years  as  assistant  professor  of  pediatrics 
at  Johns  Hopkins  University  School  of  Medicine.  A 
graduate  of  Wake  Forest  College  and  the  Bowman  Gray 
School  of  Medicine,  he  interned  at  N.  C.  Baptist  Hospi- 
tal and  took  residency  training  in  pediatrics  and  neuro- 
logy at  John  Gaston  Hospital,  Memphis.  Tenn.:  Duke 
University  Medical  Center:  Children's  Medical  Center, 
Boston,  Mass.:  and  Johns  Hopkins  Hospital.  He  was  an 
associate  in  pediatrics  and  neurology  at  Jefferson  Med- 
ical College  from  1957  to  1961. 

Dr.  Sanders,  who  has  special  interests  in  virology  and 
infectious  diseases,  spent  the  past  year  at  Ohio  State 
University  School  of  Medicine  where  she  was  a  fellow  in 
virology  and  instructor  in  pediatrics. 

A  graduate  of  Austin  Peay  State  College,  she  received 
the  M.D.  degree  from  Vanderbilt  University  School  of 
Medicine  where  she  took  internship  training.  She  com- 
pleted pediatric  residency  training  at  N.  C.  Baptist  hos- 
pital. Dr.  Sanders  is  married  to  Dr.  Weston  M.  Kelsey, 
professor  and  chairman  of  the  Department  of  Pediatrics. 

Dr.  Clark  E.  Vincent,  professor  of  sociology  and  di- 
rector of  the  Behavioral  Sciences  Center,  has  been  elect- 
ed vice  president  of  the  American  Association  of  Mar- 
riage Counselors.  He  will  be  installed  in  October  at  the 
association's  24th  annual  meeting. 

Dr.  Howard  H.  Bradshaw,  professor  and  chairman  of 
the  Department  of  Surgery,  was  honored  at  the  annual 
"Howard  Holt  Bradshaw  Day"  of  the  Tennessee  Aca- 
demy of  General  Practice  Aug.  18  in  Johnson  City,  Tenn. 
He  spoke  on  "Pharmacodynamics  of  Pulmonary  Emphy- 
sema." 

Dr.  John  R.  Kennedy,  assistant  professor  of  anatomy, 
presented  a  paper  on  "Chloral  Hydrate  Immobilization 
of  Paramecium  Caudatum"  at  the  annual  meeting  of 
the  American  Institute  of  Biological  Science  Aug.  14-21 
at  the  University  of  Maryland. 

*  *    * 

Dr.  William  H.  McKinney,  assistant  professor  of  neur- 
ology, participated  in  a  meeting  of  the  American  Insti- 
tute of  Ultrasonics  and  Medicine  Aug.  27  in  San  Fran- 
cisco, Calif.  He  presented  a  paper  on  "Basic  Problems 
of  Ultrasound  and  Basic  Investigation  of  the  Brain." 

«  ,1c  « 

Dr.  Carlos  E.  Rapela,  professor  of  physiology,  par- 
ticipated in  the  seventh  Congress  of  the  Latin  American 
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Physiological  Society  Aug.  7-12  in  Mar  Del  Plata.  Ar- 
gentina. He  presented  a  paper  on  "Cerebral  Circulation 
during  Hemorrhagic  Hypotension  ani  Shock"  and  chair- 
ed a  session  on  "Myocardium." 

While  in  Argentina  he  spoke  on  ""Peripheral  Vascular 
Factors  in  Shock"  at  a  symposium  on  "Shock"  and  pre- 
sented a  paper  on  "Catecholamines  and  Cardiovascular 
Function"  at  a  symposium  on  "Catech Diamines."  Both 
symposia  were  in  Buenos  Aires. 


1967  National  Rural  Health  Conference 

North  Carohna  will  be  host  to  the  1967  National  Rural 
Health  Conference  to  be  held  in  Charlotte,  March  10-11, 
1967.  The  20th  Annual  Conference,  sponsored  by  the 
American  Medical  .Association,  will  be  held  at  the 
Queen  Charlotte  Hotel,  according  to  a  joint  announce- 
ment by  Frank  W.  Jones.  M.D..  President  of  the  Medical 
Society  of  the  State  of  North  Carolina,  and  Bond  L. 
Bible.  Ph.D..  Secretary  of  the  Council  on  Rural  Health 
of  the  AMA. 

Theme  of  the  Conference  will  be  "Rural-Urban  Health 
Relationships."  and  is  expected  to  attract  participants 
from  throughout  the  country  representing  rural  and  ur- 
ban community  groups  interested  in  improvement  of  the 
health  of  all  people. 

Dr.  Bible  stated  that  one  of  the  main  objectives  of 
the  national  conference  is  to  understand  more  fully 
the  interdependence  of  rural  and  urban  areas  for  the 
improvement  of  the  health  of  the  people  and  to  develop 
methods  to  plan  for  and  utilize  more  efficiently  health 
manpower  resources.  He  added  that  by  1970  it  is  an- 
ticipated that  the  health  field  will  be  employing  more 
people  than  any  other  industry. 

Dr.  Jones  commented  that  he  considered  the  national 
conference  to  be  held  in  North  Carolina  as  high  recog- 
nition of  our  physician  leadership  in  the  state  and  feels 
certain  that  that  the  opportunity  will  make  for  better 
community  health  practices. 


North  Carolina  District 
American  College  of  Surgeons 

The  North  Carolina  District  of  the  American  College 
of  Surgeons  will  hold  its  annual  regional  meeting,  in 
conjunction  with  the  North  Carolina  Society  of  Internal 
Medicine,  in  Charlotte.  December  9-10. 

Out-of-town  guests  will  stay  at  the  Red  Carpet  Inn, 
and  clinical  session  will  be  held  in  the  auditorium  of 
Charlotte  Memorial  Hospital. 

Additional  information  may  be  obtained  by  writing  the 
chairman  of  the  committee  on  local  arrangements.  Dr. 
Thomas  S.  Perrin.  309  South  Laurel  Avenue.  Charlotte, 
N.  C.  28207. 


North  Carolina  Heart  Association 

The  North  Carolina  Heart  Association  has  announced 
plans  to  expand  and  intensify  its  campaign  against 
rheumatic  fever  and  rheumatic  heart  disease  in  North 
Carolina. 


In  a  series  of  meetings  to  be  held  throughout  the  state, 
the  Heart  Association  is  seeking  to  enlist  the  services 
of  physicians  and  pharmacists  in  all  one  hundred  North 
Carolina  counties  in  the  distribution  of  low-cost  peni- 
cillin to  patients  on  whom  the  cost  of  the  medicine 
would  work  a  financial  hardship. 

Estimates  of  the  number  of  rheumatic  fever  victims  in 
North  Carolina  range  from  15.000  to  -15.000.  No  exact 
figure  is  available  because  the  disease  is  not  required 
to  be  reported  under  state  health  law. 

Heart  Association  volunteers  in  all  North  Carolina 
counties  are  now  being  oriented  to  recruit  as  many  doc- 
tors and  pharmacists  in  the  program  as  possible.  As 
operated,  the  program  provides  that  a  cooperating  doc- 
tor selects  patients  to  receive  the  low -cost  medication 
and  provides  a  special  prescription  which  the  patient 
may  present  to  a  pharmacist  who  has  agreed  to  distri- 
bute the  penicillin  provided  by  the  Heart  Association. 

Because  victims  of  rheumatic  fever  must  take  daily 
dosages  of  the  medicine  for  long  periods  of  time,  the 
cost  of  the  medicine  often  works  finacial  hardship 
and  frequently  results  in  the  viclmi's  not  receiving 
proper  protection  against  the  development  of  heart 
damage. 


Gill  Memorial  Eye.  Ear  and  Throat 
Hospital 

Gill  Memorial  Eye.  Ear  and  Throat  Hospital  has  an- 
nounced that  its  fortieth  annual  Spring  Congress  will  be 
held  in  Roanoke.  Virginia.  April  3-7.  1967. 

Guest  speakers  will  be  Drs.  Sidney  N.  Busis,  Pitts- 
burgh. Pa.;  Webb  Chamberlain,  Cleveland,  Ohio:  .lerrie 
Cherrie.  Baltimore.  Md.;  Michael  E,  DeBakey.  Houston, 
Texas:  Raymond  L.  Hilsinger,  Cincinnati:  Wendell  L. 
Hughes.  Hempstead.  N.  Y.:  R.  Townley  Paton,  South- 
ampton, N.  Y.;  Gus  A.  Peters.  Rochester.  Minn.:  Frank 
N.  Ritter.  Ann  Arbor,  Mich.:  A  D.  Ruedemann,  Detroit, 
Mich.:  Joseph  A.  C.  Wadsworlh.  Durham.  N.  C:  Paul 
Ward.  Nashville.  Tenn.:  and  Robert  C.  Welsh,  Miami, 
Fla. 


National  Society  fox  Crippled 
Children  and  Adults 

Two  students  in  North  Carolina  are  among  ten  in  the 
nation  who  have  been  awarded  scholarships  to  assist 
them  in  the  completion  of  studies  in  physical  and  occu- 
pational therapy,  the  National  Society  of  Crippled  Chil- 
dren and  Adults  announced  recently. 

They  are  Carol  Hess  Probst.  University  of  North 
Carolina:  and  John  Caramihalis.  Duke  University. 

This  scholarship  program,  now  in  its  twelfth  year,  is 
made  possible  by  the  contributions  of  Kappa  Delta  Phi 
National  Women's  Fraternity.  Grants  are  awarded  to 
outstanding  students  of  physical  or  occupational  therapy 
who  are  in  their  senior  year  or  in  the  clinical  training 
period  of  a  degree  course. 

For  information  about  the  scholarship  program  ad- 
dress the  National  Society  for  Crippled  Children  and 
Adults,  Scholarship  Coordinator,  2023  West  Ogden  Ave- 
nue, Chicago,  Ilinois  60612. 
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Industrial  Medical  Association 

A  competition  for  a  $250  award  for  the  best  manu- 
script submitted  by  a  medical  student,  intern,  or  resi- 
dent on  any  subject  pertinent  to  and  concerning  occupa- 
tional health  has  been  announced  by  the  Central  States 
Society  of  Industrial  Medicine  and  Surgery.  The  contest 
closes  at  midnight  on  December  31,  1966. 

A  second  competition,  open  to  residents  in  occupation- 
al medicine,  is  announced  by  the  Industrial  Medical  As- 
sociation. The  award,  consisting  of  an  embossed  scroll, 
will  be  presented  at  the  Association's  annual  meeting  to 
the  author  of  authors  of  a  paper  published  in  the  open 
literature  on  a  subject  germane  to  occupational  medicine 
which  is  judged  to  be  the  most  outstanding  of  those  sub- 
mitted prior  to  January  15,  1967. 

Both  contests  will  be  judged  by  members  of  the  Com- 
mittee on  Merit  in  Authorship  of  the  Industrial  Medical 
Association.  The  criteria  will  be  largely  based  on  clarity, 
validity,  objectivity,  originiality,  and  style.  Complete 
contest  rules  may  be  obtained  from:  Industrial  Medical 
Association,  55  East  Washington  St.,  Chicago,  111..  60602. 


American  College  of  Surgeons 

A  three-year  grant  of  $275,000  to  the  American  College 
of  Surgeons  has  been  awarded  by  The  John  A.  Hartford 
Foundation,  Inc.,  of  New  York  City  for  support  of  the 
Field  Program  in  Trauma  to  improve  care  of  the  in- 
jured patient. 

The  Board  of  Regents  has  accepted  the  grant  to  carry 
out  various  projects  in  the  education  of  the  public  on 
comprehensive  emergency  care,  including  adequate 
ambulance  service  and  hospital  emergency  departments 
for  communities.  The  grant  period  began  Sept.  1,  1966, 
and  will  run  through  Aug.  31,  1969. 

This  is  the  third,  three-game  grant  from  the  Hartford 
Foundation  for  the  Field  Program  in  Trauma.  The  first 
two  grants  were  for  $150,000  each. 


U.  S.  Department  of  Health,  Education, 
AND  Welfare 

Seven  additional  states  have  joined  a  national  effort 
for  planning  solid  wastes  pollution  abatement  on  a  state- 
wide basis,  it  was  announced  recently  by  Surgeon  Gen- 
eral William  H.  Stewart  of  the  Public  Health  Service, 
U.  S.  Department  of  Health,  Education,  and  Welfare. 

The  states  were  awarded  Public  Health  Service  grants 
covering  50%  of  the  cost  of  making  surveys  and  plans 
to  end  health-hazardous  and  landscape-marring  solid 
waste  disposal  practices. 

The  awards,  totaling  nearly  $190,000  for  the  current 
fiscal  year,  bring  to  21  the  number  of  states  participat- 
ing in  planning  phases  of  the  national  solid  waste  pro- 
gram. 

Among  the  states  included  in  the  recent  announcement 
are  North  Carolina,  $14,400:  Virginia,  $36,200:  and 
Georgia,  $40,000. 

*        *         * 

Surgeon  General  William  H.  Stewart  of  the  Public 
Health  Service  has  stated  that  routine  typhoid  immuni- 


zation is  not  recommended  in  the  United  States.  His 
statement  was  based  on  findings  on  the  Public  Health 
Service  Advisory  Committee  on  Immunization  Practices. 
Text  of  the  recommendations  was  included  in  the  Mor- 
bidity and  Mortality  Weekly  Report  for  the  week  end- 
ing July  23.  The  Report  is  published  by  the  Communic- 
able Disease  Center  in  Atlanta. 

The  Committee  recommended  selective  immunization 
in  the  following  situations: 

1.  Intimate  exposure  to  a  known  typhoid  carrier  as 
would  occur  with  continued  household  contact. 

2.  Community   or   institutional   outbreaks   of   typhoid 
fever. 

3.  Foreign  travel  to  areas  where  typhoid  fever  is  en- 
demic. 

The  Advisoary  Committee  stated  further,  "Although 
typhoid  vaccine  has  been  suggested  for  individuals  at- 
tending summer  camps  or  those  in  areas  where  flood- 
ing has  occurred,  there  are  no  data  to  support  the  con- 
tinuation of  these  practices." 

The  incidence  of  typhoid  fever  in  the  United  States 
has  declined  steadily  for  many  years.  At  the  present 
time,  the  Committee  said,  less  than  500  cases  are  re- 
ported annually,  and  a  continuing  downward  trend  can 
be  expected.  Cases  are  sporadic  and  are  primarily  re- 
lated to  contact  with  carriers  rather  than  to  common 
source  exposure. 


The  Montli  in  Wasliin^ton 

The  Advisory  Committee  on  Obstetrics  and 
Gynecology  to  the  Food  and  Drug  Adminis- 
tration reported  that  in  a  nine-month  study 
it  could  find  "no  adequate  scientific  data" 
that  birth  control  pills  are  "unsafe  for  hu- 
man use." 

But  the  committee  said  that  there  are 
"possible  theoretic  risks"  in  the  use  of  oral 
contraceptives.  For  this  reason,  the  commit- 
tee recommended  further,  extensive  tests  to 
learn  more  about  possible  side-effects  and  to 
improve  surveillance  of  the  drugs. 

The  FDA  accepted  this  proposal  and  other 
committee  recommendations,  including  dis- 
continuance of  time  limitations  on  use  of 
oral  contraceptives. 

FDA  Commissioner  Dr.  James  Goddard 
said  the  agency  would  like  to  start  studies  on 
up  to  50,000  women  next  year  and  eventually 
on  as  many  as  500,000  women.  The  biggest 
drug  studies  thus  far  have  involved  only 
20,000  or  30,000  women. 

The  FDA  said  it  would  lift  shortly  its 
recommended  limits  on  use  of  the  pill.  The 
agency  has  required  that  manufacturers  state 
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on  their  labels  and  advise  physicians  that 
the  oral  contraceptives  should  be  used  by 
individuals  for  no  more  than  four  years  be- 
cause of  concern  about  the  unknown  long- 
term  effect  of  the  medications.  FDA  officials 
and  the  advisory  committee  ajrreed  that  there 
isn't  any  sound  scientific  rationale  for  the 
restriction,  because  of  the  current  lack  of 
data  that  would  indicate  that  the  pills  are 
dangerous. 

Other  steps  that  FDA  officials  said  would 
be  taken  as  a  result  of  the  report  include  im- 
position of  uniform  labeling  requirements  on 
all  types  of  oral  contraceptives,  elimination 
of  product-by-product  variations  that  have 
confused  physicians  and  allowed  companies 
to  make  different  promotional  claims,  and  re- 
strictions of  the  use  of  the  products  for  some 
medical  purposes,  such  as  pi'evention  of  abor- 
tion and  treating  lack  of  menstruation  or 
painful  menstruation,  as  well  as  conception 
control. 

"The  oral  contraceptives  present  society 
with  problems  unique  in  the  history  of  human 
therapeutics,"  the  committee  said.  "Never 
will  so  many  people  have  taken  such  potent 
drugs  voluntarily  over  such  a  protected  pe- 
riod for  an  objective  other  than  for  the  con- 
trol of  disease.  These  compounds,  further- 
more, furnish  almost  completely  effective 
contraception,  for  the  first  time  available  to 
the  medically  indigent,  as  well  as  the  socially 
privileged.  These  factors  render  the  usual 
standards  for  safety  and  surveillance  inade- 
quate. Their  necessary  revision  must  be  care- 
fully planned  and  tested,  lest  the  health  and 
social  benefits  derived  from  these  contracep- 
tives be  seriously  reduced.  Probably  no  sub- 
stance, even  common  table  salt,  and  certainly 
no  effective  drug  can  be  taken  over  a  long 
period  of  time  without  some  risk,  albeit  mini- 
mal. There  is  always  a  sensitive  individual 
who  may  react  adversely  to  any  drug,  and  the 
oral  contraceptives  cannot  be  made  free  of 
such  adverse  potentials,  which  must  be  recog- 
nized and  kept  under  continual  surveillance. 
The  potential  dangers  must  also  be  care- 
fully balanced  against  the  health  and  social 
benefits  that  effective  contraceptives  provide 
for  the  individual  woman  and  society. 

"The  oral  contraceptives  currently  in  use 


are  probably  not  those  that  will  be  employed 
10  or  even  five  years  hence.  Drugs  with  even 
less  potentially  adverse  effect,  utilizable  in 
smaller  dosage,  will  undoubtedly  be  developed 
through  continuing  research." 

*     *     * 

The  American  Medical  Association  opposed 
legislation  that  would  make  prescribing 
drugs  by  generic  name  mandatory  under  the 
federal  program  of  medical  care  for  depen- 
dents of  military  personnel. 

The  AMA  expressed  its  opposition  in  a 
letter  to  a  joint  House-Senate  committee  that 
was  considering  such  legislation.  The  letter 
said : 

"The  generic  name  refers  to  the  active 
chemical  ingredient  of  the  drug  and  not  to 
the  finished  product  which  is  supplied  to  the 
patient.  In  order  that  it  may  be  dispensed, 
the  tradename  manufacturer,  by  way  of  a 
specific  formulation,  processes  the  drug  to 
its  final  form.  For  example,  included  in  a 
manufacturer's  preparation  of  a  tablet  form 
of  a  drug  may  be  a  number  of  variable  such 
as  the  crystalline  size,  the  nature  of  the  ex- 
cipients,  the  coloring  agents  and  flavors,  the 
tableting  pressures,  coating  films,  and  the 
orientation  within  the  tablet. 

"Since  the  finished  product,  depending  on 
who  has  manufactured  it,  may  emerge  in  any 
one  of  several  forms,  it  becomes  apparent 
that  a  generic-named  drug  supplied  by  one 
manufacturer  may  differ  to  a  significant  de- 
gree from  the  same  generic-named  drug  sup- 
plied by  another  manufacturer.  Yet,  if  the 
physician  is  compelled  to  prescribe  by  generic 
name,  he  would  have  no  control  as  to  which 
drug  is  used  by  the  pharmacist  in  filling  the 
prescription. 

"The  coating,  the  disintegration  time,  the 
solubility,  the  choice  of  vehicle  or  base,  these 
and  other  factors  may  be  extremely  impor- 
tant to  the  physician  who  chooses  a  drug  for 
his  patient.  He  must  have  the  opportunity  to 
specify  that  drug  containing  the  variables  he 
has  found  suitable  to  the  treatment  of  his  pa- 
tient. Further,  where  his  patient  is  receiving 
the  same  medication  over  a  period  of  time, 
successive  refills  of  the  same  prescription 
with   products   of   different   manufacturers. 
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could  lead  to  variations  in  therapeutic  re- 
sponse which  may  mislead  him. 

"It  has  been  suggested  that  generic  pre- 
scribing would  result  in  substantial  savings. 
This  may  be  true  in  some  instances,  but  cer- 
tainly not  in  all.  Generic  prescribing  would 
allow  the  pharmacist  to  furnish  the  patient 
with  that  manufactured  drug  he,  the  pharma- 
cist, has  chosen.  It  may  or  may  not  be  less 
expensive.  In  any  event,  it  is  the  pharmacist 
who  sets  the  final  price. 

"The  argument  of  generic  prescribing  ver- 
sus trade  name  prescribing  has  been  heard  at 
scientific  gatherings,  seen  in  scientific  pub- 
lications, and  debated  in  the  committees  of 
Congress.  But  as  to  one  element  of  the  discus- 
sion, almost  all  physicians  agree.  For  a  varie- 
ty of  sound  medical  reasons,  the  choice  of 
whether  to  prescribe  generically  or  by  brand 
name  should  be  that  of  the  treating  physi- 
cian. 


3(w  Mtmountn 

John   Homer   Hamilton,   M.D.,    1888-1966 

John  Homer  Hamilton  was  nearly  a  half  century  a 
pioneering  public  health  leader  in  his  chosen  state  of 
North  Carolina.  He  was  born  in  Ash  Grove,  Missouri, 
June  13,  1888,  and  died  at  Rex  Hospital,  March  20,  1966. 
His  funeral  was  held  in  White  Memorial  Presbyterian 
Church  and  burial  was  in  Montlawn  on  March  22.  Mem- 
bers of  the  Raleigh  Academy  of  Medicine  were  honorary 
pallbearers. 

Dr.  Hamilton  graduated  from  Oklahoma  Agricultural 
and  Mechanical  College  in  1910.  taught  science  in 
Cherryville,  Kansas,  1910-1911;  served  as  chemist,  Penn- 
sylvania State  CoUege  Institute  of  Animal  Nutrition, 
1911-1912:  and  graduated  from  Harvard  Medical  School 
in  1916.  He  then  served  as  associate  bacteriologist.  Di- 
vision of  Laboratories  and  Research,  New  York  State 
Department  of  Health  until  1918.  The  following  year  he 
was  associate  professor  of  preventive  medicine  and  as- 
sistant director.  State  Public  Health  Laboratory,  Uni- 
versity of  Iowa.  During  1919-1920  he  was  associate  state 
director.  International  Health  Division,  Rockefeller 
Foundation. 

Dr.  Hamilton's  service  in  North  Carolina  began  in 
1920,  when  he  became  New  Hanover  County  health  di- 
rector. He  came  to  the  State  Board  of  Health  in 
1931,  and  in  1933  succeeded  Dr.  Clarence  Shore  as  the 
second  director  of  the  Laboratory  Division.  To  these  du- 
ties he  cheerfully  added,  in  1942,  duties  as  editor  of  the 
Health  Bulletin  and,  in  1951,  as  Assistant  State  Health 
Director.  For  brief  periods  he  also  filled  vacancies  in 


the  Division  of  Local  Health  and  Public  Health  Statis- 
tics. He  retired  April  29.  1960. 

Dr.  Hamilton  was  a  member  of  the  North  Carolina 
and  American  Public  Health  Associations,  the  North 
Carolina  Academy  of  Public  Health,  the  North  Carolina 
Academy  of  Preventive  Medicine,  the  Raleigh  Academy 
of  Medicine,  the  Wake  County  and  North  Carolina  Med- 
ical Societies,  and  the  Southern  and  American  Medical 
Associations.  He  was  a  charter  member  and  Fellow 
of  the  American  College  of  Preventive  Medicine,  and 
served  as  president  of  the  North  Carolina  Public  Health 
Association,  the  North  Carolina  Academy  of  Preventive 
Medicine,  and  the  North  Carolina  Academy  of  Public 
Health. 

In  1963  the  auditorium  of  the  Laboratory  Division 
was  dedicated  and  a  bronze  plaque  was  installed  nam- 
ing it  the  John  Homer  Hamilton  Auditorium.  In  non- 
medical affairs  his  interest  was  active  through  mem- 
berships in  the  North  Carolina  Harvard  Club,  the  E.xec- 
utive  Club  of  Raleigh,  the  State  Literary  and  Historical 
Association,  and  the  North  Carolina  Society  for  the 
Preservation  of  Antiquities. 

Dr.  Hamilton  enjoyed  his  church,  good  music,  and  his 
family  and  friends.  His  co-workers  in  public  health, 
teaching,  and  the  private  practice  of  medicine  found  in 
him  an  informed,  helpful,  and  cheerful  consultant.  He 
took  a  personal  interest  in  the  career  promotions  of  his 
staff  and  co-workers.  He  was  the  trusted  counselor  and 
teacher— always  unselfish  and  objective.  As  Dr.  Jacob 
Koomen,  State  Health  Director,  said  of  him:  "His  quiet 
strength  and  his  high  professional  competence  combined 
to  make  him  a  respected  leader  in  his  medical  and  pub- 
lic health  relationships." 

Dr.  Hamilton  is  survived  by  his  widow,  the  former 
Aline  Brigman:  a  son,  John  H.  Hamilton.  Jr.,  of  Cary: 
a  daughter,  Mrs.  Lyn  Evans  of  Charlotte,  and  a  grand- 
son, John  H.  Evans, 

Whereas  Dr,  John  Hamilton  has  for  nearly  a  half 
century,  with  wise  professional  judgment  and  unselfish 
devotion,  promoted  the  highest  standards  in  public 
health  and  in  private  medical  practice  in  North  Caro- 
lina; and 

Whereas  our  citizens  and  those  yel  unborn  owe  him  a 
deep  debt  of  gratitude  for  his  many  individual  and  public 
services  throughout  his  long  and  effective  life:  there- 
fore, be  it 

Resolved  that  this  expression  of  respect  and  appre- 
ciation be  formaUy  enacted  by  the  Raleigh  Academy 
of  Medicine  and  spread  upon  its  official  minutes;  and 
that  copies  be  sent  to  the  family  of  our  departed  col- 
league and  friend  to  convey,  though  inadequately,  the 
heartfelt  sympathy  of  the  members  of  the  Raleigh 
Academy  of  Medicine;  and  be  it  further 

Resolved  that  copies  be  also  sent  to  the  North  Caro- 
lina Medical  Journal,  the  Journal  of  the  American  Med- 
ical Association,  the  Journal  of  the  American  Public 
Health  Association,  the  Newsletter  of  the  American  Col- 
lege of  Preventive  Medicine,  the  Southern  Medical  Jour- 
nal; and  to  the  Secretary  of  the  Medical  Society  of  the 
State  of  North  Carolina  and  the  Secretary  of  the  North 
Carolina  Public  Health  Association. 

Raleigh  Academy  of  Medicine 
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Classified  Advertisements 

PSYCHIATRIC  RESIDENCY  —  BOVniAN  GRAY 
SCHOOL  OF  MEDICINE,  Winston-Salem,  North  Caro- 
lina, Approved  3  yr.  program  providing  intensive 
training  and  experience  including  psychotherapy,  child 
psychiatry,  neurology  with  individual  supervision.  Ex- 
cellent teaching  program.  Liberal  stipends,  NIMH 
Grants  for  GP's  also  available.  Apply:  Chairman,  De- 
partment of  Psychiatry,  Bowman  Gray  School  of 
Medicine,  Winston-Salem,  North  Carolina.  ASO 

"Wanted:  Physician  to  staff  Emergency  Room  on 
group  practice  set-up  at  Wilmington,  N.  C.  For 
details,  contact  Dr.  Robert  T.  Pigford,  312  Murchison 
Building,  Wilmington,  N.  C."  JJASO 

Pediatric  practice  available  for  follow  up  pediatrician 
mountain  town-county  fifty  thousand  population  also 
drawing  other  areas.  Three  hospital  town  opening 
suitable  two  pediatricians  with  office  available  and 
take  over  arrangements.  Marked  urgency  on  this 
replacement.  Write  "Placement  Service  14-25".  P.  O. 
Box  790,  Raleigh,  N.  C.  TF 

GENERAL  PRACTITIONER  —  PSYCHIATRY  RESI- 
DENCY PROGRAM— Comprehensive  clinical  and 
didactic  program  approved  for  two  years  of  residency 
training  in  psychiatry.  Financial  sponsorship  by  NIMH 
for  eligible  physicians  wishing  to  undertake  specialty 
training  in  psychiatry.  Salary  $12,000  annually.  For 
further  information  contact  A.  G.  Tolley,  Director, 
Residency  Education.  John  LImstead  Hospital,  Butner, 
N.  C.  27509.  SON 

California  Medical  Career  Openings'  A  limited  number 
of  openings  available  in  all  specialty  areas  including 
general  medical  practice.  These  openings  are  within 
The  Permanente  Medical  Group  leading  in  3  years  to 
a  profit-sharing  partnership.  A  representative  of  The 
Permanente  Medical  Group  will  hold  interviews  in 
Durham  during  the  months  of  October  or  November 
1966.  For  further  information  and  interview  appoint- 
ment write  or  call  I.  M.  Kalb,  M.D.,  3240  Arden  Way, 
Sacramento.  California,  area  code  916-482-8100.  SO 

Modern  new  office.  Suitable  for  Pediatrician,  Internist, 
General  Practitioner,  or  Surgeon.  Near  Hospital.  Avail- 
able October  15th.  Fully  Furnished  and  equipped  for 
Pediatrician.  Reply  to  P.  0.  Box  161S.  Laurinburg. 
N.  C.  0 

Assistant  Plant  Physician  For  rapidly  expanding  plant 
with  approximately  2.500  employees  located  in  th? 
Tennessee  Valley.  iMust  be  a  graduate  of  an  accredited 
medical  college  and  eligible  for  licensure  in  the  State 
of  Alabama.  Excellent  opportunity  tor  professional 
growth  while  enjoying  the  best  of  working  conditions, 
and  fringe  benefits.  Salary  commensurate  with  experi- 
ence. Send  resume  in  confidence  to:  Box  790,  Raleigh, 
N.  C.  An  Equal  Opportunity  Employer.  O 

RADIOLOGIST— Temple  University  Trained.  Completing 
Training  June  '67.  Desire  to  Locate  in  North  Carolina 
or  Virginia.  O 
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IN  THIS  ISSUE: 


Special  Daddy  Ross  Issue 


ilions:  Urinary  tract  infections  caused  by  gram-negalive  and  some  gram- 
/e  organisms. 

'Ifects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
ional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
)ptiilia.  reversible  subjective  visual  disturbances  (overbrightness  of 
change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
acuity  and  double  vision),  and  reversible  pfiolosensitivity  reactions, 
d  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
onvulsions  in  a  few  patients. 

jtlons:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
uring  prolonged  treatment.  Pending  further  experience,  like  most 
>lherapcu;ic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
gnancy.  It  must  be  used  cautiously  in  patients  with  iiver  disease  or 
!  impairment  of  kidney  f':nctlon.  Because  photosensitivity  reactions  have 
ed  in  a  small  number  of  cases,  patients  should  be  cautioned  to  avoid 
essary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
3n  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
jIts  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
I  supervision  of  a  physician.  Bacterial  resistance  may  develop. 

testing  the  urine  for  glucose  in  patients  receiving  NegGram.  Clinistix® 
nt  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
)OSitive  reaction. 

e:  Adults:  Four  Gm.  daily  by  moulli  (2  Capiels®  of  500  mg.  four  limes 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated, 
isage  may  be  reduced  to  two  Gm.  daliy.  Chiidren  may  be  given 
timately  25  mg.  per  pound  of  body  weight  per  day,  administered  In 
d  doses.  The  dosage  recommended  above  for  adults  and  children 
I  not  arbitrarily  be  doubted  uniess  under  the  careful  supervision  of  a 
:ian.  Until  further  experience  is  gained,  infants  under  1  month 
I  not  be  treated  with  the  drug. 

upplied:  Buff-colored,  scored  CapletsS  of  500  mg.  for  adults,  conve- 
/  available  in  bottles  of  56  {sufficient  tor  one  full  week  of  therapy)  and  in 
3  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

snces:  (1)  Based  on  23  clinical  papers.  1512  cases.  Bibliography  on 
St.  (2)  Bush,  I.  M.,  Orkin.  L.  A.,  and  Winter.  J.  W.,  in  Sylvester.  J.  C: 
icrobial  Agents  and  Chemotherapy  — 1964.  Ann  Arbor.  American 
ty  for  Microbiology.  1965.  p.  722. 


jfhrop 

hrop  Laboratories,  New  York,  N.  Y.  10016 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 

usually  gram-negative' 


a  specific  anti-gram-negative 


Therapy: 

two  500  mg.  Caplets®  q.i.d) 

(initial  adult  dose)  _.| 

IMegGram 

Brand  of  ^^^^ 

nalidixic  acid 

eradicates  most  urinary 
tract  infections... 


•  Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

•  "Excellent"  or  "good"  response  reported  \n 
more  than  2  out  of  3  patients  with  either  chronic 
or  acute  gram-negative  infections.^ 


*As  nnany  as  9  out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli.  Klebsiella,  Aerobacler, 
Proteus,  Paracolon  or  Pseudomonas-. . .  However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 
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ADVERTISEMENTS 


A  Sanitarium  for  Rest  Under  Medical  Supervision,  and  Treatment  of 
Nervous  and  Mental  Diseases,  Alcoholism  and  Drug  Addiction 

The  Pinebluff  Sanitarium  is  situated  in  the  sandhills  of  North  Carolina  in  a  60-acre 
park  of  longleaf  pines.  It  is  located  on  U.  S.  Route  1.  six  miles  south  of  Pinehurst  and 
Southern   Pmes.   This  section   is  unexcelled  for  its  healthful  climate. 

Ample  facilities  are  afforded  for  recreational  and  occupational  therapy,  particularly 
out-of-doors. 

Special  stress  is  laid  on  psychotherapy-.  An  effort  is  made  to  help  the  patient  arrive  at  an 
understanding  of  his  problems  and  by  adjustment  to  his  personality  difficulties  or  modi- 
fication of  personality  traits  to  effect  a  cure  or  improvement  in  the  disease.  Two  resident 
physicians  and    a    limited    number   of    patients    afford    individual    treatment    in    each    case. 

For   further   information   write; 

The  Pinebluff  Sanitarium,  Pinebluff,  N.  C. 


Malcolm  D.  Kemp,  M.D. 


Medical  Director 


TUCKER  HOSPITAL,  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.     Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 

Edward  W.  Gamble,  III.  M.D. 

Gerald  W.  Atkinson.  M.D. 
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The  November  Issue 

Some  time  ago  the  editorial  board  of  the  North  Carolina  Medical 
Journal  was  approached  on  the  subject  of  its  willingness  to  devote  a 
special  issue  to  papers  honoring  Dr.  Robert  A.  Ross  on  his  retirement  as 
chairman  of  the  Department  of  Obstetrics  and  Gynecology  at  the  Uni- 
versity of  North  Carolina  School  of  Medicine.  The  suggestion  was  received 
with  enthusiasm  by  everyone  except  Dr.  Ross  (who  was  not  then  a  member 
of  the  board).  With  characteristic  modesty,  he  felt  unworthy  of  such  a 
tribute.  At  last  word  he  was  still  opposed  to  the  publication  of  the  present 
groups  of  papers,  which  composed  a  special  program  in  his  honor,  arranged 
by  the  Robert  A.  Ross  Obstetrical  and  Gynecological  Society  and  pre- 
sented at  Chapel  Hill  on  December  4,  1965.  It  is  therefore  a  great  pleasure 
to  rule  against  our  friend,  editorial  board  member  and  president-elect,  and 
carry  out  the  mandate  of  the  rest  of  the  board  and,  we  believe,  of  the  So- 
ciety— which  conveys  some  of  the  deep  feeling  held  for  the  man  by  all  with 
whom  he  comes  in  contact. 
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Robert  Alexander  Ross 

W.  Reece  Berryhill,  M.D. 
Chapel  Hill 


When  two  people  have  been  friends  for 
nearly  50  j^ears  and  colleagues  for  the  past 
14,  it  is  difficult,  if  not  impossible,  to  main- 
tain a  reasonable  dejifi'ee  of  objectivity  on  an 
occasion  like  this. 

The  relationship  between  our  families  ac- 
tually began  200  years  ago,  when  two  of  our 
ancestors  were  contemporaries  in  the  then 
small  and  largely  Presbyterian  school,  the 
College  of  New  Jersey  at  Princeton.  Less 
than  a  decade  after  graduation  these  two 
men  found  themselves  in  the  newly  estab- 
lished village  of  Charlotte,  in  Mecklenburg 
County,  Noi'th  Carolina.  Dr.  Ross's  ancestor, 
one  Waightstill  Avery,  was  an  able  young 
lawyer;  mine,  a  Presbyterian  minister.  Both 
participated  in  the  events  leading  up  to  the 
Mecklenburg  Declaration  of  Independence  on 
May  20,  1775,  and  were  signers  of  this 
famous — though  somewhat  disputed — docu- 
ment. Mr.  Avery  was  the  Representative 
from  Mecklenburg  County  in  the  first  State 
Constitutional  Convention  held  at  Halifax 
in  April,  1776,  and  is  reported  to  have  been 
the  author  of  the  paragraph  in  the  State  Con- 
stitution calling  for  the  establishment  of  one 
or  more  universities  for  the  education  of  the 
state's  future  leaders.  In  a  sense,  therefore, 
he  can  be  called  the  father  of  the  University 
of  North  Carolina.  Subsequently,  he  became 
the  first  attorney  general  of  the  state,  and 
was  a  member  of  the  Board  of  Trustees  of 
the  University  for  a  number  of  years. 

I  have  cited  some  of  the  achievements  of 
Waightstill  Avery  in  the  development  of 
North  Carolina  and  its  University  not  only 
to  indicate  the  long  association  of  Dr.  Ross's 
family  with  this  University  to  which  he  has 
contributed  so  much,  but  more  importantly 
(since  in  recent  years  the  significance  of 
genetics  in  the  biological  sciences  has,  in  a 
measure,  been  rediscovered),  to  give  you 
some   insight   into   the   character   and   some 


understanding  ot  the  motivation  and  the  ac- 
complishments which  have  made  Dr.  Ro.ss  the 
person  we  all  love  and  respect. 

First  of  all,  he  is  a  staunch  and  faithful 
Presbyterian,  devoted  to  his  church  and  con- 
sistently present  at  its  services.  My  wife 
would  say  that  he  has  a  "Presbyterian  con- 
science"— whatever  that  may  be.  For  Ross,  I 
am  sure  it  means  a  strong  and  compelling 
sense  of  duty  and  a  devotion  to  what  one 
feels  is  right  and  must  be  done  regardless 
of  the  consequences.  (I  am  sure  Waightstill 
Avery  had  this  feeling  when  he  signed  the 
Mecklenburg  Declai'ation  of  Independence.) 
This  attribute  has  always  been  characteristic 
of  Dr.  Ross's  attitude  toward  his  responsibili- 
ties to  the  University,  to  the  .state,  and  to  his 
special  field  of  interest  in  medicine. 
Continued  on  pctf/e  508 


Professor  of  Medicine  and  Dean  Emeritus,  University  of 
North  Carolina  School  of  Medicine,  Chapel  Hill. 

Request  for  reprints  to  Post  Office  Box  866,  Chapel  Hill, 
N.   C.   27514. 


Curriculum  Vitae 

Robert  Alexander  Ross  is  a  native  of  Morganton. 
North  Carolina.  His  undergraduate  stud.v  was  at  the 
University  of  North  Carolina,  followed  by  medical 
school  at  Pennsylvania  and  residency  training  at  Epis- 
copal and  Kensington  Hospitals  in  Philadelphia. 

He  was  instrumental  in  organizing  the  departments  of 
obstetrics  and  gynecology  at  both  Duke  University  Med- 
ical Center  and  the  llniversity  of  North  Carolina  School 
of  Medicine,  and  he  has  served  as  professor  of  both  in- 
stitutions. Largely  through  his  efforts,  the  North  Caro- 
lina Obstetrical  and  Gynecological  Society  and  the  South 
Atlantic  Association  of  Obstetricians  and  Gynecologists 
were  founded. 

Dr.  Ross  is  a  member  of  44  scientific  societies.  He  has 
served  as  president  of  the  American  Association  of 
Obstetricians  and  Gynecologists.  South  Atlantic  Asso- 
ciation of  Obstetricians  and  Gynecologists.  North  Caro- 
lina Obstetrical  and  Gynecological  Society.  American 
Gynecological  Travel  Club.  Durham-Orange  County 
Medical  Society.  Tri-State  Medical  Society,  the 
North  Carolina  Chapter  of  the  American  College  of  Sur- 
geons, and  as  vice-president  of  the  American  Gyne- 
cological Society. 

In  May,  1966,  he  became  president-elect  of  the  Med- 
ical Society  of  North  Carolina. 

Dr.  Ross  is  a  member  of  the  Chorioepithelioma  Regis- 
try and  an  Associate  Examiner  of  the  American  Board 
of  Obstetrics  and  Gynecology.  He  is  the  author  of  96 
scientific  pubhcations. 

He  has  served  in  the  United  States  Navy  since  1940 
and  retired  in  1962  with  the  rank  of  Rear  Admiral. 
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Second,  those  of  us  who  have  been  inti- 
mately associated  with  Dr.  Ross  have  been 
impressed  again  and  again  by  the  range  and 
depth  of  his  knowledge.  He  is  one  of  the  best 
and  most  widely  read  men  I  know  in  this  uni- 
versity— a  scholar  indeed,  with  many  inter- 
ests. Among  them  I  would  mention  the  fol- 
lowing: 

1.  As  one  would  expect,  he  is  remarkably 
well  informed  about,  and  can  appraise,  the 
developments  and  publications  —  past  and 
present —  relating  to  diagnosis,  therapy, 
clinical  investigation,  and  education  in  his 
own  field  of  medicine. 

2.  His  store  of  Biblical  knowledge  is  phe- 
nomenal. Over  and  over  a.gain  during  the 
past  decade,  particularly  at  tense  moments  in 
meetings  of  the  Medical  Faculty  Advisory 
Comittee,  the  Hospital  Board,  and  the  gen- 
eral medical  faculty,  he  has  come  forth  with 
some  appropriate  Biblical  quotation  to  ease 
the  situation  and,  more  often  than  not,  carry 
his  point.  It  was  Dr.  Ross  who  first  called 
my  attention  to  an  oft-quoted  sentence  by 
President  Johnson  from  the  Book  of  Isaiah, 
and  to  the  fact  that  the  President  fails  to  give 
the  full  import  by  omitting  the  "punch  lines." 
When  President  Johnson  says,  "Come  now, 
and  let  us  reason  together."  he  never  finishes 
the  quotation,  which  reads :  "If  ye  be  willing 
and  obedient,  ye  shall  eat  the  good  of  the 
land :  But  if  ye  refuse  and  rebel,  ye  shall  be 
devoured  with  the  sword."  As  the  Charlotte 
Observer  has  remarked  editorially,  one  does 
not  have  to  be  a  divinity  student  to  gi'asp 
the  implication. 

3.  I  am  sure  he  could  qualify  as  a  profes- 
sor of  history.  He  has  long  been  an  avid 
student  of  the  history  of  this  univei'sity,  of 
the  state,  of  the  South,  especially  of  Burke 
and  Mecklenburg  counties,  in  which  the 
Avery  and  Ross  families  have  deep  roots. 
The  following  excerpt  from  a  letter  to  Dr. 
Langdon  Parsons,  formerly  professor  and 
chairman  of  the  Department  of  Obstetrics 
and  Gynecology  at  Boston  University  and 
now  at  Harvard  Medical  School,  is  a  case 
in  point. 

We  too  are  distressed  that  you  can  stay  only  a 
couple  of  weeks  since  we  had  a  fairly  complete  itin- 
erary for  vou: 


\.  A  visit  to  Edenton  where  the  natives  dumped 
tea  into  the  .Albemarle  Sound  a  year  before  the  Bos- 
ton Hootenanny.  the  chief  difference  being  that  the 
North  Carolina  Revolutionaries  did  not  disguise  them- 
selves as  Indians. 

2.  Wilmington  where  irate  citizens  paraded  a  whale 
boat  taken  from  an  anchored  British  sloop  long  before 
the  battle  of  Lexington. 

3.  Charlotte  for  two  reasons:  ^ai  the  site  of  the 
first  Declaration  of  Independence,  May  20.  1775.  ibi 
The  site  of  Camp  Greene  dear  to  the  heart  of  the 
Parsons'  household 

4.  Hillsborough  where  Regulators  w-re  shot  two 
years  before  Bunker  Hill. 

5.  Guilford  Courthouse  where  a  female  on  horseback 
alerted  the  natives  while  Paul  Revere  was  fashioning 
a  silver  swizzle  stick.  This  is  more  noteworthy  be- 
cause it  did  not  provoke  a  stupid  poem  by  a  dull  poet 
who  could  count  only  to  two  and  was  obviously  color 
blind.  This  poem  together  with  the  odd  one  proclaim- 
ing "Excelsior"  is  exceeded  only  by  the  blow  by  blow 
report  of  Sheridan's  Ride. 

And  for  contemplation,  a  sparkling  lake  which  pro- 
duces succulent  rainbow  trout  rather  than  beer  cans 
and  other  prohibited  oddments  found  in  Walden 
Pond. 

4.  In  English:  Not  only  has  he  a  broad 
knowledge  of  English  literature,  but  his 
knowledge  of  the  exact  meaning  and  conno- 
tation of  words  is  extraordinary.  Those  of 
the  faculty  who  have  worked  with  him  on  re- 
ports will  attest  to  this  knowledge,  and  cer- 
tainly his  own  writings  show  the  preciseness 
and  incisiveness  of  his  communications  by 
the  spoken  and  written  word. 

I  could  not  close  this  statement  without 
mentioning  what  is  perhaps  the  greatest  of 
Dr.  Ross's  achievements  —  the  development 
of  the  Department  of  Obstetrics  and  Gyne- 
cology in  this  University,  his  contributions  in 
in  this  venture  for  the  past  14  years,  and  his 
valuable  service  to  the  medical  faculty  as  a 
department  chairman  over  and  beyond  those 
relating  to  his  own  department. 

I  assume  that  Dr.  Carter  will  give  his  own 
evaluation  of  Dr.  Ross's  contributions  in  the 
advancement  of  obstetrics  and  gynecology  in 
the  state,  region,  and  nation.  I  shall  talk 
only  about  the  department  here.  I  had  long 
been  pleasantly  aware  that  the  men  Dr.  Ross 
had  attracted  to  his  department  were  su- 
perior in  their  field.  This  is  indicated  by  the 
opportunities  some  have  had  to  accept  the 
chairmanship   of   departments   elsewhere,   a 
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tribute  to  the  quality  of  their  teaching,  pa- 
tient care,  and  scholarly  activities.  Another 
indication  is  the  high  caliber  of  our  own  stu- 
dents and  those  from  other  schools  who  have 
chosen  obstetrics  and  gynecology  as  their 
field  of  interest  and  have  applied  here  for 
positions  on  the  resident  staff. 

My  own  impression  was  abundantly  con- 
firmed this  past  year  while  I  was  on  leave 
as  a  Commonwealth  Fund  Traveling  Fellow 
visiting  a  number  of  medical  schools  from 
Boston  to  Seattle  and  in  Scotland  and  Eng- 
land. It  was  reassuring  to  hear  the  high  re- 
gard in  which  this  department  is  held  and 
the  tributes  to  Dr.  Ross  for  his  accomplish- 
ments and  those  of  his  colleagues  in  the  de- 
partment he  has  built. 

As  a  department  chairman  he  has  thought 
first  of  the  University,  second  of  the  Medical 
School,  and  third  of  his  department.  In  no 
sense  does  this  mean,  however,  that  he  has 
not  fought  hard  and  stubbornly  for  his  field 
and  for  those  for  whom  he  felt  responsible. 
In  this,  as  in  all  of  his  other  undertakings, 
he  has  been  unselfish,  sensitive  to,  and  under- 
standing of,  the  problems  of  the  entire  Med- 
ical School,  of  the  University,  and  of  the 
state  and  region. 

His  philosophy — which  I  support  whole- 
heartedly, although  regrettably  it  is  now  in 
in  danger  of  becoming  a  relic  of  what  my 
grandchildren  call  "old-timey  days" — has  al- 
ways been  that  excellence  in  teaching  and 
patient  care  come  first,  and  must  always  be 
so  if  undergraduate  students  and  the  house 
staff  are  not  to  become  "paupers  instead  of 
princes"  in  the  medical  center — to  borrow  a 
phrase  from  Dr.  Carl  Moyer,  formerly  of 
Washington  University  School  of  Medicine. 
At  the  same  time  Dr.  Ross  has  appreciated 
keenly  the  importance  of  acquiring  new 
knowledge  through  investigation,  and  has  en- 
couraged his  staff  in  these  endeavors  both  in 
clinical  studies,  in  which  he  participated,  and 
in  the  laboratory.  It  will  be  a  tragic  day  for 
medicine  in  this  and  other  schools  if  and 
when  a  reasonable  balance  between  teaching, 
patient  care,  and  research  ceases  to  be  main- 
tained. 

As  the  chief  administrative  officer  of  the 


Medical  School  for  most  of  Dr.  Ross's  years 
here,  I  shall  always  be  grateful  to  him  for  his 
consideration  for  others,  for  his  perceptive- 
ness,  and  for  his  keen  sensitiveness.  Often  he 
would  drop  by  my  office  early  in  the  morn- 
ing after  a  particularly  ti'ying  day  (for  he 
always  shared  my  concern  over  the  solu- 
tion of  difficult  problems  even  though  we  did 
not  always  agree  on  the  best  solution),  or 
after  a  faculty  executive  committee  meeting 
in  which  there  had  been  stormy  differences 
of  opinion.  Without  coming  to  the  point  di- 
rectly, he  would  tell  a  story  about  some  moun- 
tain character  in  Burke  County  or  some  his- 
torical figure  in  North  Carolina,  or  quote  a 
verse  from  the  Bible,  any  one  or  all  of  which 
would  be  pertinent  to  a  possible  course  of  ac- 
tion or  a  decision  which  would  be  right  and 
reasonable. 

This  has  always  been  typical  of  Ross.  He 
is  so  kind  and  gentle  that  he  could  never 
bring  himself  to  "give  anybody  hell"  even 
when  the  person  deserved  it.  He  sought  to 
achieve  the  desired  goal  through  a  gentler 
and  more  indirect  approach. 

Some  months  ago  an  able  alumnus  of  the 
medical  school  expressed,  in  a  letter,  his  ap- 
preciation and  gratitude  for  another  member 
of  the  medical  faculty  who  was  leaving  his 
post.  The  following  paragraph  is  so  very  ap- 
propriate for  Dr.  Ross,  and  expresses  so  well 
the  sentiments  of  his  students,  house  staff, 
and  colleagues,  that  I  should  like  to  quote  it. 

"He  gave  the  department  its  character  and 
personality.  I'm  sure  someone  can  be  found 
who  can  run  the  department  with  his  head 
but  he  (Dr.  Ross)  ran  it  also  with  his  heart." 
I  hope  the  new  chairman  will  remember  this. 

And  so,  "Daddy"  Ross,  since  we  have 
drunk  toasts  in  honor  of  your  many  and  last- 
ing contributions  to  the  advancement  of  your 
specialty  and  to  medical  education,  we  salute 
ycu  now.  Admiral  Ross,  as  the  senior  officer 
present.  Thank  heaven,  you  are  not  retiring! 
We  all  look  forward  to  enjoying  with  you 
your  enviable  and  well  merited  position  as  an 
elder  statesman  in  your  specialty,  as  a  senior 
member  of  this  medical  faculty,  and  as  a  wise 
and  knowledgeable  consultant  who  still  has 
important  work  to  do  in  medicine  and  in  the 
University's  relations  in  North  Carolina. 
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We  all  believe  in  the  present  with  a  little 
doubt,  believe  in  the  future  with  a  little  fear, 
and  believe  that  the  past  will  come  again. 
The  past  will  never  come  again.  However, 
those  of  us  who  had  the  privilege  of  sharing 
the  past  with  Robert  A.  Ross  have  had  a 
priceless  experience  which  can  never  be  ex- 
plained, evaluated,  or  forgotten.  He  was  the 
true  f  rater  in  urbe  and  f rater  in  facultatus. 

To  review  for  his  friends  and  colleagues 
Dr.  Floss's  activities  would  be  redundant.  A 
brief  summary,  however,  will  show  the  quiet 
breadth  of  his  interests  and  accomplishments. 
His  contributions  as  the  first  cjualified  ob- 
stetrician and  gynecologist  in  Durham  can- 
not be  magnified.  His  interest  in,  and  his 
work  for,  the  Salvation  Army  Home  and  Lin- 
coln Hospital  are  documented.  His  efforts  in 
founding  the  North  Carolina  Obstetric  and 
Gynecologic  Society,  which  he  served  as 
president,  are  expressed  in  the  society  as  it 
stands  today. 

In  1930  and  1931  a  doctor  in  ob-stetrics  and 
gynecology  in  North  Carolina  had  no  society 
to  which  he  might  go  for  the  necessary  men- 
tal stimulus  so  important  to  his  work,  and  for 
the  continuation  of  his  education.  Dr.  Ross's 
sensible  vision  led  to  the  formation  of  a  nu- 
cleus of  men  from  which  grew  the  South  At- 
lantic Association  of  Obstetricians  and  Gyne- 
cologists. This  association  has  grown  to  ma- 
turity and  performs  an  important  function 
in  the  South  Atlantic  states  and  the  nation  at 
large.  Dr.  Ross  also  served  as  president  of 
this  organization  his  foresight  had  created. 

His  early  efforts  in  the  formation  of  the 
Maternal  Welfare  Committee  of  the  State 
Medical  Society  has  produced  true  benefits 
in  the  betterment  of  maternal  care  in  North 
Carolina.  His  interest  in  the  Saluda  Post- 
graduate Seminars  was  real  and  personal.  To 
these  he  added  the  obstetric  and  gynecologic 
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seminars,  which  have  reached  far  beyond 
the  borders  of  this  state  to  physicians  who 
are  eager  to  contribute  to  maternal  as  well  as 
infant  welfare  in  all  parts  of  the  South  and 
nation. 

His  selection  by  the  American  Association 
of  Obstetricians  and  Gynecologists  to  serve 
on  its  Choriocarcinoma  Committee  was  a 
good  one.  This  committee  not  only  exerted  a 
good  influence  on  the  care  of  patients  with 
hydatidiform  mole  and  with  choriocarci- 
noma, but  brought  to  us  specimens  from  all 
over  the  country  for  teaching  purposes  and 
follow-up  studies. 

Dr.  Ross's  war  service  was  a  true  exempli- 
fication of  his  life  in  general.  He  served  with 
distinction  and  valor.  There  is  no  need  for 
me  to  remind  you  that  he  is  now  a  rear- 
admiral.  His  sensible,  wise,  and  humane  ap- 
proach to  our  specialty  assures  the  wives  of 
servicemen  that  they  will  receive  the  same 
conservative  and  intelligent  care  so  necessary 
in  times  of  stress  when  the  human  values 
of  reproduction  are  so  often  pushed  into  the 
background. 

To  the  foregoing  we  add  simply  that  Duke 
University  saw  fit  to  elevate  him  to  a  full 
professorship,  but  the  University  of  North 
Carolina  took  him  from  us  to  organize  and 
direct  its  Department  of  Obstetrics  and 
Gynecology.  We  felt  a  tremendous  loss  but 
had  to  admit  that  if  he  had  to  go,  it  was  just 
and  right  that  he  return  to  the  alma  mater 
for  which  he  had  a  mature  and  deep  affection 
and  to  which  he  has  paid  a  deep-felt  debt 
in  terms  of  consistent  service  to  human  be- 
ings. 

His  staff  was  selected  with  true  discrimi- 
nation— a  truly  magnificent  team  composed 
of  men  of  diverse  talents.  He  did  not.  how- 
ever, lose  all  contact  with  Duke.  The  Pied- 
mont Obstetrical  and  Gynecological  Society 
was  formed  to  bring  together  faculty  mem- 
bers, postgraduate  scholars,  and  practitioners 
from  the  two  universities  and  surrounding 
areas.  The  meetings  of  this  society  are  classic 
examples  of  continuing  education.  The  men- 
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tal  stimulation  provided  is  a  great  antidote 
for  professional  stagnation.  Certainly  we 
would  pay  tribute  to  this  society  for  the  op- 
portunity to  "catch  up"  and  "keep  up"  with 
the  kaleidoscopic  changes  in  our  specialty 
and  with  related  problems  in  other  branches 
of  medicine. 

Dr.  Ross's  election  as  president  of  the 
American  Association  of  Obstetricians  and 
Gynecologists  was  a  true  measure  of  the 
esteem  in  which  he  is  held  by  his  national  col- 
leagues. 

Finally,  we  must  add  the  personal  observa- 
tions of  his  immediate  colleagues  and  friends. 
It  may  well  be  said  that  Robert  Alexander 
Ross  added  a  spiritual  dimension  to  our  spe- 
cialty by  eradicating  the  commonly  used  pro- 
noun "I"  and  substituting  for  it  the  so  in- 
frequently used  pronoun  "we."  Any  project 
which  was  good  for  obstetrics  and  gynecol- 
ogy was  to  him  an  obligation  to  be  fulfilled 
with  no  regard  for  mental,  physical,  or  finan- 
cial stress. 

His  knowledge  of  the  history  of  medicine, 
the  history  of  obstetrics  and  gynecology,  and 
the  history  of  the  South  was  a  constant 
source  of  pleasuVe  to  all  of  us.  He  believed 
Cicero's  plaint:  "To  be  ignorant  of  the  past  is 
to  remain  a  child."  He  also  taught  that  pro- 
gress is  often  based  on  retentiveness.  When 
experience  is  not  retained,  perpetual  imma- 
turity results.  In  short,  he  subscribed  to  San- 
tayana's  concept  that  "those  who  cannot  re- 
member the  past  are  condemned  to  repeat  it." 

His  wit  and  humor  carried  us  through 
some  troublesome  times,  but  he  was  always 
gentle  and  apt.  He  is  a  true  raconteur,  as  we 
all  know.  Most  important  of  all,  he  helped 
us  understand  that  our  chief  obligations  to 
pay  to  the  future  what  we  owe  to  the  past. 

You  will  forgive  an  old  man  for  stressing 
the  values  ice  held  through  the  years.  To  the 
old  man,  the  past  is  still  living,  the  present  is 
so  intense,  and  the  future  so  imminent  that 
he  must  guard  his  speech  lest  he  be  accused 
of  pretence.  Of  this  friend  we  can  say  that 
he  is  a  man  who  loves  life,  lives  it,  and  per- 
fectly understands  the  use  of  it. 

He  is  a  true  professional,  both  clinical  and 
academic.  He  does  not  accept,  without  skep- 
ticism or  dissent,  all  the  stereotyped  cliches 


and  the  dubious  assumptions  which  clutter 
our  literature  on  medical  education.  He  sub- 
scribes to  Socrates'  statement:  "If  you  will 
be  persuaded  by  me,  pay  little  attention  to 
me,  but  much  more  to  the  truth,  and  if  I  ap- 
pear to  say  anything  true,  assent  to  it,  but  if 
not,  oppose  me  with  all  your  might,  taking 
good  care  that  in  my  zeal  I  do  not  deceive 
both  myself  and  you,  and  like  a  bee,  depart, 
leaving  my  sting  behind." 

His  relations  to  his  patients,  friends,  col- 
leagues, and  students  are  featured  by  kindli- 
ness, bolstered  by  wisdom  and  the  ability  to 
give  of  himself  in  a  natural,  mature,  and  sup- 
portive manner.  He  walks  with  humility  and 
in  hope  of  helping  others  recognize  the  truth 
when  they  can  think  and  meditate.  He  never 
approaches  the  mora.ss  of  prejudice.  He  fol- 
lows the  old  Grecian  concept  that  "the  unex- 
amined life  is  not  worth  living." 

He  has  never  fought  the  future ;  he  is  busy 
with  the  present. 

He  is  an  individual  who  has  remained  in- 
dividualistic and  sane  in  all  he  does. 

He  has  the  capacity  to  maintain  contin- 
uity with  his  earlier  memories  and  to  use 
them  in  his  living. 

His  clear  stream  of  reason  does  not  become 
lost  in  the  dreary  desert  of  dead  habit. 

To  close  I  quote  the  Oath  and  Prayer  of 
Moses  Maimonides  because  Dr.  Ross  has  ex- 
emplified this  Oath  in  his  daily  living  and 
throughout  his  long  and  distinguished  profes- 
sional career. 

0,  grant- 
That  neither  gi-eed  for  gain,  nor  thirst  for  fame, 

nor  vain  ambition, 
May  interfere  with  my  activity. 
For  these  I  l^now  are  enemies  of  truth  and  love 

of  men. 
And  might  beguile  one  in  my  profession 
From  furthering  the  welfare  of  Thy  creatures. 
0  strengthen  me, 

That  I  might  e'er  unhindered  ready  be. 
Grant  energy  unto  both  body  and  the  soul 
To  mitigate  the  woes. 
Sustain  and  help 
The  rich   and  poor,   the  good  and   bad.   enemy  and 

friend. 
0  let  me  e"er  behold  in  the  afflicted  and  suffering, 
Only  the  human  being. 

These  words  remind  us  of  what  one  man 
can  do  as  an  individual,  as  a  citizen,  and  as 
the  "good  physician."  Prome!  Prome  Prome! 
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It  is  given  to  few  individuals  to  receive 
the  plaudits  and  tributes  of  their  friends 
while  still  actively  laboring  in  the  vineyards 
of  their  chosen  field — in  this  case,  the  art  of 
the  practice  of  medicine.  For  almost  three 
decades  it  has  been  my  privilege  to  sit  at  the 
feet  of  a  modern  Gamaliel.  With  wonder  and 
delight  I  caught  the  apt  quotations  from  the 
Scriptures  that  embellished  his  discourses  on 
medicine,  human  relations,  and  the  philos- 
ophy of  the  living.  I,  therefore,  owe  a  partic- 
ular debt  to  Daddy  Ross,  for  it  is  he  who  in- 
spired me  to  study  anew  the  Old  and  New 
Testaments.  I  hope  that  the  dissertation  that 
follows  gives  testimony  to  the  fact  that  at 
least  I  have  tried,  even  though  failing  mis- 
erably, to  match  his  wit,  the  articulate  phras- 
ing, the  bo)i  mot,  and  his  depth  of  under- 
standing. 

And  Abraham  said  unto  his  eldest  servant 
of  his  house,  that  ruled  over  all  that  he 
had,  Put,  I  pray  thee,  thy  hand  under  my 
thigh:  And  I  will  make  thee  swear  by  the 
Lord,  the  God  of  Heaven,  and  the  God  of 
the  earth,  that  thou  shalt  not  take  a  wife 
unto  my  son  of  the  daughters  of  the  Cana- 
anites.  .  .  . 

Genesis  24:2,  3 

Question:  What  relationship  exists  be- 
tween taking  an  oath  and  the  genitals?  Why 
did  young  men  of  old  swear  on  their  man- 
hood? Where  did  the  custom  derive  of  swear- 
ing an  oath  on  some  sacred  or  revered  object 
—like  the  Bible? 

Commentary :  "I  swear  by  Apollo  the  phy- 
sician, and  Aesculapius  and  Hygiea  and 
Panacea  and  all  the  gods  and  godesses.  .  .  ." 
Thus  the  fledgling  physician  enters  into  a 
pact  with  mythological  Greek  gods — that  he 
will  abide  by  the  ethical  code  pi-escribed  for 
the  practitioners  of  the  healing  art. 

Human  covenants  with  the  gods  date  back 
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many  millenia.  When  the  Egyptians  first  be- 
gan to  record  their  codes  and  laws,  their  ex- 
ploits and  accomplishments,  their  fables  and 
foibles  onto  papyrus,  such  agreements  were 
also  mentioned.  According  to  the  funerary 
papyri.  Princess  Nesi-Khensu,  ten  centuries 
before  Christ,  contracted  with  the  god, 
Amen-Ra,  to  grant  her  certain  favors  in  the 
Other  World  in  return  for  her  zeal  and  de- 
votion. A  thousand  years  earlier  Abraham 
entered  into  a  covenant  with  the  Lord  and 
sealed  it  through  circumcision.  Circumcision 
represented  a  holy  bond  between  the  Lord 
God  and  this  man.  It  is  of  little  surprise, 
therefore,  that  Abraham,  in  demanding  an 
oath  of  his  servant,  bade  him  place  his  hand 
"under  his  thigh,"  just  as  today  we  place  our 
hand  over  the  heart  in  swearing  allegiance  to 
the  flag.  "Under  the  thigh"  may  well  have 
been  a  euphemism. 

Religion  and  Procreation 

But  why  the  reverence  for  the  genital 
zone?  It  must  be  recalled  that  early  religion 
was  based  on  the  generative  impulse.  The 
power  of  reproduction  is  of  foremost  impor- 
tance and  gives  direction  and  consequence  to 
religious  fancies.  Fecundity  of  man  and 
beasts  and  fertility  of  the  soil  were  the  main- 
spring of  his  existence,  and  primitive  man 
consecrated  and  sanctified  the  organ  of  re- 
production. He  interpreted  the  natural  phe- 
nomena about  him  and  wove  them  into  the 
imaginative  social  fabrics  of  his  civilization. 
Day  and  night,  the  waxing  and  waning  of  the 
moon,  the  recurrent  seasons,  the  harvest, 
birth,  death,  rebirth — all  fascinated  him  and 
gave  meaning  to  his  little  universe.  The  fer- 
tility cult  was  grounded  in  the  basic  hopes, 
aspirations,  and  prayers  of  survival. 

Abraham  was  strongly  influenced  by  the 
cults  which  were  an  integral  part  of  the  way 
of  life  of  the  people  about  him  and  to  whose 
culture  he  had  been  exposed.  The  very  mode 
of  administering  the  oath  that  he  employed 
was  not  an  isolated  incident  for  later  in 
Genesis  we  learn : 


I 
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And  the  time  drew  nigh  that  Israel  must 
die:  and  he  called  his  son,  Joseph  and  said 
unto  him,  If  now  I  have  found  grace  in  thy 
siglit,  put,  I  pray  thee,  thy  hand  under  my 
thigh,  and  deal  kindly  and  truly  with  me; 
bury  me  not,  I  pray  thee,  in  Egypt. 

Genesis  47  :29 

The  walls  of  Egyptian  temples  of  antiquity 
bear  witness  to  the  importance  of  the  phallic 
symbol  in  the  thinking  and  mores  of  that 
period.  Gods,  kings,  and  great  men  frequent- 
ly were  depicted  with  penis  erectus.  Later, 
this  image  was  translated  into  the  obelisk, 
one  of  their  popular  forms  of  monumental 
design.  The  obelisks  were  much  admired  by 
the  Roman  emperors  and  many  were  carried 
off ;  today  they  may  be  viewed  in  Rome,  Con- 
stantinople, London,  and  New  York.  One  of 
the  most  famous,  built  by  Rameses  II  at  Lux- 
or in  Egypt  circa  1250  B.C.,  was  transported 
to  Paris  in  1831  and  erected  in  1836  in  the 
Place  de  la  Concorde. 

But  the  biggest  obelisk  of  them  all  was 
built  as  a  testimonial  to  "the  father  of  our 
country,"  George  Washington.  The  Washing- 
ton monument  measures  over  555  feet  in 
height  and  over  55  feet  at  the  base.  It  is  in- 
deed a  fitting  memorial  to  a  great  man  who 
was  every  inch  of  a  man.  Some  of  his  pec- 
cadillos have  been  forgotten  even  though  a 
few  of  his  premarital  and  extramarital  ex- 
ploits are  on  record.  There  is,  in  the  archives 
of  the  University  of  Virginia  library,  a  let- 
ter in  which  Jefferson  invites  George  Wash- 
ington to  spend  a  few  days  at  Monticello  with 
the  promise  that  a  pair  of  choice  virginal 
slave  girls  would  be  available.  Whether 
Washington  accepted  the  invitation,  I  do  not 
know. 

Oaths  and  Covenants 
Embedded  in  the  cultures  of  various 
peoples  in  widely  dispersed  areas  of  the 
world  is  a  relationship  between  an  oath  and 
the  genitals.  For  centuries  in  the  Western 
World  man  took  an  oath  "on  his  manhood," 
and  indeed  the  Latin  word  testes  is  defined 
in  Webster's  International  Dictionary  as  be- 
ing a  witness  to  manhood.  The  verb  "to  testi- 
fy" is  derived  from  the  Latin  root  testis. 
S.  R.  Driver,  in  the  Westminster  Commen- 


tary, suggests  that  the  Australian  Aborigines 
swore  amity  and  willingness  to  aid  one  an- 
other by  a  man  sitting  on  the  other's  thighs. 
It  is  recorded  when  the  chief  of  the  Sioux  In- 
dians demanded  a  count  of  the  loyal  warriors 
in  his  tribe,  those  who  dropped  their  loin 
cloths  did  so  in  affirmation  of  their  fealty. 

It  would  appear  that  the  custom  of  mak- 
ing a  contract,  taking  an  oath,  entering  into 
a  covenant  (the  literal  meaning  of  "testa- 
ment") by  reference  to  the  groin  (scrotum  or 
testes)  is  an  ancient  and  common  one,  at  any 
rate  not  confined  to  the  early  Jews.  It  is  to  be 
found  in  a  great  number  of  primitive  socie- 
ties. This  primitive  form  of  oath-taking  was 
long  ago  abandoned  by  the  Jews  and  was 
replaced  bj^  swearing  on  a  sacred  object  such 
as  the  scrolls  of  the  Torah  (the  five  books  of 
Moses).  Throughout  the  Anglo-Saxon  world, 
taking  an  oath  on  the  Holy  Bible  has  become 
a  thoroughly  ingrained  practice  in  courts  of 
law. 

In  a  search  of  the  Scriptures  it  is  of  in- 
terest to  learn  that  "covenant"  appears  many 
times  in  both  the  Old  and  New  Testaments 
(King  James  Version)  but  "testament," 
which  is  used  interchangeably  with  "coven- 
ant" in  the  New  Testament,  does  not  appear 
in  the  Old.  The  first  mention  of  covenant  is 
in  connection  with  Noah  : 

But  u'itit  titee  u-ill  I  establish  my  covenant 
and  thou  shalt  come  into  the  ark,  thou,  and 
thy  sons,  and  thy  wife,  and  thy  sons'  wives 
with  thee. 

Genesis  6:18 

"Testament"  first  appears  in  the  Gospel 
According  to  Matthew : 

For  this  is  my  blood  of  the  new  testament, 
which  is  shed  for  many  for  the  re^nission 
of  sins. 

Matthew  26 :28 

"Testimony,"  on  the  other  hand,  appears 
in  both  books. 

And  he  gave  unto  Moses,  when  he  had 
made  an  end  of  communing  with  him  upon 
Mount  Sinai  two  tables  of  testimony, 
tables  of  stone,  written  with  the  finger  of 
God. 

Exodus  31:18 
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History  and  Endocrinology 

As  we  contemplate  our  customs  and 
phrases,  there  appears  to  be  a  greater  need 
for  contemplation.  "The  more  we  question," 
to  quote  Saul  Bass,  "the  more  there  is  to 
question."  The  modern  endocrinolog-ist  has  a 
deep  and  abiding  interest  in  reproductive 
physiology  and  the  effect  of  the  hormones  of 
reproduction  on  the  life  of  individuals  and 
its  impact  on  the  race. 

The  course  of  history  might  have  been  far 
different  if  Hitler  could  have  fathered  chil- 
dren. There  is  substantial  suspicion  that 
Hitler  was  asexual — his  relationships  to  the 
very  few  women  in  his  life  were  said  to  be 
purely  platonic.  His  lack  of  testicular  vigor 
indirectly  played  havoc  with  his  personality 
and  as  a  consequence  profoundly  affected  our 
civilization.  It  has  been  said  of  Goering,  Hit- 
ler's chief  lieutenant,  that  he  behaved  like  an 
adult  eunuch :  he  was  fat  and  capon-like,  a 
change  that  came,   it   is  believed,   after  he 


suffered  trauma  to  his  testes  in  an  airplane 
accident  soon  after  World  War  I.  Frustrated, 
dejected,  addicted  to  dope  and  to  food,  he 
could  no  longer  sublimate  his  compulsion  for 
revenge,  to  ravage  the  human  race. 

On  the  other  hand,  vigorous  men  like 
George  Washington  and  Winston  Churchill 
have  been  mankind's  benefactors.  Perhaps 
with  Churchill's  passing,  an  obelisk,  too,  will 
be  built  as  a  testimonial  to  a  great  and  vital 
man — thus  covenanting  the  hopes  and  aspira- 
tions of  embattled  and  oppressed  peoples  the 
world  over. 

There  is  a  story,  apocryphal  to  be  sure, 
relative  to  a  young  man  from  the  mountains 
of  North  Carolina  who  still  spoke  an  Eliza- 
bethan form  of  English.  He  applied  for  work 
in  a  nearby  city  and  when  asked  to  present 
his  testimonials  did  so  by  giving  evidence 
of  his  manhood.  Testament,  testimonial  and 
testes,  indeed,  have  been  woven  into  the  so- 
cial fabric  of  our  civilization. 


Cancer  of  the  Breast  in  Pregnancy 
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Although  carcinoma  of  the  breast  is  the 
most  common  cancer  occurring  in  women, 
breast  carcinoma  in  pregnancy  is  relatively 
rare.'"^  It  is  a  pooi'ly  understood  problem 
about  which  much  misinformation  has  been 
disseminated. 

Opinion  differs  about  the  management  of 
this  problem,  primarily  because  there  has 
been  no  single  reported  series  sufficiently 
large  from  which  to  draw  meaningful  con- 
clusions. Discussion  continues  as  to  the  role 
of  x-ray  therapy,  the  benefits  of  early  termi- 
nation of  pregnancy  and  castration,  and  the 
indications  for  simple  versus  radical  mastec- 
tomy. 

Some  authorities  hold  that  breast  cancer 
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coincident  with  pregnancy  or  lactation  car- 
ries a  grave  prognosis,  as  evidenced  by  the 
low  survival  rates.  However,  successful  treat- 
ment in  instances  of  early  diagnosis  have 
been  reported.  Therefore,  it  would  seem  im- 
portant to  review  this  problem,  considering 
the  facts  which  provide  a  better  understand- 
ing and  the  factors  which  could  affect  the 
prognosis. 

Incidence 
The  incidence  of  carcinoma  of  the  breast 
in  pregnancy  is  relatively  low ;  yet  a  closer 
study  of  the  statistics  discloses  that  the  two 
conditions  coexist  more  frequently  than  is 
generally  believed.  It  has  been  estimated  that 
one  of  every  35  cases  of  breast  cancer,  or 
one  in  every  three  occurring  during  the  child- 
bearing  age,  will  be  complicated  by  preg- 
nancy. On  the  other  hand,  the  obstetrician's 
chance  of  seeing  such  a  case  is  approxi- 
mately 3  in  10,000  pregnancies.  Obviously 
this  is  a  pi'oblem  which  must  be  studied  by 
examining  the  statistics  from  several  hospi- 
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in  Pregnancy 

Per  Cent 

92 

1.9 

1.258 

2.9 

78 

13.4 

70 

1.4 

757 

2.9 

77 

1.1 

Table  1 

Incidence  of  Pregnancy   and   Lactation  in   Patients  with   Breast   Carcinoma 

No.  Cases  Occurring 

Year  Author  Total  No.  Cases 

1937  Harrington  4,628 

1955  White,  T.  T.  43,931 

1958  Treves  &  Holleb  579* 

1961  Montgomery  4,959 

1962  Westberg  25,139 

1963  Rosamond  7,381 

*Age  35  or  younger 

tals  and  clinics  rather  than  by  any  single 
study. 

In  1955  White'  compiled  a  total  of  43,931 
cases  of  carcinoma  of  the  breast  reported  by 
29  physicians.  In  this  series,  pregnancy  or 
lactation  was  a  complication  in  1,258 
{2.9'yc).  Other  authors-''"'"  reporting  col- 
lected statistics  have  found  the  incidence  of 
pregnancy  or  lactation  among  patients  with 
breast  cancer  to  vary  from  1.1 ''/r  to  2.9%. 
In  1958  Treves  and  Holleb'  reported  a  series 
of  179  breast  cancers  in  women  35  years  of 
age  or  younger,  78  (13.4%  )  of  which  occur- 
red during  pregnancy  or  lactation. 

The  obstetrician  views  the  incidence  of 
breast  carcinoma  in  pregnancy  a  bit  dif- 
ferently. White  and  White, >  in  a  review  of 
the  world  literature,  found  93  patients  with 
breast  carcinoma  among  300,860  pregnant 
women — an  incidence  of  about  3  per  10,000 
pregnancies.  In  our  small  series  there  were 
14  patients  with  breast  cancer  among  35,983 
deliveries  during  the  period  1931  through 
1964,  for  an  incidence  of  3.8  per  10,000  preg- 
nancies. 

Hormonal  Mechanisms 

In  1880  Samuel  Gross''  wrote:  "The  rate 
of  growth  is  not  influenced  by  the  early  age 
of  the  patient.  When,  however,  carcinoma 
appears  during  pregnancy,  or  during  lacta- 
tion, its  growth  is  wonderfully  rapid  and  its 
course  excessively  malignant."  Because  most 
reports  subsequent  to  this  time  have  empha- 
sized the  effects  of  pregnancy  and  have  im- 
plicated the  high  estrogen  levels  and  other 
hormonal  factors,  it  becomes  necessary  to 
review  the  various  endocrine  factors. 

The  removal  of  the  ovaries  was  advocated 
for  cancer  of  the  breast  in  premenopausal 
women  more  than  a  half  a  century  ago  by 


Beatson.'"  Thus,  it  has  long  been  recognized 
that  certain  tumors  of  the  breast  in  younger 
women  depend  on  estrogen  secretion.  Later, 
when  androgen  became  available  for  therapy, 
it  was  found  to  be  antagonistic  to  estrogen  in 
certain  situations  and  was  thought  to  be 
useful  in  the  control  of  carcinoma  of  the 
breast.  Loesser"  and  Ulrich'-  reported  fav- 
orably on  the  administration  of  testosterone 
in  the  treatment  of  this  lesion.  Experimental 
studies  (Twombleyi-')  support  the  impression 
that  the  physiologic  and  hormonal  changes 
which  occur  in  pregnant  women  stimulate 
the  growth  of  carcinoma  of  the  breast,  there- 
by producing  a  highly  virulent  course. 

From  experimental  work  in  the  mouse, 
JulP'  suggested  that  cancer  of  the  breast 
may  be  either  of  two  types — one  stimulated 
by  estrogen,  the  other  by  progesterone.  Thus 
the  type  of  cancer  arising  in  any  individual  is 
determined  by  the  hormonal  conditions  exist- 
ing in  that  person.  On  the  other  hand,  per- 
sons exposed  to  a  breast  carcinogen  may  not 
develop  cancer  because  their  hormonal  status 
is  unfavorable  to  that  particular  carcinogen. 

Consider,  now,  the  rationale  behind  the 
hormonal  control  of  mammary  cells  in  pa- 
tients with  metastic  breast  cancer. 

The  pituitary  gland  exercises  control  by 
means  of  two  main  axes,  pituitary-ovarian 
and  pituitary-adrenal.'-'  Ovarian  production 
of  estrogen  is  controlled  by  FSH  (follicle- 
stimulating  hormone).  Adrenal  production  of 
Cortisol  (hydrocortisone)  and  estrogen  is  de- 
pendent upon  ACTH.  In  turn,  the  target  hor- 
mones reciprocally  control  the  elaboration  of 
the  pituitary  hormones.  Of  much  importance 
is  the  fact  that  although  Cortisol  depresses 
the  release  of  ACTH,  it  stimulates  the  pro- 
duction of  gonadotropins.  Therefore,  the  lev- 
el of  circulating  estrogen  can  be  altered  by 
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Table  2 
Incidence  of  Breast  Carcinoma  Among  Pregnant  Women 


No.  per  10,000 

Year 

Author 

No.  Pregnancies 

No.  Breast  Cancers 

Pregnancies 

1955 

Wliite,  T.  T. 

161,624 

49 

3.0 

1956 

White  &  White 

300,860 

93 

3.1 

1965 

Duke  series 

35,983 

14 

3.8 

procedures  or  agents  which  affect  either  or 
both  of  the  axes. 

What  alterations  are  produced  by  these 
procedures  ? 

1.  Oophorectomy.  Removal  of  the  ovaries 
eliminates  the  major  source  of  endogenous 
estrogen,  but  also  removes  the  normal  inhibi- 
tion exercised  by  ovarian  estrogen  on  the 
pituitary.  Thus  the  titer  of  gonadotropins 
rises  and  the  elaboration  of  estrogens  from 
the  adrenal  cortex  is  increased. 

2.  Oopliorectomii  and  adrenalectomy  re- 
move the  two  natural  sources  of  estrogen. 
The  resultant  high  level  of  gonadotropins 
(caused  by  the  absence  of  endogenous  estro- 
gen and  by  the  administration  of  corticoster- 
oids required  after  adrenalectomy)  may 
stimulate  the  production  of  estrogen  from 
accessory  adrenal  tissue  or  from  the  undif- 
ferentiated retroperitoneal  mesenchyme 
along  the  genital  ridge. 

3.  Hypophysectomy  removes  the  source  of 
gonadotropic,  adrenocorticotropic,  and  mam- 
motropic  hormone  production.  If  ablation  is 
incomplete,  the  exogenous  corticosteroid 
needed  to  sustain  the  patient  may  lead  to 
stimulation  of  gonadotropins  and  the  subse- 
quent release  of  estrogen  from  ovarian,  ad- 
renal, or  extra-adrenal  sources. 

4.  Androgens.  The  administration  of  an- 
drogens inhibits  the  production  of  gonado- 
tropic hormone  and  thereby  diminishes  the 
stimulus  for  estrogen  production.  Exogenous 
androgens,  however,  can  be  metabolized 
through  a  stage  of  estrogen  by-products 
which  may  offset  the  desired  inhibition  of 
endogenous  estrogen. 

5.  Estrogens.  When  exogenous  estrogen  is 
given,  gonadotropin  is  inhibited  and  thus  the 
production  of  endogenous  estrogen  is  dimin- 
ished. However,  these  agents  may  be  metabo- 
lized into  biologically  active  estrogen  and 
thereby  counterbalance  the  inhibitory  effect 
on  gonadotropin. 

6.  Corticosteroid  administration   provides 


pituitary  depression  of  ACTH  and  inhibits 
the  release  of  all  endogenous  adrenocorti- 
costeroids,  including  estrogen  from  the  ad- 
renal. The  gonadotropins,  however,  are  stim- 
ulated, and  in  turn  the  production  of  estro- 
gen by  the  ovaries  is  increased. 

Review  of  Duke  Serie.^.  1931-1964 

Fourteen  patients  with  carcinoma  of  the 
breast  in  pregnancy  were  seen  in  the  Duke 
University  Medical  Center  between  1931  and 
1964.  Excluded  from  this  discussion  are 
those  patients  who  became  pregnant  after  be- 
ing treated  for  carcinoma.  No  patient  with 
breast  carcinoma  complicating  pregnancy 
was  recorded  until  1943,  twelve  years  after 
the  hospital  was  opened. 

Age.  The  majority  of  patients  were  be- 
tween 30  and  40  years  of  age.  The  youngest 
patient  was  24,  and  the  oldest  46. 
Early  diagnosis  and  delay  in  treatment 

All  writers  on  this  problem  have  stated 
that  the  only  possibility  of  cure  lies  in  early 
diagnosis  and  prompt  treatment.  Waxman 
and  Fitts'"  have  stated  more  emphatically 
that  the  prognosis  is  worse  in  patients  with 
symptoms  of  moi'e  than  one  month's  dura- 
tion than  in  those  with  symptoms  of  shorter 
duration.  Westberg''  reported  that  the  diag- 
nosis was  made  two  months  later  in  pregnant 
patients  than  in  nonpregnant  ones. 

The  physiologic  engorgement,  hypertrophy, 
and  increased  vascularity  during  pregnancy 
and  lactation  often  make  it  difficult  to  pal- 
pate the  small  or  deeply  placed  tumor  until  it 
reaches  a  substantial  size.  Another  complicat- 
ing factor  in  pregnancy  is  the  high  incidence 
of  an  inflammatory  type  of  carcinoma  which 
mimics  the  more  common  mastitis  in 
pregnancy.  An  unfortunate  delay  in  diag- 
nosis results. 

It  behooves  all  obstetricians  to  examine  the 
breasts  carefully  at  the  time  of  the  patient's 
first  visit,  to  re-examine  them  frequently, 
especially  when  any  area  is  suspect,  and  to 
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Table  3 
Results  of  Radical  Mastectomy  With  Interruption  of  Pregnancy 
Duration  of        Delay  in 


Patient 

Age 
(Years) 

Date 

Pregnancy 
(Weeks) 

Operation 
(Months) 

Metastases 

Other 
Treatment 

Results 

1. 

33 

1949 

12 

12-18  mos 

None 

Irradiation 
to  axilla 

Alive 

15  yrs  8  mos 

2. 

35 

1952 

13 

7  mos 

nodes 
Axillary 

Died 
2  yrs 

3. 

24 

1955 

8 

3  mos 

Axillary 
nodes 

Irradiation 
to  axilla 

Alive 

9  yrs  11  mos 

4* 

38 

1959 

5 

6  mos 

AxUlary 
nodes 

Irradiation 
to   axilla; 
testosterone 

Died 
18  mos 

5. 

33 

1961 

14 

1-2  yrs 

None 

Last   seen 

3  months  after 

operation 

6. 

33 

1963 

6 

3  mos 

Axillary 
nodes 

Pituitary 
ablation, 
June,  1965; 
chemotherapy, 
July,  1965 

Alive 

2  yrs  1  mo 

7.** 

30 

1964 

14 

? 

Lungs, 

axillary 

nodes 

Irradiation 
to  axilla 

Alive 

1  yr  3  mos 

*Biopsy  only;  lesion  inoperable 
**Simple  mastectomy  only 

perform  biopsies  on  suspected  lesions.  All  pa- 
tients should  be  instructed  in  the  art  of  self- 
examination  and  advised  to  report  any  ques- 
tionable lump  immediately. 

In  this  series,  the  delay  in  diagnosis, 
both  patient  and  physician,  varied  between 
three  months  and  one  to  two  years.  In  larger 
series,  White'^  reported  the  average  delay  by 
the  physician  alone  as  3.1  months.  Bunker 
and  Peters'"  found  that  in  less  than  one  third 
of  the  patients  was  the  diagnosis  confirmed 
within  three  months,  and  only  10  of  the  150 
cases  were  diagnosed  within  one  month  after 
discovery  of  a  lump. 

Ma7iage77ient 

There  has  been  much  confusion  concerning 
the  proper  management  of  breast  cancer  in 
pregnancy.  Some  surgeons  have  considered 
the  presence  of  pregnancy  or  lactation  a  con- 
traindication to  radical  surgery  before  the 
pregnancy  is  terminated.  The  majority,  how- 
ever, feel  that  radical  mastectomy  should  be 
the  primary  treatment  regardless  of  the  state 
of  pregnancy.  There  has  also  been  consid- 
erable debate  about  the  advisability  of  inter- 
rupting the  pregnancy. 


In  this  series  of  14  patients,  radical  mas- 
tectomy was  considered  the  treatment  of 
choice.  Eleven  patients  underwent  this  pro- 
cedure, 2  others  had  inoperable  lesions  when 
first  seen,  and  one  of  these  underwent  simple 
mastectomy  for  relief  of  pain.  One  other  pa- 
tient was  seen  in  consultation  only  and  was 
advised  to  have  a  radical  mastectomy. 

For  purposes  of  discussion  these  cases  may 
be  divided  into  two  groups :  those  in  w-hich 
the  pregnancy  was  interrupted  (Table  3) 
and  those  in  which  it  was  not  (Table  4) . 

Pregnancy  was  interrupted  in  seven  pa- 
tient— by  surgery  in  six  and  by  irradiation 
to  the  pelvis  in  one.  Among  these,  the  longest 
duration  of  pregnancy  was  14  weeks.  Five 
patients  were  found  to  have  axillary  node 
metastases  and  four  received  postoperative 
irradiation  to  the  axilla.  Only  two  patients 
have  lived  five  years  or  more,  and  one  of 
these  had  node  metastases.  One  patient  re- 
ceived testosterone  because  of  recurrence, 
and  another  received  chemotherapy  and  un- 
derwent pituitary  ablation  two  years  follow- 
ing primary  treatment. 

In  seven  other  patients  who  had  been  preg- 
nant for  24  weeks  or  more,  the  pregnancy 
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Results 


Patient 

(Years) 

1. 

38 

7. 


35 


33 


32 


31 


46 


29 


s  of 

Radical   Mastectomy   Without 

Interruption   of 

Pregnancy 

Duration  o( 

Delay   in 

Pregnancy 

Opei 

ration 

Other 

Date 

(Weeks) 

(Months) 

Metastases 

Treatment 

Results 

1943 

29 

6 

Axillary 
nodes 

Irradiation 
to  axilla 

Alive 

20  yrs  5  mos 

1947 

30 

10-11 

None 

Irradiation 
to  axilla 

Last    seen 
July,    1952 
14  yrs  10  mos) 

1948 

7 

3 

•? 

Examination 
only 

Unltnown 

1949 

24 

3 

None 

Alive 

14  yrs  1  mo 

1955 

32 

10 

Axillary 
nodes 

IiTadiation 
to  axilla 

Died 

2  yrs  6  mos 

1959 

32 

8 

Axillai-y 
nodes 

Irradiation 
to  axilla, 
1959;    oopho- 
rectomy,   1962 

Died 

3  yrs  3  mos 

1963 

Term 

? 

Axillary 
nodes 

Hysterectomy, 

bilateral, 

surgical 

oophorectomy; 

interrupted 

pregnancy  1964 

Died 

1  yr  5  mos 

was  not  interrupted.  One  patient  seen  in  con- 
sultation and  advised  to  have  radical  mastec- 
tomy was  lost  to  follow-up.  Four  patients 
were  found  to  have  axillary  node  involve- 
ment. Of  the  two  patients  who  were  free  of 
metastasis,  one  is  living  14  years  after  oper- 
ation ;  the  other  was  lost  to  follow-up  approx- 
imately five  years  after  operation.  One  pa- 
tient who  had  positive  axillary  nodes  is  alive 
20  years  after  surgery.  Four  patients  re- 
ceived postoperative  irradiation  to  the  axilla. 
Only  2  of  the  14  patients  underwent  postop- 
erative oophorectomy,  and  both  of  these  were 
in  the  group  whose  pregnancies  were  not  in- 
terrupted. 

DiscKSsio)! 

Therapeutic  factors  which  must  be  consid- 
ered in  the  prognosis  are  termination  of 
pregnancy,  postoperative  x-ray  therapy,  sup- 
pression of  ovarian  function  by  operation  or 
irradiation,  the  need  for  pituitary  ablation 
and  or  adrenalectomy,  and  the  use  of  testo- 
sterone and  chemotherapy. 

1.  InterrxptioH  of  pregnancy.  The  advis- 
ability of  therapeutic  abortion  in  the  early 
stages  of  pregnancy  in  patients  with  breast 
carcinoma    has    been    questioned    by    many 


authors 


White, 


Westberg,"  Bunker  and  Pet- 
ers," and  Miller'^  were  unable  to  show  that 
therapeutic  abortion  had  any  definite  influ- 
ence on  the  course  of  the  disease.  Our  results 
would  seem  to  confirm  their  opinion.  Adair,'" 
however,  has  reported  a  slightly  better  sur- 
vival rate  in  those  patients  whose  pregnancy 
was  interrupted. 

2.  Pofitopeiative  irradiation  to  the  axilla. 
Oft-quoted  five-year  survival  rates  in  pa- 
tients with  cancer  of  the  breast  are  25%  for 
those  with  positive  axillary  nodes,  lb''/f  for 
those  with  negative  nodes.  Bunker  and  Pet- 
ers'' report  rates  of  30''/  and  50  7^  respec- 
tively in  pregnancy.  White"  in  a  report  of 
806  patients,  noted  five-year  survival  rates 
of  I'/i  in  those  with  node  involvement  and 
20.7 'f  in  those  without  node  involvement. 
Harrington-  reported  rates  of  8.9'/  in  those 
with  positive  nodes  and  64.57^  in  those  with 
negative  nodes. 

The  treatment  of  metastatic  carcinoma 
poses  a  difficult  problem.  In  almost  all  pa- 
tients the  local  lesion  and  metastases  should 
be  treated  by  irradiation  despite  pregnancy. 
X-ray  therapy,  however,  is  not  generally  em- 
ployed if  no  axillary  metastases  are  demon- 
strable at  the  time  of  operation.   In  these 


November,  1966 


BREAST  CANCER  IN  PREGNANCY— PEETE  AND  OTHERS 


519 


cases,  therapy  is  withheld  until  evidence  of 
recurrence  is  noted.  Paterson-"  has  noted 
that  even  though  the  disease  recurred  earlier 
in  patients  not  given  irradiation  immediately, 
the  five-year  survival  rate  was  the  same 
when  irradiation  was  delayed.  Treves  and 
Holleb'  and  Randall-'  feel  that  postopera- 
tive irradiation,  even  in  the  presence  of  posi- 
tive axillary  nodes,  has  no  influence  on  the 
survival  rates. 

Cavanaugh--  doubts  that  irradiation  giv- 
en immediately  after  surgery  or  later  for  re- 
currences or  when  the  lesion  is  inoperable, 
has  a  significant  role  in  the  cure  of  patients. 
Reports  of  radiation  therapy  alone  are 
scarce,  and  there  is  no  evidence  that  it  can 
compete  with  radical  surgery  in  terms  of 
efficacy.  One  wonders,  too,  whether  it  is 
logical  to  submit  all  patients  to  the  hazards 
of  irradiation  if  local  recurrences  develop  in 
no  more  than  10%  to  157'  of  the  cases. 

3.  Suppression  of  ovarian  function.  Dres- 
ser--* first  reported  in  1929  the  value  of  roent- 
gen sterilization  for  the  treatment  of  bony 
metastases  and  noted  objective  healing  of 
bony  lesions  three  years  following  operation. 
Similar  isolated  reports  have  been  made,  but 
most  authors  (notably  Randall-'  and  Bunker 
and  Peters'')  consider  the  evidence  insuf- 
ficient to  prove  that  oophorectomy  delays  or 
prevents  metastases  or  affects  the  rate  of 
survival.  Kennedy-^  concluded  that  castra- 
tion resulted  in  some  delay  of  recurrence  but 
had  little  effect  on  the  length  of  survival  fol- 
lowing the  primary  treatment. 

On  the  other  hand,  Treve  and  Finkbeiner-'^ 
and  Taylor-"  hold  that  total  oophorectomy 
may  benefit  the  patient  with  advanced  can- 
cer of  the  breast,  and  report  a  higher  remis- 
sion in  those  who  underwent  mastectomy  two 
years  prior  to  castration.  For  remissions  to 
occur,  the  tumor  must  have  the  capacity  to 
respond  to  estrogen  withdrawal,  the  ovaries 
must  be  physiologically  active,  and  oophorec- 
tomy must  depress  the  estrogen  level  below 
a  critical  balance.  Bunker  and  Peters'^  re- 
ported that  of  41  patients  castrated,  32  had 
matastases,  but  none  demonstrated  any  meas- 
urable improvement  following  surgical  cas- 
tration.   Taylor,^''    however,    reported    that 


29%  of  the  patients  showed  objective  regres- 
sion six  months  after  oophorectomy. 

4.  Chemotherapy.  Clinical  trials  with  var- 
ious steroid  and  chemotherapeutic  agents 
continue  with  the  hope  of  achieving  more  ef- 
fective palliation  in  patients  with  advanced 
carcinoma.  The  carcinostatic  drugs  have 
proved  useful  in  a  variety  of  ways.  Shingle- 
ton-'  has  investigated  the  use  of  various  alky- 
lating agents,  including  nitrogen,  Cytoxan, 
and  ThioTEPA.  The  latter  agent  apparently 
has  the  widest  application.  Of  555  patients 
receiving  this  drug,  25%  showed  an  objec- 
tive response  and  25%  showed  subjective  im- 
provement. Nitrogen  mustard  has  been  bene- 
ficial in  patients  with  pleural  effusion. 
Further  observations  must  be  made  before  it 
is  possible  to  predict  the  exact  role  of  chemo- 
therapeutic agents  in  the  treatment  of  carci- 
noma of  the  breast. 

5.  Androgeyi  therapy.  Haagensen-^  consid- 
ered androgen  therapy  an  important  supple- 
ment in  the  management  of  breast  carci- 
noma. This  therapy  should  not  be  used,  how- 
ever, until  both  surgery  and  irradiation  have 
been  used  to  their  full  extent.  Androgen  is 
indicated  (1)  for  the  relief  of  pain  arising 
from  bony  metastases  only  when  irradiation 
will  no  longer  control  them,  and  (2)  in 
women  less  than  60  years  of  age  with  soft 
tissue  metastases  no  longer  controlled  by  ir- 
radiation. The  effectiveness  of  androgen 
therapy  increases  with  the  length  of  time 
following  menopause  and  with  the  location 
of  the  metastases. 

In  its  Report  to  the  Council  by  the  Com- 
mittee on  Research  of  the  American  Medical 
Association  in  I960,-"  a  series  of  944  women 
with  metastatic  carcinoma  of  the  breast 
treated  by  androgens  and  estrogens  is  dis- 
cussed. Among  580  patients  who  I'eceived 
androgen,  objective  regression  was  noted  in 
20%  of  the  premenopausal  patients  and  in 
217'   of  postmenopausal  patients. 

6.  Adrenalectomy-Hypophysectomy.  Aft- 
er an  initial  favorable  response  to  surgery 
followed  by  relapse,  some  clinicians  feel  that 
adrenalectomy  is  indicated.  When  success- 
ful, this  procedure  can  produce  a  dramatic 
response.  Fifty  per  cent  of  patients  with 
hopeless  extension  of  the  disease  may  obtain 
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objective  remission  for  as  long  as  14  months, 
and  some  have  survived  for  as  long  as  19 
months.  •" 

Hypophysectomy-'"  is  an  alternative  pro- 
cedure, and  objective  remissions  have  been 
reported  in  about  the  same  number  of  pa- 
tients and  for  the  same  duration  as  with  the 
use  of  adrenalectomy.  Taylor-''  has  reported 
objective  regression  of  recurrent  tumor  in 
28.47'  following  adrenalectomy  and  in  32.6  7 
following  hypophysectomy. 

Hypophysectomy  is  an  extremely  serious 
operation.  In  general  it  is  regarded  as  last- 
ditch  therapy  and  is  infrequently  advised. 

Siimma)!! 

1.  Fourteen  breast  cancers  found  among 
35,983  pregnancies  are  reported,  an  incidence 
of  3.8  per  10,000  pregnancies. 

2.  Factors  governing  hormonal  control 
and  mechanisms  are  discussed. 

3.  Radical  mastectomy  is  the  treatment  of 
choice  and  may  be  performed  at  any  stage  of 
pregnancy. 

4.  Interruption  of  pregnancy  offers  little 
improvement  in  the  over-all  prognosis. 

5.  Early  metastasis  is  common  and  the 
over-all  prognosis  is  poor. 

6.  The  use  of  irradiation,  suppression  of 
ovarian  function,  chemotherapy,  androgen 
therapy,  adrenalectomy,  and  hypophysectomy 
in  the  management  of  breast  carcinoma  in 
pregnancy  are  discussed. 
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Modern  Obstetric  Management  of  the  Rh  Problem 

R.  Gordon  Douglas,  M.D.,  and  John  T.  Queenan,  M.D. 
New  York,  New  York 


The  Rh-negative  obstetric  patient  becomes 
immunized  by  exposure  to  Rh-positive  ery- 
throcytes— usually  those  of  an  Rh-positive 
offspring  which  cross  the  placenta  during 
pregnancy  or  are  exposed  to  the  maternal 
blood  during  the  second  and/or  third  stages 
of  labor.  Occasionally  immunization  occurs 
apart  from  pregnancy  by  the  transfusion 
or  intramuscular  injection  of  incompatible 
blood.  Generally  the  degree  of  immunization 
is  more  severe  when  caused  by  blood  trans- 
fusion, because  of  the  massive  infusion  of 
antigen. 

The  Nature  of  the  Rh  Problem 

The  Rh  problem  usually  develops  when  an 
immunized  Rh-negative  mother  bears  an 
Rh-positive  child.  The  maternal  anti-D 
(Rho)  antibodies  freely  cross  the  placenta 
and  react  with  the  Rh-positive  erythrocytes 
of  the  fetus.  This  reaction  causes  a  hemolytic 
anemia  in  the  fetus,  which  in  extreme  cases 
results  in  heart  failure  and  may  terminate  in 
uterine  death.  More  frequently  the  infant  is 
delivered  and  manifests  a  rising  level  of  bili- 
rubin due  to  the  hemolytic  anemia. 

Fetal  risk 

There  are  thus  two  distinct  risks  to  the 
fetus :  ( 1 )  the  risk  of  anemia  in  utero  and — 
if  the  level  of  maternal  antibody  is  sufficient- 
ly high — heart  failure,  hydrops,  and  intrau- 
terine death;  and  (2)  the  risk  of  hemolytic 
disease  of  the  newborn,  with  a  rising  level 
of  bilirubin  in  the  blood  stream  and  the  at- 
tendant danger  of  kernicterus.  The  latter 
does  not  develop  in  utero,  because  the  bili- 
rubin and  other  products  of  the  hemolysed 
red  cells  can  usually  be  cleared  through  the 
placenta  into  the  maternal  circulation.  After 
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birth  the  fetus  is  "on  its  own,"  so  to  speak 
and  must  rely  on  its  own  liver  for  the  conju- 
gation and  excretion  of  the  pigments.  As  a 
rule  the  anemia  and  the  hyperbilirubinemia 
can  be  corrected  by  exchange  transfusions.  It 
is  important  to  recognize  that  the  premature 
infant  differs  from  the  full-term  infant  in 
susceptibility  to  neurologic  damage  that  may 
result  from  an  elevated  level  of  bilirubin. 
The  former  may  not  be  able  to  tolerate  tem- 
porary levels  as  high  as  15  mg  '100  ml,  which 
may  have  no  significant  effect  on  the  full- 
term  infant. 

It  was  believed  at  one  time  that  if  the 
erythroblastotic  fetus  could  be  delivered 
alive,  its  life  could  be  sustained  by  exchange 
transfusions.  Time  soon  proved,  however, 
that  death  could  still  result  from  the  compli- 
cations of  prematurity,  or  in  fact  from  the 
transfusions  themselves.  One  of  the  serious 
complications  of  prematurity  is  the  develop- 
ment of  the  respiratory  distress  syndrome, 
which  in  20  7^^  of  the  cases  in  which  it  occurs 
produces  serious  neurologic  sequelae.  It  may, 
of  course,  be  necessary  to  terminate  the  preg- 
nancy prematurely,  but  we  must  first  use  all 
our  resources  to  make  certain  that  fetal  ery- 
throblastosis is  actually  present. 

Incidence 

The  magnitude  of  the  Rh  problem  can  be 
stated  with  considerable  accuracy ;  however, 
it  depends  to  some  extent  on  the  racial  or 
ethnic  composition  of  the  population  concern- 
ed. About  157c  of  the  white  race  as  compared 
with  about  1  %  of  the  yellow  race  is  Rh-nega- 
tive. The  incidence  is  also  much  lower  in  the 
Negro  and  somewhat  lower  in  the  Puerto 
Rican. 

Our  experience  at  New  York  Hospital  for 
the  year  1962  is  as  follows:  In  a  total  of 
4,768  deliveries,  617  of  the  mothers  were  Rh- 
negative — about  13  ff.  About  20  7r  of  our  pa- 
tients are  Negro  or  Puerto  Rican — which  ex- 
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plains  why  our  figure  is  lower  than  the  esti- 
mated I5^.r  of  an  all-white  population. 

Of  these  617  women  there  was  evidence 
of  immunization  against  the  Rh  factor  in  52. 
This  means  that  8.4 '»  of  the  Rh-negative 
women  were  immunized.  Disregarding  par- 
ity, then,  an  Rh-negative  woman  on  our  ser- 
vice was  subject  to  a  1  to  12  risk  of  immuni- 
zation. Expressed  in  terms  of  the  nearly 
5,000  women  admitted  to  the  service,  the 
chance  of  being  immunized  to  the  Rh  factor 
was  approximately  1.1 '^. 

Perinatal  mortalitij 

Perinatal  mortality  (stillbirths  plus  neona- 
tal deaths)  is  generally  estimated  at  about 
2b''/'<  to  307'  in  Rh  negative  immunized  pa- 
tients. As  will  be  indicated  later,  the  employ- 
ment of  amniocentesis  may  be  able  to  reduce 
this  figure  by  about  one  third.  Another  fac- 
tor that  must  be  considered  is  also  shown  by 
our  1962  data  from  the  New  York  Hospital. 
Among  the  52  immunized  pregnancies,  the  to- 
tal perinatal  loss  was  12  infants,  or  237  ; 
however,  in  only  43  of  the  52  patients  was 
the  offspring  Rh  positive.  On  this  basis,  the 
9  infants  who  were  Rh  negative  were  subject 
to  no  risk  from  this  disorder,  so  that  the 
true  perinatal  mortality  among  the  43  im- 
munized patients  who  had  Rh-positive  in- 
fants was  287'- 

One  other  point  should  be  clarified  at  this 
time.  A  somewhat  prevalent  misconception  is 
that  the  first  immunized  pregnancy  is  not 
a  serious  consideration  and  involves  little 
risk  to  the  fetus.  Again  utilizing  our  1962 
statistics,  Erlandson'  found  that  in  one  half 
(six)  of  the  perinatal  deaths,  there  was  no 
history  of  previous  births  of  erythroblastotic 
infants  to  support  the  possibility  of  serious 
disease  in  the  present  pregnancy.  In  four  of 
the  six  cases  the  present  pregnancies  were 
the  first  known  to  be  immunized,  and  in  the 
other  two,  although  confirmation  was  not 
available,  the  evidence  also  strongly  suggest- 
ed that  this  was  the  first  immunized  preg- 
nancy. Furthermore,  study  of  the  remaining 
cases  indicated  that  three  deaths  had  been 
preceded  by  a  first  immunized  pregnancy 
that  terminated  in  a  stillbirth  or  the  de- 
livery of  a  severely  affected  child.  Thus  9  of 


the  mothers  involved  in  the  12  perinatal 
deaths  of  1962  gave  evidence  of  a  first  Rh 
pregnancy  that  culminated  in  disaster. 

Considerations  Governinfi  Management 

These  data  support  the  practice  of  routine- 
ly determining  antibody  titers  in  all  Rh-nega- 
tive women  early  in  pregnancy,  at  four- 
week  intervals  during  the  last  trimester  and 
even  more  frequently  when  antibodies  are  de- 
tected. On  our  service  the  sera  of  all  ante- 
partum patients  are  tested  for  ABO  and  Rh 
antibodies.  A  screening  test  for  antibodies  is 
performed  with  the  ficin  and  antiglobulin 
techniques  using  a  standard  cell  (ORiRo).  If 
immunized,  the  antibody  is  further  identified 
with  a  commercial  cell  panel.  The  best  react- 
ing cell  is  used  for  all  subsequent  tests. 

Titer  determinations  of  antibody  concen- 
tration in  maternal  sera  have  their  limita- 
tions. In  general,  low  titers  (up  to  a  dilution 
of  1 :32)  are  of  value.  High  titers  in  women 
previously  immunized  are  useless.  Thus  a 
titer  of  1 :64  in  a  first  immunized  pregnancy 
may  be  indicative  of  a  seriously  affected  in- 
fant and  an  indication  for  amniocentesis  or 
termination  of  the  pregnancy  depending  on 
fetal  age.  On  the  other  hand,  unusually  high 
titers  (above  1:512)  in  patients  previously 
immunized  may  give  no  indication  of  the  con- 
dition of  the  fetus.  In  such  instances,  to  ter- 
minate the  pregnancy  would  be  entail  the 
risk  of  unnecessarily  subjecting  an  Rh-posi- 
tive, perfectly  healthy  infant  to  all  the  dan- 
gers of  prematurity.  If  the  child  dies — as  the 
result  of  prematurity  or  respiratory  distress 
syndrome,  for  example — the  retrospective 
impact  of  the  iatrogenic  situation  would  be 
devastating. 

The  management  of  the  Rh-positive  preg- 
nancy thus  requires  extreme  skill.  In  the 
light  of  present  knowledge,  the  major  prob- 
lem is  to  allow  the  fetus  to  gain  as  much  ma- 
turity as  possible  but  not  to  become  severely 
affected  or  die  in  utero.  Over  the  last  two 
decades  serial  antibody  titer  determinations, 
obstetric  history,  medical  or  obstetric  compli- 
cations, the  zygosity  of  the  husband,  fetal 
size,  and  the  estimated  date  of  confinement 
(and  more  recently,  to  a  limited  extent, 
spectrophotometric   studies   of   the  amniotic 
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fluid)  have  been  the  principal  factors  consid- 
ered in  planning  the  optimal  time  for  de- 
livery. By  terminating  pregnancy  premature- 
ly at  36  to  38  weeks,  the  perinatal  mortality 
due  to  erythroblastosis  fetalis  was  signifi- 
cantly decreased.  Unfortunately  some  Rh- 
negative  infants  were  delivered  dangerously 
early  and  exposed  to  the  complications  of  pre- 
maturity which  in  some  cases  were  fatal.  On 
other  occasions  the  fetuses  were  more  severe- 
ly affected  than  was  anticipated  and  died  be- 
cause of  irreparable  damage.  In  some  in- 
stances the  fetus  died  weeks  or  even  days 
before  the  scheduled  premature  termination 
of  pregnancy.  In  short,  an  accurate  means 
of  determining  the  fetal  condition  was  lack- 
ing. 

Amniocentesis  and  Spectophotometric 
Scanning  of  Anuiiotic  Fluid 

For  many  years  obstetricians  had  noted 
that  the  amniotic  fluid  was  stained  with  bile 
when  the  infant  was  affected  with  erythro- 
blastosis fetalis.  In  1965  Bevis-  reported 
that  in  such  cases  the  amniotic  fluid  con- 
tained increased  blood  pigments,  believed  to 
reflect  increased  destruction  of  erythrocytes. 
Since  that  time  Walker,-'  Liley,-*  Freda,'-  and 
others  have  reported  large  series  of  cases 
in  which  analyses  of  the  amniotic  fluid  were 
used  to  predict  the  severity  of  disease  in  the 
fetus. 

The  technique  of  amniocentesis  was  out- 
lined in  detail  by  Queenan  and  Adams."  It 
has  been  used  more  than  400  times  in  the 
management  of  Rh  problems  at  the  New 
York  Hospital  and  the  Greenwich  Hospital 
Association,  Greenwich,  Connecticut,  and  has 
proved  useful  in  the  assessment  of  the  condi- 
tion of  the  fetus  in  Rh-sensitized  patients. 

The  initial  procedure  is  generally  perform- 
ed at  about  the  twenty-eighth  or  twenty- 
ninth  week  of  gestation.  It  may  be  done  ear- 
lier or  later  as  indicated  by  the  laboratory 
data,  history,  and  clinical  history.  It  is  then 
repeated  at  weekly  or  bi-weekly  intervals  un- 
til delivery,  depending  upon  the  degree  of 
deviation  from  the  "normal"  amniotic  fluid 
bilirubin  curve. 

In  general,  the  procedure  should  not  be 
done  unless  the  antibody  titer  reaches  a  crit- 
ical level  associated  with  severe  erythroblas- 


tosis fetalis.  The  critical  antibody  titer  will 
vary  in  each  laboratory.  At  the  New  York 
Hospital  the  procedure  is  not  done  unless 
the  anti-D  titer  is  1 :32  or  greater  because 
lower  titers  have  not  been  associated  with 
intrauterine  or  neonatal  death.  In  instances 
of  high  titers  in  previously  immunized  pa- 
tients, the  test  is  of  course  of  great  value  and 
may  be  the  most  important  factor  in  assess- 
ing the  condition  of  the  fetus. 

Technique 

Amniocentesis  may  be  performed  in  the 
outpatient  department.  The  patient  is  asked 
to  remain  in  the  hospital  for  at  least  one 
hour  following  the  procedui-e.  In  more  than 
400  amniocenteses  in  our  series,  there  have 
been  no  instances  of  premature  labor,  infec- 
tion, or  maternal  hemorrhage.  Overnight  ad- 
mission was  routine  in  our  early  experience, 
but  more  recently  has  been  considered  neces- 
sary for  precautionary  reasons  on  only  a  few 
occasions. 

The  amniocentesis  tray  contains  the  fol- 
lowing equipment : 

1.  A  clamp  and  sponges  for  sterile  prep- 
aration of  the  abdomen. 

2.  Four  towel  drapes. 

3.  A  3.5-inch   No.   22  spinal   needle  with 
stylus. 

4.  A  brown  bottle  for  storage  of  the  fluid. 
Details  of  the  technique  with  illustrations 

have  been  published  by  Douglas  and 
Stomme.*  Careful  evaluation  of  the  maternal 
abdomen  and  fetal  position  are  essential  be- 
fore the  procedure  is  attempted.  The  vertex 
position  offers  two  favorable  sites  for  aspira- 
tion of  the  fluid.  If  fluid  can  definitely  be 
palpated  in  the  area  posterior  to  the  fetal 
neck,  this  is  the  site  of  choice.  This  location 
is  favorable  because  the  operator  can  be  rela- 
tively certain  of  avoiding  the  placenta  if  the 
fetal  skull  can  be  palpated  with  ease.  In  addi- 
tion, the  needle  may  be  directed  away  from 
the  fetus. 

If  the  patient  is  obese  or  if  accurate  pal- 
pation of  the  fetus  is  not  possible,  the  amnio- 
tic fluid  is  aspirated  from  the  area  of  the 
fetal  small  parts.  Since  the  placenta  is  lo- 
cated more  commonly  in  the  upper  than  the 
lower  uterine  segment,  it  is  more  frequently 
traversed  when  the  needle  is  inserted  at  this 
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site.  Under  meticulous  aseptic  technique  a 
3.5-inch  No.  22  spinal  needle  is  introduced 
into  the  amniotic  sac.  The  stylus  is  removed 
and  the  fluid  aspirated.  If  the  initial  speci- 
men is  bloody,  the  syrinpe  is  changed  to  aspi- 
rate blood-free  fluid. 

The  amniotic  fluid  may  be  colorless  or 
straw-colored  when  the  fetus  is  unaffected. 
When  the  fetus  is  affected,  the  color  may 
range  from  straw  color  to  yellow  to  yellow- 
green  to  yellow-brown  with  increasing  sever- 
ity of  disease.  Thus  a  general  impression  of 
the  condition  of  the  fetus  can  be  gained  from 
the  color  of  the  fluid.  Since  this  visual  inter- 
pretiition  is  subject  to  considerable  error, 
however,  any  therapeutic  decision  unist  be 
made  on  the  spectrophotometric  evaluation 
of  the  fluid.  McRay  relies  to  some  extent  on 
a  chemical  analysis  which  measures  bilirubin 
and  possibly  other  pigments.  This  technique 
has  not  been  as  successful  in  the  experience 
of  others,  including  Bonanes  in  our  institu- 
tion. 

The  amniotic  fluid  is  stored  in  a  brown 
bottle  to  protect  it  from  light.  The  fluid  is 
centrifuged  immediately  for  15  minutes  to  re- 
move any  erythrocytes,  vernix  or  epithelial 
cells.  If  the  erythrocytes  are  not  removed, 
hemolysis  may  occur  and  alteration  of  the 
spectrophotometric  curve  (peaks  at  410,  540. 
and  575  millimicrons)  may  cause  problems  in 
interpretation. 

The  fluid  is  filtered  through  Whatman 
filter  paper  and  then  analyzed  by  means  of  a 
continuous  recording  spectrophotometer 
(Perkin  Elmer  202)  with  a  linear  scale.  A 
scan  is  made  from  350  to  750  millimicrons, 
recording  the  absorbence  of  monochromatic 
light  against  the  wave  length. 

Methods   of  Evaluation 

Several  methods  of  evaluation  (Walker,' 
Liley,^  and  Freda'')  have  been  described.  In 
general,  Freda's  method  seems  to  have  the 
most  practical  clinical  application.  Serial 
analyses  are  employed  to  ascertain  the  safetj' 
of  allowing  a  gestation  to  continue,  thus  gain- 
ing valuable  maturity.  If  the  fluid  is  abnor- 
mal, the  procedure  must  be  repeated  at  week- 
ly or  biweekly  intervals,  depending  on  the 
severity  of  the  curve.  Of  course,  the  results 


could  indicate  the  necessitj'  for  the  imme- 
diate termination  of  pregnancy  or  an  intrau- 
terine transfusion  of  the  fetus. 

The  spectrophotometric  amniotic  fluid 
scan  is  done  from  350  to  750  millmicrons.  A 
typical  bilirubin  "hump"  begins  at  375,  peaks 
at  near  450,  and  returns  to  normal  at  525 
millimicrons.  A  heavy  line  is  projected  from 
375  to  525  millimicrons,  demonstrating  ap- 
proximately the  course  of  a  normal  amniotic 
fluid  scan  in  the  absence  of  bilirubin.  An  up- 
right broken  line  is  drawn  at  450  milli- 
microns to  show  the  deviation  of  this  bili- 
rubin peak  from  normal.  The  deviation,  ir- 
respective of  the  intensity,  always  occurs  be- 
tween 375  and  525  millimicrons. 

The  abnormal  curves  are  graded  by  Freda'' 
according  to  their  deviation  from  normal  in 
optical  density  at  450  millimicrons. 


1-1- 
2+ 
34- 
4-f 


0-0.2 
0.2-0.35 
0.35-0.7 
0.7  or  greater 


Prediction  of  Fetal  Outcome 

If  the  amniotic  fluid  scan  reveals  a  1  plus 
deviation,  the  fetus  may  be  Rh-negative  or 
Rh-positive,  but  is  usually  not  in  danger  of 
intrauterine  death  within  the  following  two 
weeks.  If  the  scan  reveals  a  2  pluS'  deviation, 
the  fetus  is  almost  certainly  Rh-positive  and 
affected,  but  is  not  considered  in  danger  of 
intrauterine  death  during  the  next  one  to  two 
weeks.  If  the  fetus  is  not  undergoing  pro- 
gressive deterioration,  the  deviation  from 
normal  decreases  for  reasons  that  are  not 
entirely  clear.  If  a  3  plus  abnoi'mal  curve  is 
obtained,  the  fetus  will  undergo  progres- 
sive deterioration  and  may  die  in  utero,  pos- 
sibly within  ten  days.  A  4  plus  abnormal  trac- 
ing means  impending  fetal  death.  Although 
our  criteria  of  a  3  plus  abnormal  tracing  is 
slightly  lower  than  Freda's,  the  practicality 
of  this  method  of  predicting  fetal  outcome 
is  proved  by  the  large  series  he  reported. 

As  previously  stated,  determination  of  an- 
tibody titers  on  maternal  serum  has  a  limited 
value.  The  titers  are  often  useful,  especially 
in  a  first  immunized  pregnancy  or  if  there  is 
a  history  of  a  previously  mildly  affected  in- 
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fant  and  the  titer  remains  below  1 :32.  The  in- 
dications for  amniocentesis  are  varied ;  they 
include  a  rising  antibody  titer,  and  a  history 
of  a  previously  affected  infant  (or  infants) 
— ideally,  very  high  titers  or  a  history  of  in- 
trauterine fetal  death. 

In  an  immunized  obstetric  patient  with  a 
heterozygous  husband,  serial  antibody  titers 
are  unreliable  for  predicting  the  condition  of 
the  fetus.  Amniocentesis,  on  the  other  hand, 
is  quite  accurate.  With  this  information 
available,  if  the  fetus  is  Rh-negative  it  bene- 
fits by  not  being  subjected  to  a  premature 
delivery.  If  it  is  Rh-positive  the  severity  of 
its  condition  is  assessed  and  it  is  allowed  to 
gain  valuable  maturity,  Repeated  'taps"  and 
analyses  make  it  possible  to  follow  changes 
in  the  condition  of  the  fetus  and  take  appro- 
priate action  before  irreversible  deteriora- 
tion occurs. 

Intrauterine   Transfusion 

In  some  instances  amniotic  fluid  scan  in- 
dicates rapid  fetal  deterioration  at  a  stage 
of  gestation  too  early  for  delivery  (for  ex- 
ample, 24  weeks) .  If  the  fetus  were  delivered 
it  would  almost  certainly  succumb  to  compli- 
cations of  prematurity,  but  if  left  in  ntero  it 
would  continue  its  downhill  course  of  hemo- 
lytic anemia,  heart  failure,  and  death. 

In  October,  1963,  Liley"  reported  the  first 
successful  intrauterine  transfusion.  After 
withdrawal  of  the  amniotic  fluid,  a  radio- 
paque medium,  diatrizoic  acid,*  was  instilled 
into  the  amniotic  sac.  In  addition  to  outlining 
the  fetus,  the  contrast  material  when  swal- 
lowed outlined  the  fetal  gastrointestinal 
tract.  Using  this  tract  as  a  guide,  Liley  pass- 
ed a  needle  through  the  maternal  abdominal 
wall,  the  uterine  wall,  and  into  the  fetal  peri- 
toneal cavity.  Rh-negative  blood  was  instilled 
into  the  cavity  and  was  subsequently  absorb- 
ed into  the  fetal  circulation. 

Our  experience  with  intrauterine  trans- 
fusion at  the  New  York  Hospital  began  in 
1964  and  the  initial  results  appeared  in 
1965.-'  Meperidine  hydrochloride**  (150  mg 
intramuscularly)     pentobarbital    sodium*** 

-i-Diatrizoic   acid    (Hypaque-M75 )   Wintluop. 
**Demerol,  Winthrop. 
***Nembutal.  Abbott. 
**=i=*Compazine.  Smith.  Kline  and  French. 


(100  mg  per  os),  prochlorperazine****  (10 
mg  intramuscularly)  are  given  to  the  pa- 
tient as  premedication  ^  ne  hour  prior  to  the 
procedui'e.  It  is  highly  desirable  that  the  pa- 
tient and  the  fetus  remain  quiet  during  the 
transfusion.  It  may  have  to  be  delayed  a  few- 
moments  by  movements  of  the  mother,  ut- 
erine contractions,  or  hyperactivity  of  the 
fetus.  A  more  comfortable  placement  of  the 
mother  on  the  x-ray  table  will  usually  make 
it  possible  to  proceed.  By  gentle  palpation 
and  auscultation,  the  operator  determines 
the  position  of  the  fetus  and  the  presenting 
part. 

The  patient's  abdomen  is  prepared  and 
draped  under  sterile  conditions.  Amniocen- 
tesis is  performed  and  20  cc  of  the  fluid  are 
removed.  Twenty  cubic  centimeters  of  dia- 
trizoic acid  are  then  injected  into  the  amnio- 
tic sac.  This  is  important  to  assessment  of  the 
fetal  condition.  Scalp  edema,  protuberant  ab- 
domen, flaccidity  of  the  extremities,  and  de- 
layed swallowing  are  indicative  of  a  severely 
affected  fetus.  If  there  is  evidence  of  hydrops 
fetalis,  the  intrauterine  transfusion  is  con- 
traindicated,  because  the  blood  is  not  absorb- 
ed from  the  fetal  peritoneal  cavity. 

After  the  instillation  of  the  dye,  lead  mark- 
ers are  placed  on  the  maternal  abdomen  in  a 
position  estimated  to  surround  the  fetal  peri- 
toneal cavity.  An  abdominal  x-ray  film  is 
made.  Swallowed  contrast  medium  can  be  vis- 
ualized in  the  fetal  gastrointestinal  tract  and 
show  where  the  needle  should  be  directed  to 
enter  the  fetal  peritoneal  cavity.  The  markers 
are  removed  and  their  sites  designated  by 
skin  dye.  The  abdomen  is  then  prepared  and 
draped  according  to  aseptic  technique.  A  20 
cm  No.  17  Tuohy  needle  with  stylus  is  intro- 
duced into  the  amniotic  cavity;  free  aspira- 
tion of  the  fluid  indicates  that  the  needle  is 
in  the  amniotic  space.  The  needle  is  advanced 
toward  the  estimated  position  of  the  fetal 
peritoneal  cavity.  In  some  instances  fluoros- 
copy with  an  image  intensifier  has  been  use- 
ful in  directing  the  needle. 

As  the  needle  passes  through  the  abdom- 
inal wall  of  the  fetus,  a  definite  sensation 
is  perceived  by  the  operator.  The  needle's  po- 
sition is  cheked  by  injecting  3  ml  of  diatri- 
zoic acid  and  taking  an  x-ray  film.  If  the 
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needle  is  correctly  placed  in  the  fetal  peri- 
toneal cavity,  the  contrast  material  will  as- 
sume a  characteristic  appearance  as  it  runs 
over  the  surface  of  the  gastrointestinal  tract. 
A  fine  polyethylene  catheter  is  threaded 
through  the  needle  and  the  latter  is  with- 
drawn. 

Type  0,  Rh-negative  blood  is  prepared 
by  drawing  off  175  ml  of  plasma  from  a  500- 
ml  unit  of  blood.  One  million  units  of  aque- 
ous penicillin  are  added  to  the  loosely  packed 
erythrocytes.  The  blood  is  then  admini.stered 
slowly  through  a  donor  set  with  a  filter.  If 
the  fetus  has  reached  30  weeks'  gestation, 
100-150  ml  of  blood  is  infused,  but  if  the 
fetus  is  less  mature  a  smaller  quantity  is 
given.  A  fetus  of  22  weeks'  gestation  will  ac- 
commodate only  35  ml  of  blood. 

Following  an  intrauterine  transfusion  the 
amniotic  fluid  often  contains  meconium  and 
or  blood-breakdown  pigments.  It  is  therefore 
an  unreliable  index  of  fetal  condition.  The 
procedure  must  be  repeated  at  10-  to  14-day 
intervals  until  delivery.  It  has  been  our  ex- 
perience that  at  the  time  of  each  subsequent 
transfusion,  the  blood  from  the  previous 
transfusion  is  completely  absorbed. 

At  delivery  the  fetus  is  often  extremely 
anemic.  Generally,  more  than  half  of  the 
erythrocytes  are  traceable  to  intrauterine 
transfusion.  In  one  instance  where  the  fetus 
had  had  two  intrauterine  transfusions,  stu- 
dies of  the  cord  blood  revealed  5.8  gm  of 
hemoglobin  with  95  adult  (transfused)  ery- 
throcytes 100  ml,  as  determined  by  the  Kle- 
hauer-Betke  stain.'" 

Intrauterine  transfusion  by  the  technique 
described  has  certain  obvious  disadvantages. 
It  involves  probing  with  a  sharp  needle  to 
find  the  peritoneal  cavity  of  a  fetus  that 
sometimes  makes  quick  and  not  always  recog- 
nized changes  of  position.  In  order  to  obviate 
these  disadvantages,  other  approaches  have 
been  explored.  These  include  exposure  of  the 
fetus  by  abdominal  hysterotomy,  extracting 
the  lower  extremity  and  repairing  the  uterus. 
Another  approach  also  employing  abdominal 
h.vsterotomy  is  to  Insert  a  silicone  catheter 
under  direct  vision  into  the  peritoneal  cavity 
of  the  fetus  and  leave  it  in  place  for  subse- 
quent transfusions.  Both  of  these  procedures, 


used  rarely,  have  almost  always  been  follow- 
ed by  the  onset  of  premature  labor  and  death 
of  the  fetus. 

Amniotic  fluid  analysis  and  intrauterine 
transfusion  afford  a  new  approach  to  the 
management  of  the  Rh  problem.  Both  pro- 
cedures must  be  used  judiciously;  if  they  are 
so  used,  a  significant  decrease  in  perinatal 
mortality  from  erythroblastosis  fetalis  is 
possible. 

Amniocentesis  and  the  spectrophotometric 
examination  of  the  fluid  is  a  relatively  new 
diagnostic  procedure  designed  to  complement 
existing  practices.  The  information  so  gained 
permits  the  delivery  of  the  erythroblastotic 
infant  of  appropriate  weight  and  gestational 
age  at  the  optimal  time  for  survival.  At  birth 
the  Apgar  score,  together  with  spectrophoto- 
metric determination,  provides  better  prog- 
nostic information  than  the  cord  hemoglobin. 
Coombs  test,  and  so  forth. 

Intrauterine  transfusion  carries  with  it 
an  inherent  risk  of  fetal  death  and  should 
only  be  employed  when  otherwise  a  fatal  out- 
come appears  certain.  The  risk  should  be 
clearly  understood  by  both  obstetrician  and 
parents.  The  cause  of  death  often  cannot  be 
determined,  but  it  is  sometimes  associated 
with  insertion  of  the  needle  elsewhere  than  in 
the  peritoneal  cavity.  The  procedure  is  not 
indicated  in  the  seriously  affected  infant  who 
has  already  developed  hydi'ops  fetalis.  In  oth- 
er words  there  is  a  "point  beyond  return," 
demonstrated  by  amniocentesis  and  an  am- 
niogram,  which  indicates  scalp  edema,  as- 
cites, and  or  flaccidity  of  the  infant. 

It  is  obvious  that  the  Rh  problem  has  not 
been  ideally  resolved.  The  ideal,  of  course, 
would  be  prevention  of  the  disorder.  Freda 
and  Gorman  have  effected  passive  immunity 
in  male  volunteers  with  Rh-negative  blood  in 
Sing  Sing  prison  by  inoculating  them  with 
high-titer  anti-D  globulin  antibodies.  Active 
isoimmunization  did  not  develop  in  the  sub- 
jects when  they  were  injected  with  Rh- 
positive  red  cells  at  the  same  time;  subjects 
in  a  control  group  did  become  actively  immu- 
nized. 

Freda  and  associates  (Columbia  Univer- 
sity College  of  Physicians),  Finn,  Clarke, 
Woodrow  and  colleagues  (University  of  Liv- 
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erpool,  England),  Chown  and  Zipursky 
(Winnipeg,  Canada),  Montague  and  Krevins 
(Johns  Hopkins),  Jennings  (California),  and 
Queenan  (New  York  Hospital — Cornell  Med- 
ical Center)  are  independently  or  collabora- 
tively attempting  an  immunologic  approach 
to  the  problem  in  the  human  female.  Rh-nega- 
tive  primiparas  were  injected  with  high-titer 
anti-D  gamma  globulin  following  delivery. 
This  caused  a  temporary  passive  immunity. 
Only  active  immunity  to  the  Rh  factor  is 
dangerous  to  the  fetus.  The  function  of  the 
injected  antibody  is  to  destroy  all  the  anti- 
genic Rh-positive  fetal  red  cells  that  have 
entered  the  maternal  circulation  before  they 
can  cause  isoimmunization  by  way  of  an  an- 
tibody response  that  would  be  hazardous  to 
the  fetus  in  subsequent  pregnancies.  The 
gamma  globulin  is  prepared  from  sera  with 
an  extremely  high  Rh  titer. 

The  timing  of  the  injection  of  antibody 
following  delivery  is  based  on  the  fact  that 
the  major  fetal-maternal  passage  of  blood 
occurs  during  labor  and  delivery.  The  Winni- 
peg investigators  believe  that  at  least  some 
passage  occurs  before  labor  and  for  this 
reason  have  injected  the  antibody  at  three- 
week  intervals  during  the  last  trimester  of 
pregnancy.  As  yet  there  has  been  no  evidence 
of  anemia  in  any  of  the  newborn. 

The  series,  however,  are  small  as  yet  and 
the  supply  of  high-titer  anti-D  gamma-j 
globulin  is  limited.  Collected  statistics  com- 
piled from  the  studies  mentioned  indicate 
that  of  78  women  treated,  none  have  been 
found  to  be  sensitized  and  all  were  free  of 
circulating  antibodies  six  months  or  more 
after  delivery.  In  the  control  or  untreated 
group,  18  among  94  patients  are  nonsensi- 
tized.  Since  the  rate  of  spontaneous  Rh  im- 


munization is  only  10%  in  all  parous  Rh-neg- 
ative  women,  a  relative  large  number  of 
treated  and  untreated  subjects  must  be  stu- 
died over  a  prolonged  period  before  lasting 
conclusions  can  be  reached.  If  the  studies  in- 
dicate success,  this  method  could  be  used  to 
prevent  isoimmunization — in  itself  a  most 
significant  contribution  to  obstetrics  and  one 
that  could  mean  the  eventual  elimination  of 
the  Rh  problem  as  we  know  it  today.  It 
would  not,  of  course,  help  those  women  who 
are  already  immunized. 

Even  if  we  eventually  succeed  in  prevent- 
ing the  Rh  problem,  obstetricians  will  have 
to  be  concerned  with  amniocentesis,  intrau- 
terine transfusions,  and  possibly  other  mod- 
alities of  treatment  for  the  next  two  or  more 
decades. 
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Intense  thinking  is  so  (destructive  to  health,  that  few  instances  can  be  produced  of  studious 
persons  who  are  strong  and  healthy.  .  .  .  Man  is  evidently  not  formed  for  continual  thought 
more  than  for  perpetual  action,  and  would  be  as  soon  worn  out  by  the  one  as  by  the  other.— 
William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases 
by  Regimen  and  Simple  Medicine,  etc.  Philadelphia.  Richard  Folwell,  1799,  p.  55. 
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Undergraduate  Education  for  Specialty  Practice 

Isaac  M.  Taylor,  M.D.* 
Chapel  Hill 


As  one  of  our  speakers  remarked  earlier, 
those  who  were  responsible  for  arranging 
this  program  have  shown  remarkable  sen- 
sitivity in  selecting  topics  that  reflect  the 
interests  and  achievements  of  Dr.  Ross.  His 
splendid  capacity  as  an  obstetrician  and 
gynecologist  are  attested  to  by  the  scientific 
papers  included  in  the  morning  program. 
The  afternoon  session,  on  medical  education, 
reflects  his  capacity  and  achievement  as  a 
teacher.  This  paper  is  directed  to  the  subject, 
undergraduate  education  for  specialty  prac- 
tice. For  many  reasons,  I  suspect  that  it 
would  be  more  profitable  if  he  were  the 
speaker,  for  the  subject  is  one  to  which  he 
has  devoted  a  major  portion  of  his  energies 
since  I  was  literally  in  knee  pants. 

We  at  the  University  of  North  Carolina 
School  of  Medicine  are  embarking  upon  a  re- 
view of  our  curriculum  in  the  hope  of  produc- 
ing a  more  meaningful  experience  for  our 
undergraduate  students — an  experience  that 
will  stand  them  in  good  stead  throughout 
their  professional  careers  during  the  remain- 
der of  this  century  and  the  beginning  of  the 
next.  At  our  present  stage  in  this  task,  we 
are  trying  to  think  in  generalities ;  to  free 
ourselves  as  much  as  possible  from  the  limi- 
tations of  our  own  past  experience;  and  to 
obtain  a  fresh  perspective  of  our  profession 
and  of  education  for  it. 

In  recent  years  it  has  become  fashionable 
to  revise  medical  curricula  and  introduce 
innovations.  These  endeavors  make  the  more 
diffident  of  us  teachers  a  little  self-con- 
scious as  we  look  at  our  own  schools  and 
embark  on  our  travail.  Nevertheless,  after 
more  than  half  a  century  since  the  Flexner 
Report  established  what  has  become  a  stand- 
ard  curriculum   for   medical    education,    no 
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one  can  doubt  that  reexamination  and  reap- 
praisal are  needed. 

Problems  Facing  Medical  Education 

Medical  education  today  confronts  many 
problems.  The  first  of  these  is  the  informa- 
tion explosion.  It  is  a  truism  that  one  cannot 
possibly  encompass  in  a  medical  curriculum 
all  the  knowledge  and  skills  that  are  appli- 
cable to  some  aspects  of  medical  practice,  not 
to  say  indispensable  to  thorough  competence 
in  a  specific  area.  We  must,  therefore,  limit 
our  expectations  to  the  amount  our  students 
can  assimilate  during  their  medical  .school 
years. 

Certain  questions  must  be  answered :  Can 
we  define  the  minimum  amount  of  factual 
information  which  each  .student  must  master 
— a  so-called  core  curriculum?  If  this  mini- 
mum is  defined,  should  it  be  the  same  for 
each  student?  Should  we  attempt  to  meet  the 
increase  in  information  by  lengthening  the 
period  of  formal  education?  Should  we  turn 
to  early  specialization  .so  that  all  our  gradu- 
ating students  will  be  learned  in  greater 
depth  in  a  narrower  field? 

Two  related  problems  pose  vexing  ques- 
tions :  the  nature  of  future  medical  practice, 
and  the  nature  of  the  society  in  which  our 
graduates  will  be  practicing  their  profes- 
sion. 

The  populatiov  explosion  is  a  real  factor. 
The  volume  of  anticipated  medical  practice 
demands  careful  consideration  of  how  the 
new  generation  of  physicians  is  going  to 
satisfy  the  demands,  and  how  the  efficiency 
of  the  individual  physician  is  to  be  increased. 
Should  we  emphasize  the  education  of  a 
variety  a  specialists  who,  by  a  collective  ap- 
proach, will  deal  with  the  total  needs  of  the 
patient,  or  should  we  encourage  the  develop- 
ment of  competent  generalists  who  through 
more  sophisticated  knowledge,  greater  pro- 
fessional   capacitj',   and   improved   facilities 


November,  1966 


UNDERGRADUATE    EDUCATION— TAYLOR 


529 


can  provide  for  their  patients  a  broader  yet 
higher  quality  of  medical  care? 

Sociologic  and  demographic  factors  also  en- 
ter the  picture.  We  are  becoming  an  urban 
society,  and  with  the  agglomeration  of  the 
citizenry,  the  mechanisms  for  the  delivery  of 
medical  care  are  changing.  Doctors  too,  are 
moving  to  the  cities  and,  in  my  opinion,  at  a 
faster  pace  than  the  population  in  general. 
As  a  result,  rural  areas  are  becoming  in- 
creasingly deficient  in  available  medical  ser- 
vices, and  no  one  seems  to  know  what  to  do 
about  it. 

A  favorable  factor,  of  course,  is  improved 
transportation,  which  makes  urban  medical 
facilities  more  accessible  to  rural  people.  Two 
years  ago  I  was  seeing  regularly,  in  our  out- 
patient department,  a  patient  from  the  Outer 
Banks  of  North  Carolina.  Faithfully,  on  a 
two-week  schedule,  he  was  on  time  for  a 
10  A.M.  clinic.  The  automobile  made  this  pos- 
sible, but  the  fact  that  he  had  to  drive  250 
miles  each  way  for  his  appointment  is  clear 
evidence  that  the  automobile  is  not  an  ideal 
solution  to  the  problem  of  local  deficiencies 
in  medical  care. 

Another  factor  of  great,  but  as  of  now 
imponderable,  significance  to  future  medical 
practice  is  the  clearly  expressed  intention  of 
the  public,  represented  by  Congress,  to  bring 
the  federal  government  actively  into  the  de- 
livery of  personal  medical  services.  For  our 
present  purposes,  we  need  not  discuss  wheth- 
er the  effect  will  be  good  or  bad.  The  im- 
portant thing  is  that  it  will  be  major,  and  we 
must  be  alert  to  adjust  our  educational  pro- 
grams appropriately.  Medicare ;  heart,  can- 
cer, and  stroke  centers ;  preventive  care — 
who  really  knows  what  they  will  mean? 
From  the  educational  point  of  view,  I  expect 
that  one  of  the  earliest  and  most  impoi'tant 
effects  will  be  increasing  pressure  on  our 
students  and  residents  for  specialty  training. 

A  final  major  problem  in  medical  schools 
today  is  that  of  striking  a  balance  between 
research  and  teaching.  As  dean  of  an  ambit- 
ious and  forward-looking  medical  school  and 
a  long-time  participant  in  federally  sponsor- 
ed research  programs,  I  would  stoutly  deny 
that  medical  school  research  is  or  has  been 
overemphasized.  But  I  think  it  is  clearly  true 


that  undergraduate  education  has  not  re- 
ceived equally  appropriate  emphasis.  It  is 
not  that  the  education  of  our  students  has 
suffered  through  neglect ;  on  the  contrarj-,  I 
am  certain  that  research  has  benefited  teach- 
ing programs  immensely.  But  I  believe  that 
the  massive  and  overbalanced  support  of  re- 
search has  gradually  changed  the  character 
of  our  medical  schools  in  a  manner  which  is 
less  than  optimal  from  the  standpoint  of  the 
education  of  the  physician. 

Scien tific  Discipline 

I  would  like  to  review  briefly  some  points 
which  I  consider  important  in  relation  to  the 
general  objectives  of  medical  education.  Cer- 
tainly medical  practice  must  rest  upon  a 
scientific  basis  which  becomes  increasingly 
rigorous  as  research  increasingly  dispels  em- 
piricism. Medical  schools  must  inculcate  the 
habits  of  thought  and  study  and  critical  ap- 
praisal which  make  possible  continuing  scien- 
tific practice.  Our  students  must  be  imbued, 
moreover,  with  the  humanitarian  qualities 
which  characterize  the  conscientious  and 
competent  physician.  Most  important,  med- 
ical schools  should  provide  the  environment 
which  fosters  a  genuine  professionalism — 
that  is,  an  environment  in  which  the  student 
develops  a  view  of  himself  in  relation  to  so- 
ciety that  enables  him  to  accept  and  dis- 
charge the  responsibilities  of  his  profession. 
I  hope,  by  the  way,  that  the  latter  will  not  be 
interpreted  as  an  endorsement  of  the  priest- 
hood concept  of  medicine. 

Freedom  of  Choice 

In  spite  of  the  uncertainties  about  the  fu- 
ture, the  questions  about  the  best  way  to 
teach,  and  the  problems  concerning  the  in- 
crease in  information,  there  is,  I  believe,  a 
second  fundamental  objective  of  undergrad- 
uate medical  education  which  is  most  impor- 
tant. This  objective  is  to  bring  the  student, 
by  the  end  of  his  medical  school  years,  to  the 
point  where  he  has  maximum  freedom  of 
choice  in  his  future  career.  Given  the  first 
objective — professional  competence  and  hu- 
manitarianism — it  is  the  second  objective 
which  can  most  usefully  guide  us  as  we 
ponder  our  curriculum  content  and  methods 
of  teaching,  and  which  is  most  important  in 


530 


NORTH  CAROLINA  MEDICAL  JOURNAL 


November.  1966 


our  consideration  of  undergraduate  education 
for  specialty  practice. 

How  do  we  approach  this  objective?  First 
of  all,  we  must  insist  upon  education  in  depth 
in  the  basic  sciences  of  medicine.  These  in- 
clude, in  the  modern  context,  not  only  the  six 
classical  sciences  of  the  freshman  and  soph- 
omore years,  but  also  biostatistics  and  mathe- 
matics, the  concepts  and  content  of  modern 
biolotry,  and  appropriate  courses  in  the  be- 
havioral and  social  sciences. 

Some  will  say  this  will  burden  still  furth- 
er the  already  overcrowded  first  two  years. 
I  acknowledge  the  danger,  and  it  leads  me 
to  say  that  pre-medical  as  well  as  medical 
curricula  must  be  considered  in  the  dis- 
cussion of  medical  education  at  any  level.  It 
is  important  to  keep  in  mind  that  students 
entering  college  these  days  are  often,  though 
admittedly  not  always,  much  further  advanc- 
ed in  mathematics,  biology,  chemistry,  and 
physics  than  were  students  of  earlier  days. 
This  advantage  .should  be  taken  into  account 
in  prescribing  medical  school  admission  re- 
quirements. Moreover,  the  better  preparation 
of  some  of  our  students  should  make  it  pos- 
sible to  offer  a  good  deal  of  our  basic  med- 
ical sciences  as  part  of  the  pre-baccalaureate 
rather  than  the  medical  school  curriculum. 
General  biochemistry,  general  physiology, 
and  some  aspects  of  anatomy  could  be  prop- 
erly so  offered.  Parenthetically,  I  am  sure 
that  recruitment  for  medicine  of  the  better 
students  interested  in  science  suffers  in  col- 
leges where  really  exciting  modern  biology  is 
not  a  part  of  pre-baccalaureate  experience. 
Eager  students  must  see  that  applied  biology, 
which  in  part  medicine  is,  offers  as  much  in- 
tellectual stimulation  and  reward  as  do  phy- 
sics or  chemistry. 

Next,  in  order  to  have  maximum  freedom 
of  choice  on  finishing  medical  school,  the 
student  must  have  as  broad  an  experience  as 
possible  in  all  the  clinical  disciplines.  As  an 
internist,  my  natural  inclination  is  to  consid- 
er that  the  medical  clerkship  is  really  the 
only  clinical  clerkship  a  student  needs.  My 
bad  conscience  about  this  parochialism  was 
considerably  relieved  recently  to  hear  an  ob- 
stetrician say  brazenly  that,  without  ques- 
tion, the  study  of  human  reproduction  alone 


would  adequately  prepare  any  really  compe- 
tent student  for  whatever  career  he  ulti- 
mately chose. 

This  kind  of  dedication  is  very  good  for  the 
student,  and  I  hope  all  our  teachers  feel  the 
same,  but  the  student  should  not  be  denied 
the  opportunity  to  work  and  learn  from  as 
many  different  specialists  as  possible.  Not 
only  does  he  learn  specific  skills,  a  matter  of 
secondary  importance,  but  he  has  a  chance 
to  appraise  the  nature  of  the  specialty,  his 
own  attitude  toward  it,  and  its  relation  to 
the  generality  of  medicine.  Postgraduate 
training  is  Dr.  Thornton's  assignment,  but  it 
is  my  opinion  that  for  most  students,  wide 
experience  in  the  various  specialties  is  more 
appropriate  to  the  undergraduate  years  than 
to  the  internship. 

Returning  to  the  point  just  made,  I  consid- 
er the  medical  specialist's  role  in  teaching 
highly  specialized  skills  secondary  to  impart- 
ing to  the  student  general  principles  pertain- 
ing to  the  specialty  and  relating  it  to  the  rest 
of  medicine.  This  is  the  dilemma  of  the  prac- 
tical versus  the  theoretical  in  our  educational 
endeavor.  Obviously  a  balance  is  required.  In 
part,  it  should  be  decided  by  the  student's 
interests.  The  most  important  thing  is  the 
personality  of  the  teacher:  his  interest,  en- 
thusiasm, and  standards  of  excellence  con- 
tribute in  a  general  way  to  the  development 
of  the  student.  Dr.  Ross  is  exemplary  of  these 
qualities  in  the  highest  degree. 

A  second  point  about  the  role  of  special- 
ists in  undergraduate  education  is  that  they 
are  best  equipped  to  provide  clinical  teaching, 
bringing  to  the  student,  each  in  his  own 
field,  the  most  rigorous  approach,  the  most 
specific  experience,  and  the  greatest  depth  of 
knowledge.  It  is  often  proposed  that  medical 
schools  establish  departments  of  general 
practice.  Although  there  is  value  for  stu- 
dents in  preceptorships  in  general  practice, 
I  do  not  favor  the  establishment  of  such  de- 
partments for  the  reason  that  the  essence  of 
general  practice  would  be  lost  in  the  medical 
school  setting. 

General  practitioners  have  made  worth- 
while contributions  to  medical  education  in 
the  teaching  hospitals,  but  I  believe  that  this 
instruction  should  be  given   under  the  au- 


November.  1966 


UNDERGRADUATE    EDUCATION— TAYLOR 


533 


spices  of  internal  medicine  or  pediatrics.  I 
would  emphasize  the  importance  of  frequent 
contacts  between  students  and  physicians 
during  their  clinical  years,  particularly  in- 
ternists and  family  practitioners  who  are 
primarily  engaged  in  practice  rather  than  re- 
search and  teaching.  Such  contacts  will  help 
to  correct  the  over-balanced  support  of  re- 
search of  the  past  15  years. 

Changes   in  the  Curriculum, 

I  want  to  return  now  to  consideration  of 
changes  in  the  medical  school  curriculum 
which  may  serve  to  meet  the  varied  and  in 
some  respects  conflicting  aims  of  under- 
graduate medical  education.  To  reiterate,  we 
should  first  strive  to  see  that  the  pre-bac- 
calaureate  years  are  used  as  efficiently  as 
possible  for  instruction  in  the  biological 
sciences.  Second,  we  should  maintain  maxi- 
mal flexibility  in  the  medical  curriculum  it- 
self. This  is  referred  to  by  curriculum  re- 
visionists such  as  myself  as  "breaking  the 
lock-step  of  medical  education."  I  think  it  is 
crucial. 

In  the  first  place,  it  is  unrealistic  to  expect 
the  entire  medical  class  to  begin  the  course  on 
September  15,  1966,  and  follow  essentially  an 
identical  experience  until  graduation  four 
years  hence.  The  wisdom  of  varying  the  pace 
is  manifest  by  the  rather  common  experience 
that  students  with  academic  difficulties  who 
repeat  a  year's  work  in  the  classical  curricu- 
lum almost  invariably  succeed  in  graduating 
from  medical  school. 

Third,  I  think  each  of  us  tends  to  over- 
estimate what  we  have  to  teach  in  our  sev- 
eral disciplines.  Difficult  as  the  task  is,  med- 
ical faculties  must  continually  and  critically 
re-evaluate  course  content  in  order  to  achieve 
a  core  of  information  of  manageable  size 
which  will  permit  leisure  in  the  curriculum 
for  elective  courses  and  independent  study. 

Finally,  given  an  adequate  core  curricu- 
lum, students  should  be  able  to  choose  wisely 
and  in  the  best  interest  of  their  own  educa- 
tion from  well  planned  and  diverse  elective 
courses.  Flexibility  in  the  medical  curriculum 
has  several  merits.  The  student  can  set  his 


own  pace;  he  can  choose  elective  courses  in 
areas  where  he  is  weak ;  students  with  vary- 
ing premedical  experience  can  be  accommo- 
dated with  greater  facility  and  profit  in  the 
early  medical  school  years ;  basic  sciences  and 
elective  courses  can  be  introduced  in  the 
clinical  years  at  a  time  when  the  student  may 
find  them  especially  meaningful  in  the  light 
of  advancing  clinical  experience. 

Students  who  can  choose  their  specialties 
early  are  able  to  plan  their  medical  school 
work  more  intelligently.  To  me  an  intriguing 
possibility  of  the  more  flexible  curriculum  in 
the  light  of  advanced  pre-baccalaureate 
scientific  training  is  advancement  of  the  en- 
tire educational  process  so  that  the  senior 
year  can  be  made  much  more  like  an  intern- 
ship than  a  clinical  clei'kship.  Already  in 
many  schools  selected  senior  students  are 
able  to  serve  with  full  confidence  as  substi- 
tute interns,  and  I  think  it  not  inconceivable 
that  in  some  cases  the  internship  year  as 
presently  arranged  might  be  replaced  by  the 
first  year  of  specialty  residency  training. 
This  would  be  an  important  step  in  advanc- 
ing training  for  specialty  practice. 

Summary 

To  summarize  these  remarks,  a  number  of 
principles  are  offered  as  guidelines  to  re- 
vision of  medical  school  curriculums.  First 
the  undergraduate  years  must  provide  edu- 
cation rather  than  training.  The  education 
must  be  broad  yet  rigorous.  The  attainment 
of  special  skills  and  technical  competence 
should  be  done  largely  in  the  internship  and 
residency.  The  specialist  is  essential,  how- 
ever, to  undergraduate  education,  for  he 
alone  can  bring  to  the  student  the  depth  of 
knowledge  required  in  his  own  field. 

The  curriculum  must  give  to  the  student 
the  opportunity  to  see  all  areas  of  medical 
practice  so  that  he  may  see  how  each  relates 
to  the  other  and  to  the  whole,  and  thus  be 
able  to  make  for  himself  an  intelligent  choice 
as  to  a  career.  Finally,  flexibility  must  be  a 
key  objective.  Its  attainment  will  provide, 
among  other  things,  balanced  education  on 
the  undergraduate  level  for  specialty  prac- 
tice. 
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The  wide  diversity  of  opinions  as  to 
what  an  obstetrician  and  gynecologist  should 
be  complicates  the  discussion  of  residency 
training  for  this  specialty.  Every  physician 
who  is  responsible  for  a  residency  program 
has  his  own  ideas  as  to  the  education  and 
training  necessary  to  produce  the  desired 
product.  There  is  obvious  dissatisfaction 
with  the  present  situation,  and  efforts  have 
been  made  to  study  the  many  facets  of  post- 
graduate education  in  this  specialty.  As  re- 
cently as  November,  1965,  the  Inter-Society 
Confei-ence  on  Residency  Education,  repre- 
senting ten  organizations,  met  in  Chicago  to 
discuss  such  varied  aspects  of  the  matter  as : 

1.  Related   basic   science  teaching   in  the 
residency  program. 

2.  The   18  months   obstetrics,   18  months 
gynecology  division  of  clinical  training. 

3.  Advanced   clinical   training   and   certi- 
fication in  special  fields. 

4.  Research  training  in  the  residency  pro- 
gram. 

5.  In-course  evaluation  of  residency  train- 
ing. 

6.  Qualification   of  the   program   director 
and  staff. 

7.  Ways  and  means  of  remedying  educa- 
tional deficits. 

8.  Methods   of  evaluation   and   review   of 
programs. 

The  number  and  complexity  of  these  prob- 
lems suggest  that  it  will  take  time  to  find 
answers  to  all  of  them.  Thus  I  thought  it 
might  be  more  constructive  to  point  out  some 
of  the  areas  which  will  determine  the  growth, 
direction,  and  influence  of  the  discipline  of 
of  obstetrics  and  gynecology  in  a  changing 
w'orld  of  medical  education  and  patient  care. 

Attraction   of   Talented  Students 
Through  a  process  of  slow  evolution  the 
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discipline  of  obstetrics  and  gynecology  is  now 
considered  one  of  five  major  departments  in 
the  organization  of  the  clinical  program  of  a 
medical  school.  This  recognition  is  commend- 
able and,  I  believe,  deserved,  but  consider- 
able effort  will  be  required  if  our  specialty 
is  to  be  accepted  and  accorded  the  same  stat- 
us as  that  enjoyed  by  medicine  and  surgery. 
In  order  to  attract  talented  young  men  it 
is  essential  that  members  of  the  department 
have  some  direct  contact  with  the  student 
early  in  his  medical  course.  This  cannot  be 
accomplished  by  an  occasional  formal  lecture 
during  the  first  two  years  of  medicine  (See 
Table  1 ) . 

Table  1 

Clock    Hours    Taught    by    Clinical    Departments    in 
the   First   Two   Years   of   Medical   School 


Department 

Percent  of 
Schools 

Average 

Range 

Medicine 

97 

186 

20-366 

Surgery 

69 

46 

10-126 

Obstetrics 

52 

26 

9-64 

Pediatrics 

37 

26 

4-63 

Psychiatry 

100 

76 

160 

Radiology 

34 

15 

3-70 

Preventive   medicine 

89 

.59 

16-173 

History  of  medicine 

11 

24 

11-60 

Conjoint  courses 

39 

100 

6-354 

Source:   U.  S.  Public 

Health  Service  compilation  from 

catalogs  of  60  medical  schools. 

The  present  deficiency  in  personal  contact 
becomes  more  serious  with  the  present  trend 
in  medical  education  which  permits  the  stu- 
dent to  select  earlier  in  his  career  the  spe- 
cialty he  washes  to  pursue  and,  by  the  pro- 
cess of  election,  to  eliminate  some  of  the 
traditional  subjects  now  being  taught  to  all 
students. 

We  have  planned  an  experimental  five- 
w-eek  course  at  the  University  of  Virginia 
which  will  permit  all  the  clinical  department'; 
more  personal  contact  with  the  student  in 
his  second  year.  This  course  will  be  devoted 
to  mechanisms  of  disease  and  physical  diag- 
nosis, and  is  so  arranged  that  all  clinical  de- 
partments will  participate.  Traditionally,  the 
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introduction  to  clinical  medicine  has  been 
conducted  chiefly  by  the  department  of  in- 
ternal medicine. 

The  present  limited  contact  with  the  stu- 
dent continues  into  the  last  two  years  of  med- 
icine (Table  2) ,  and  in  some  departments  the 

Table  2 

Weeks  in  Clinical  Subjects  in  the  Last 

Two  Years  of  Medical  School 

Weeks  of  Inpatient 
Training 
Average  Range 

20  12-35 

17  8.5-24 

9  3-15 

9  4-19 

6  0.5-13 


Department 

Medicine 

Surgery 

Obstetrics 

Pediatrics 

Psychiatry 

Source:   U.  S.  Public  Healtli  Service  compilation  from 

catalogs  of  43  medical  schools. 

student's  first  contact  with  obstetric  or  gyne- 
cologic patients  occurs  in  his  senior  year. 
This  actually  means  that  some  students  have 
no  contact  with  obstetric  or  gynecologic  pa- 
tients until  the  last  few  weeks  of  their  under- 
graduate education.  By  this  time  most  stu- 
dents have  selected  the  field  in  which  they 
wish  to  obtain  additional  training  or  post- 
doctural  education. 

Emphasis  on  Teaching  and  Research 
Not  until  recent  years  has  obstetrics  and 
gynecology  been  considered  anything  other 
than  a  patient-service  department.  This  is 
an  area  in  which  we  need  not  apologize,  how- 
ever, as  witnessed  by  the  improvements  in 
maternal  care  and  the  significant  reduction 
in  maternal  mortality,  developments  in  pre- 
ventive medicine  which,  if  ideally  utilized, 
would  virtually  eliminate  deaths  from  cer- 
vical cancer,  and  the  improvements  in  pre- 
operative and  postoperative  care  with  a 
marked  decrease  in  morbidity  and  mortality 
rates. 

More  recently  there  has  been  greater  em- 
phasis on  teaching  and  research,  with  realiza- 
tion of  the  tremendous  opportunities  they 
offer.  In  a  recent  discussion  on  "Surgical 
Teaching  of  the  Undergraduate,"  Dr.  Engle- 
bert  Dunphy,  past  president  of  the  American 
College  of  Surgeons,  cited  the  surgical  ward 
as  the  ideal  place  for  the  student  to  learn  hu- 
mility, responsibility,  loyalty,  and  charity. 
Sir  John  Bruce,  past  president  of  the  Royal 


College  of  Surgeons  of  Edinburgh,  speaking 
at  the  same  conference,  felt  that  this  same 
area  provided  the  ideal  environment  in  which 
to  expose  the  undergraduate  to  advances  in 
medical  science  as  well  as  the  pathology  and 
physiology  of  disease.  Each  felt  that  educa- 
tors were  missing  a  great  opportunity  in  not 
taking  full  advantage  of  these  possibilities.  I 
believe  that  the  statements  also  apply  to  ob- 
stetrics and  gynecology. 

In  order  to  take  advantage  of  these  op- 
portunities for  undergraduate  teaching,  an 
adequate  faculty  is  essential.  In  my  opinion, 
the  proposals  for  meeting  faculty  needs  sug- 
gested for  new  medical  schools  by  the  Public 
Health  Service  in  cooperation  with  the  Ad 
Hoc  Committee  on  Medical  School  Architec- 
ture of  the  Association  of  American  Medical 
Colleges  and  the  American  Medical  Associa- 
tion are  totally  unrealistic    (Table  3).  The 


Table  3 

Assumed  Faculty 

Department 

Entering  Class 

Entering  Class 

of  64  Students 

of  96  Students 

Medicine 

18 

25 

Surgery 

15 

21 

Pediatrics 

5 

8 

Obstetrics 

3 

4 

Psychiatry 

10 

14 

Radiology 

5 

7 

Preventive  medicine  4  6 

Source:   U.  S.  Public  Health  Service. 

suggested  size  of  the  full-time  obstetric  and 
gynecologic  faculty  would  relegate  the  de- 
partment to  a  patient  service,  with  little  op- 
portunity for  development  in  teaching  and 
research. 

I  am  happy  to  note  that  Dean  Taylor  ex- 
pects more  of  the  department  at  the  Uni- 
versity of  North  Carolina,  which  I  under- 
stand will  have  from  eight  to  nine  full-time 
faculty  members.  This  obviously  will  re- 
quire a  larger  budget  than  that  enjoyed  by 
this  department  in  many  other  schools, 
which  often  must  operate  on  the  smallest 
budget  of  any  major  department  in  the  med- 
ical school.  Although  the  number  of  budgeted 
positions  in  obstetrics  and  gynecology  has  in- 
creased during  the  past  five  years,  the  in- 
crease is  less  dramatic  than  that  seen  in 
medicine,  pediatrics,  or  psychiatry.  Some  40 
of  the  563  budgeted  positions  in  our  specialty 
in  the  84  schools  offering  a  full  four-year 
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Table  4 
Residencies    in    Obstetrics    and    Gynecology 


Approved 
Programs 

434 
*377) 


Total 
Offered 

9/1/64 
2.806 


Nonforeign 
Graduates 

1878 


Foreign 
Graduates 

622 


Total 
FiUed 

2500 


Percentage 
Filled 

89 


Percentage  of 
Foreign  Graduates 
in   Filled   Positions 

25 


Total    Positions    Offered    1966-1967 2842 

Graduates    1964-1965    7409 


Source;  Jouinal  of  tfie  American  Medical  Association,  vol.  194.  page  771. 


program  are  now  unfilled.  This  is  a  serious 
problem  in  view  of  the  fact  that  14  additional 
schools  have  publicly  announced  their  com- 
mitment to  establish  a  new  medical  school 
within  the  reasonable  future. 

Regarding  the  importance  of  teaching, 
Dael  Wolfle,  in  a  recent  article  in  Science, 
said :  "The  advantage  that  the  researcher 
has  over  the  teacher  in  gaining  repute  out- 
side his  own  institution  has  been  increased  in 
recent  years  by  the  large  amount  of  e.xternal 
money  available  for  research,  the  national 
review  system  under  which  much  of  that 
money  is  granted,  and  the  emphasis  given  re- 
search by  federal  agencies  and  universities." 
He  observes  that  "Recent  reports,  com- 
ments and  editorials  from  a  variety  of 
sources  have  warned  that  a  better  balance 
must  soon  be  restored,"  and  that  the  need  is 
"for  more  emphasis  on  good  teaching." 

Challencjes  to  Residency  Programs 

The  1965  Directory  of  Approved  Intern- 
ships and  Residencies  lists  377  approved  pro- 
grams in  obstetrics  and  gynecology.  In  the 
majority  of  these  programs  the  resident  can 
complete  his  training  with  18  months  of  clin- 
ical obstetrics  and  18  months  of  gynecology 
in  the  usual  period  of  three  years.  Eighty- 
four  programs,  as  a  result  of  limited  clinical 
material  or  the  desire  to  permit  the  resident 
some  experience  in  related  fields,  require 
four  years  for  completion  and  to  meet  the 
requirements  for  certification  by  the  Amer- 
ican Board  of  Obstetrics  and  Gynecology.  In 
a  day  when  time  and  speed  seem  so  impor- 
tant, it  might  be  mentioned  that  the  four- 
year  programs  must  meet  stiff  competition. 

The  data  shown  in  Table  4  are  of  interest 
both  to  medical  faculties  and  to  those  primar- 
ily responsible  for  training  programs.  We 
must  satisfy  both  requirements  with  the  lim- 
ited supply  of  available  residents.  Since  many 


of  the  foreign  nationals  in  the  programs  at 
present  will  return  to  their  countries  after 
completing  the  residency,  we  must  primarily 
depend  on  our  native  graduates  to  meet  the 
needs  of  medical  education  as  well  as  patient 
care.  I  believe  the  data  in  this  chart  will  indi- 
cate to  our  friends  who  are  practicing  in  non- 
affiliated centers  that  they  are  receiving 
their  fair  share  of  young  men  intere.sted  in 
obstetrics  and  gynecology,  but  that  the  num- 
ber of  graduates  selecting  this  discipline  is 
relatively  small. 

Within  another  six  months  gynecology,  if 
not  obstetrics,  may  meet  another  challenge 
from  the  implementation  of  federal  medical 
assistance  to  the  aged.  Voluntary  third-party 
payment  plans  have  already  presented  a 
threat  to  training  programs  in  surgery  and 
allied  specialties.  The  intei'nist  and  pedia- 
trician have  rarely  appreciated  this  problem, 
since  their  patients  can  be  utilized  effectively 
by  a  number  of  individuals  in  training.  This 
is  not  the  case  in  surgery  where  the  young 
resident  needs  to  actually  perform  proced- 
ures in  order  to  become  competent  in  his 
field.  It  is  not  unreasonable  to  expect  that 
within  the  next  five  or  ten  years  all  hospital 
patients  will  be  covered  by  some  form  of 
third  party  payment,  and  the  ward  or 
staff  patient  who  has  been  the  cornerstone 
of  training  in  surgery  and  allied  specialties 
will  no  longer  be  available  for  training  pur- 
poses. 

It  is  essential  that  we  have  the  under- 
standing and  cooperation  of  the  entire  med- 
ical profession  if  we  are  to  solve  these  prob- 
lems. The  present  policy  of  some  Blue  Shield 
plans,  established  by  the  profession,  will  not 
permit  payment  for  services  rendered  by  the 
resident  even  though  the  patient  is  admitted 
to  the  ward  or  staff  service.  Several  mech- 
anisms may  be  worked  out  whereby  the  resi- 
dent in  training  would  become  the  sole  re- 
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cipient  of  the  benefits  of  any  fee  for  service 
rendered  under  these  circumstances,  but  this 
matter  will  require  the  sympathetic  under- 
standing and  approval  of  the  medical  policy 
boards  of  these  plans. 

The  federal  fee  for  professional  service 
poses  an  even  greater  threat  to  residency 
training.  If  the  present  policy,  which  re- 
quires the  statement,  "I  am  not  an  intern,  a 
resident,  or  otherwise  in  training  status," 
is  extended  to  other  federal  programs,  it  will 
exclude  another  group  of  patients  from  the 
resident's  service.  Some  of  these  difficulties 
can  be  avoided  by  giving  the  chief  resident  a 
staff  appointment  as  obstetrician  and  gyne- 
cologist. Unfortunately  it  will  not  completely 
solve  the  problem,  and  it  will  be  necessary  to 
gain  acceptance  of  a  new  definition  for 
"training  status." 

Finally  we  need  to  say  something  about 
the  average  stipend  received  by  the  resident 
in  obstetrics  and  gynecology.  Salaries  in  the 
affiliated  programs  are  frequently  unreal- 
istic and  do  not  take  into  account  the  valu- 
able contribution  he  makes  to  undergraduate 
education.  In  addition  he  is  in  an  unfavor- 
able position  with  regard  to  residents  in  oth- 
er disciplines  in  the  same  hospital,  who  are 
supported  by  a  federal  program  paying  two 
or  three  times  more  than  the  salary  he  re- 
ceives. One  of  the  reasons  for  continuing  this 


system  is  our  reluctance  to  change  policies 
which  have  been  in  operation  for  20  or  30 
years.  The  present  resident  is  usually  mar- 
ried, has  one  or  more  children,  and  finds 
himself  in  greater  financial  stress  than  the 
unmarried  resident  of  the  past  who  received 
a  monthly  salary  of  $50  to  $100. 

Some  of  the  inequities  in  the  affiliated  pro- 
grams can  be  corrected  if  the  medical  schools 
will  recognize  the  importance  of  the  resident 
as  a  teacher  and  will  assume  some  of  the  re- 
sponsibility for  his  salary.  This  problem  is 
less  serious  in  the  nonaffiliated  programs 
where  residents  in  general  receive  a  more 
realistic  salary. 

Conclusion 

Some  aspects  of  residency  training  in  ob- 
stetrics and  gynecology  require  improve- 
ment if  the  discipline  is  to  play  its  proper 
role  in  patient  care,  teaching  and  research.  I 
have  tried  to  discuss  these  problems  realistic- 
ally but  not  pessimistically  since  they  must 
be  recognized  and  understood  before  they  can 
be  solved. 

I  would  like  to  close  with  a  quotation  from 
the  late  General  Harbord:  "The  roads  you 
travel  so  briskly  lead  out  of  dim  antiquity, 
and  you  study  the  past  chiefly  because  of  its 
bearing  on  the  living  present  and  its  promise 
for  the  future." 


It  is  a  reproach  to  learning  that  any  of  her  votaries,  to  relieve  the  mind  after  study, 
should  betalie  themselves  to  the  use  of  strong  liquors.  This  indeed  is  a  remedy;  but  it  is  a 
desperate  one,  and  always  proves  destructive.  Would  such  persons,  when  their  spirits  are 
low,  get  on  horseback  and  ride  ten  or  a  dozen  miles,  they  would  find  it  a  more  effectual 
remedy,  than  any  cordial  medicine  or  strong  liquors.— William  Buchan:  Domestic  Medicine, 
or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicine,  etc. 
Philadelphia,  Richard  Folwell,  1799,  p.  59. 
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John  M.  Parks,  M.D. 
Washington,  D.  C. 


Among  modern  men  of  medicine  no  one 
better  embodies  the  concept  of  keeping  cur- 
rent than  Dr.  Robert  A.  Ross.  Throughout  his 
43  years  as  a  physician  he  has  frequently 
been  ahead — never  behind — and  always  cur- 
rent with  the  society  and  the  science 
of  which  he  has  been  a  part.  A  survey  of  his 
many  publications  shows  that  in  the  thir- 
ties he  had  an  interest  in  the  Keilland  for- 
ceps, occiput  posterior  eclampsia,  lipiodal 
roentgenography,  marriage  counselling,  ov- 
arian function,  and — I  especially  like  the 
title  of  this  paper — "Granny  Grandiosity." 

While  at  Duke  University  in  the  forties,  he 
made  fundamental  contributions  to  our 
knowledge  of  endocrinology,  sex  endocrine 
therapy,  genital  infections  and  malignancies, 
and  toxemia  of  pregnancy. 

In  1952  he  returned  to  his  alma  mater,  the 
University  of  North  Carolina,  where  he  de- 
veloped a  strong  new  Department  of  Obste- 
trics and  Gynecology.  As  evidence  of  the 
timeliness  of  his  thinking,  the  title  of  his 
three  most  recent  papers  are  "Phagocytes  in 
Host  Parasite  Interactions,"  "Intrauterine 
Contraceptives,"  and  "The  Care  of  the  Eld- 
erly Female."  Who  could  be  more  current! 

But  this  quality  of  keeping  up  with  scien- 
tific progress,  of  perfecting  and  projecting 
a  characteristic  personal  and  professional 
identity,  requires  the  ability  to  read  volumin- 
ously, to  listen  intently,  to  see  clearly,  to 
think  independently,  and  to  speak  explicitly. 
Robert  A.  Ross  has  these  multiple  abilities  in 
abundance.  He  is  a  scholarly  scientist,  a  true 
teacher,  an  excellent  writer,  and  a  superb 
speaker.  He  has  a  contagious  cheerfulness 
coupled  with  intense  loyalties.  In  addition  to 
the  five  natural  senses  we  are  born  with, 
"Daddy"  Ross  possesses  a  sixth  sense  second 
to  none — a  phenomenal  sense  of  humor.  His 
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humor  adds  to  the  learning  of  those  about 
him  and  reassures  those  who  depend  upon 
him  for  the  maintenance  of  their  health. 

As  teachers  of  medicine,  learning  and 
health  are  our  two  major  responsibilities. 
Health  is  man's  most  important  possession. 
There  are  ample  reasons  for  the  public  to  be 
interested  in  and  the  profession  concerned 
about  keeping  current  with  medical  progress. 
Health  has  been  categorized  into  ages  and 
diseases,  specialties  and  procedures,  all  of 
which  are  on  public  display.  The  pressures  of 
public  opinion  are  having  an  increasing  influ- 
ence on  the  activities  of  the  medical  pro- 
fession. Madison  Avenue  promoters  have 
placed  "tappers"  in  our  refrigerators  and 
"tigers"  in  our  tanks.  Equally  capable  pro- 
moters and  writers,  with  and  without  med- 
ical degrees,  keep  a  constant  flow  of  scien- 
tific information  about  health  before  the 
American  people.  Nearly  every  daily  news- 
paper contains  a  health  column.  Magazines, 
radio,  and  television  maintain  an  intense 
public  interest  in  medicine.  The  pulse  of 
astronauts  and  the  medical  histories  of  pub- 
lic figures  have  personal  meaning  to  a  large 
segment  of  the  population. 

As  physicians  we  may  feel  strongly  about 
what  should  or  should  not  be  publicized,  but 
public  knowledge  about  medical  care  can  be 
helpful.  In  our  own  specialty  we  recall  the 
pressure  put  upon  many  of  us  to  accept  the 
advantages  of  routine  Papanicolaou  smears. 
This  procedui'e  has  paid  large  dividends  in 
health  to  thousands  of  women.  More  recently, 
Dr.  Albert  Sabin  has  demonstrated,  not  only 
great  ability  as  a  scientist,  but  unflinching 
courage  and  masterful  statesmanship  in  the 
promotion  of  health  measures  which  have 
virtually  eliminated  poliomyelitis  in  our 
country.  The  strong  tides  of  public  opinion 
are  forcing  changes  in  laws  governing  birth 
control.  Population  profiles  will  not  be  modi- 
fied without  public  knowledge  and  accep- 
tance of  methods  of  birth  control. 
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Physicians  have  ethical  qualms  about  pub- 
licity; it  often  frightens  them.  They  fear  be- 
ing quoted  out  of  context  and  being  criticized 
by  their  colleagues  for  self-advertisement. 
From  the  journalist's  point  of  view  this  is 
absurd.  Nothing  that  is  news  can  be  kept  out 
of  print;  anything  that  is  not  news  cannot  be 
gotten  in.  But  we  are  not  very  comfortable 
when  we  are  told,  especially  by  laymen,  about 
our  country's  large  number  of  mental  defec- 
tives, about  the  rising  incidence  of  venereal 
diseases,  about  our  neonatal  mortality,  or 
about  the  appalling  loss  of  lives  from  heart 
disease,  cancer,  and  stroke. 

As  physicians  we  subconsciously  feel  re- 
sponsible for  everyone's  health  and  readily 
rise  to  the  defense  of  our  profession.  But 
defense  is  not  the  answer.  We  need  to  coop- 
erate with  the  fast-moving  forces  of  modern 
communication,  for  they  are  having  an  in- 
creasing influence  on  our  profession.  It  is 
essential  that  members  of  medical  societies 
and  faculties  of  m.edical  schools  cooperate 
closely  with  the  press  to  bring  to  public  at- 
tention features  of  medical  education,  re- 
search, and  practice  that  will  be  of  greatest 
benefit  to  humanity.  One  of  the  frequently 
cited  problems  of  our  eruptive  scientific  age 
is  the  gap  between  the  discovery  of  useful 
knowledge  and  its  full  application  to  all  the 
people.  The  public  has  presented  strong  de- 
mands to  the  89th  Congress  that  social  ad- 
vances be  made  immediately  available  to 
everyone.  Senator  Hill  has  said,  "Our  reach 
exceeds  our  grasp."  A  discussion  of  recent 
health  legislation  is  not  germane  to  this  pro- 
gram except  to  say  that  with  greater  public 
interest  in  health  affairs,  it  will  be  more  im- 
portant than  ever  that  physicians  keep  cur- 
rent. They  must  actively  share  in  the  social 
as  well  as  the  professional  responsibilities  of 
their  communities. 

Health  has  become  one  of  our  largest  busi- 
nesses. Total  expenditures  in  the  United 
States  for  health  and  medical  services  con- 
tinue to  increase.  They  now  absorb  more  than 
5%  of  the  gross  national  product.  Govern- 
mental expenditures  at  all  levels  have  been 
rising,  but  for  the  past  ten  years  the  ratio 
of  governmental  expenditures  has  remained 
at  about  24  7f.  This  level  will  undoubtedly 


change  when  Medicare  and  the  health  fea- 
tures of  the  poverty  program  go  into  full 
effect. 

Multiple  interests  in  health  have  produced 
volumes  of  new  scientific,  social,  and  eco- 
nomic information  that  directly  influence  the 
lives  of  physicians.  Selectivity  in  what  we 
read,  listen  to,  see  and  evaluate  is  becoming 
increasingly  important.  No  one  can  possibly 
read  all  that  is  written  in  his  own  field,  let 
alone  that  of  all  of  medicine.  Useful  articles 
are  widely  distributed  in  many  journals.  Con- 
densations, surveys,  year  books,  reviews,  and 
medical  digests  represent  convenient  forms 
of  selectivity  for  the  busy  scientist-practi- 
tioner. But  it  is  difficult  at  times  to  separate 
scientific  articles  from  advertisements,  and 
in  condensations  an  entire  concept  may  be 
distorted  by  lifting  material  out  of  context. 
The  automated  reproduction  of  printed  ma- 
terials has  improved  communication  im- 
mensely, and  computers  are  now  capable  of 
selecting  and  sorting  useful  information  in- 
finitely faster  than  any  man's  mind.  How 
may  we  best  use  scientific  and  educational 
processes  to  keep  current  and  still  have  time 
to  enjoy  our  lives  as  physicians? 

It  has  been  estimated  that  9  Or  of  our  wak- 
ing hours  is  spent  in  writing,  16%  in  speak- 
ing, and  45%  in  listening.'  We  tend  to  teach 
by  reading,  writing  and  speaking,  but  the 
largest  segment  of  our  learning  time  is  de- 
voted to  listening.  The  greatest  art  in  medical 
practice  is  the  ability  to  give  undivided  at- 
tention to  the  individual  patient.  Impatient 
listening  on  the  part  of  the  physician  is 
quickly  sensed  by  the  patient  and  others 
concerned. 

Reading  and  listening  are  intake  proced- 
ures, whereas  writing,  speaking,  and  operat- 
ing are  output  procedures.  Each  is  dependent 
upon  the  others,  and  since  listening  is  the 
most  frequently  used  process  in  learning, 
there  should  be  ways  to  improve  our  listen- 
ing habits. 

The  brain  is  capable  of  receiving  words 
four  times  faster  than  the  average  person 
speaks.  Communication  speeds  for  speaking 
have  been  estimated  at  150  words  per  minute. 
It  is  easy  for  each  of  us  to  list  our  poor  lis- 
tening habits ;   perhaps  the  worst  habit  is 
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mind-wandering.  Professor  Ralph  Nichols  of 
the  University  of  Minnesota  sees  an  advant- 
age in  being  able  to  listen  faster  than  the 
speaker  can  talk :  He  says  that  it  gives  time 
to  "think  between  the  lines."-  He  believes 
that  by  thinking  we  can  learn  more  than  we 
actually  hear,  and  suggests  the  following 
procedures  for  making  listening  more  profit- 
able: 

1.  Anticipate    points    and    then    compare 
ideas 

2.  Sift  the  facts  and  weigh  the  evidence 

3.  Make  mental  summaries  of  thoughts  ex- 
pressed vei'sus  your  own  opinions. 

These  procedures  keep  the  mind  centered  on 
the  subject. 

The  style  and  substance  of  speaking  influ- 
ence the  ability  to  listen.  Sitting  next  to  Dr. 
William  Mengert  at  a  medical  meeting,  I 
noticed  that  in  the  course  of  a  particular 
speech  he  repeatedly  punched  a  stop  watch. 
When  the  meeting  was  over  I  asked  for  an 
explanation.  He  said,  "I  was  recording  the 
'as  you  knows'  and  the  'ahs  and  uhs.'  They 
took  up  15  minutes  of  the  speaker's  time." 

A  part  of  our  new  mechanical  age  will  con- 
sist of  edited  scientific  talks  where  filler 
words  are  removed,  the  essence  of  the  pre- 
sentation is  retained,  and  if  indicated  the 
voice  is  speeded  up.  The  condensed  taped  talk 
will  be  fitted  into  a  convenient  small  cannis- 
ter  for  home,  office,  or  auto  use.  The  Ford 
Motor  Company  has  introduced  a  built-in 
high  fidelity  speaker  into  which  a  small  can- 
nister  containing  taped  recordings  can  be 
placed.  There  is  no  reason  why  this  equip- 
ment cannot  be  used  for  taped  lectures  as 
well  as  for  music. 

When  a  speaker  uses  slides  or  motion  pic- 
tures he  communicates  more  effectively.  See- 
ing and  hearing  demand  more  attention  than 
listening  and  writing.  When  a  slide  is  pro- 
jected on  a  screen,  we  "read"  the  picture 
while  listening  to  the  description.  Medical 
educators  can  profitably  use  some  of  the 
techniques  of  the  television  and  motion  pic- 
ture industry. 

The  new  Fairchild  Mark  IV  projector  with 
self-contained  screen  makes  it  possible  to  use 
natural  color  8-mm  film,  loop-loaded  in  plas- 
tic cannisters  for  easy  daylight  showing  in  a 
machine  slightly  larger  than  an  x-ray  view- 
ing box.  Short,  single-concept  films  lasting 


5,  10,  or  15  minutes  can  increase  immensely 
the  effectiveness  of  time  spent  in  learning. 
These  machines,  built  for  self-operation,  can 
be  used  in  medical  libraries,  offices,  or  clin- 
ics. The  entire  course  of  a  disease  can  be 
demonstrated  within  5  to  10  minutes.  For  ex- 
ample, all  the  significant  features  of  leprosy 
have  been  recorded  on  an  8-minute  film  rep- 
resenting a  digest  of  a  much  longer  one. 

At  the  George  Washington  University  Air- 
lie  Center  we  have  produced  for  the  Com- 
municable Disease  Center  of  the  Public 
Health  Service  17  short  films  on  venereal 
disease,  each  of  which  contains  material  that 
would  take  hours  to  read  in  the  library  or  see 
in  a  clinic.  Condensed  films  for  easy  self- 
teaching  will  become  important  learning  tools 
for  all  medical  scholars.  It  is  easy,  too,  to 
visualize  the  information  that  such  films 
could  provide  patients  waiting  in  physicians' 
offices.  Procedures  such  as  self-examina- 
tion of  the  breasts,  self-administration  of  in- 
sulin, and  prescribed  exercises  that  physi- 
cians, nurses,  and  technicians  spend  time  in 
teaching  could  be  learned  from  concise  films 
made  readily  available  for  patient  review. 

If  I  have  dwelled  rather  heavily  on  the 
mechanics  of  learning.  I  did  so  intentionally 
for  we  are  living  in  a  mechanical  age.  Our 
minds,  our  emotions,  our  practices,  our  ways 
of  life  are  bound  to  be  profoundly  influenced 
by  a  rapidly  advancing  scientific  society.  To 
keep  current  today  and  tomorrow  we  must 
find  simplicity  and  usefulness  in  our  methods 
of  communication. 

In  the  words  of  Gilett  Burgess  : 

Life  is  too  short  for  regrets. 

Living  is  the  pursuit  of  fun. 

It  you  want  money  you  specialize.  But 

If  you  want  fun  you  create  new  things. 

As  new  things  are  needed  in  medicine  they 
will  be  developed  through  forward  thinking. 
As  physicians  we  all  have  an  opportunity  to 
promote  health  and  well-being  in  our  pa- 
tients, but  few  of  us  have  the  ability  to  pro- 
ject into  our  professional  lives  the  scholarly 
optimism  that  is  so  characteristic  of  Dr. 
Robert  A.  Ross. 
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ROBERT  ALEXANDER  ROSS,  M.D. 

That  "Daddy  Ross"  is  to  be  the  next  presi- 
dent of  the  Medical  Society  of  the  State  of 
North  Carolina  is  appropriate  recognition  of 
a  man  who  has  devoted  his  life  to  advancing 
the  standards  of  medical  care  and  the  status 
of  physicians  in  his  native  state;  a  warm  and 
friendly  man  who  says  the  right  thing  at  the 
right  time ;  a  man  with  an  inherent  sense  of 
humor  and  a  deep  understanding  of  those 
about  him — their  problems  and  ambitions, 
their     accomplishments     and     frustrations. 


their  abilities  and  limitations.  On  many  oc- 
casions his  remarks  have  given  rise  to  gen- 
eral amusement  and  even  hilarity  for  audi- 
ences of  physicians  who  realized  somewhat 
later  that  they  had  been  evaluated  and  found 
lacking;  that  they  had  been  called  to  task 
and  given  a  basis  for  improving  the  care  of 
their  patients — but  with  such  empathy  that 
his  hearers  could  feel  only  gratitude  and  de- 
termination to  meet  the  challenge.  It  can  be 
said  with  certainty  that  on  such  occasions  his 
message  was  always  clear  and  he  received 
the  undivided  attention  of  his  audience. 

Daddy  Ross's  efforts  in  the  education  of 
those  about  him  have  been  continuous,  and 
his  relationships  with  young  and  old,  in  all 
branches  of  medicine,  have  made  him  a  re- 
spected and  beloved  leader.  All  know  that 
they  can  depend  upon  receiving  a  helping 
hand  in  time  of  need  and  that  his  friendship 
never  wavers. 

His  concern  with  the  medical  problems  of 
women  and  investigations  of  major  trends 
and  influences  in  the  health  field  led  to  num- 
erous publications  in  regional  and  national 
medical  journals.  These  writings  dealt  with 
the  diagnosis  and  treatment  of  toxemia  of 
pregnancy,  pelvic  cancer,  maternal  and  peri- 
natal mortality  and  morbidity,  and  many 
other  topics. 

National  recognition  and  a  position  of 
leadership  in  obstetrics  and  gynecology  pro- 
perly came  to  Daddy  Ross  early  in  his  career. 
He  was  the  first  North  Carolinian  to  re- 
ceive the  honor  of  membership  in  the  Amer- 
ican Association  of  Obstetricians  and  Gyne- 
cologists and  the  American  Gynecological 
Society.  He  was  also  a  charter  member  of  the 
American  Board  of  Obstetrics  and  Gynecol- 
ogy, a  member  of  the  American  College  of 
Obstetricians  and  Gynecologists,  the  South 
Atlantic  Association  of  Obstetricians  and 
Gynecologists,  and  other  organizations,  hold- 
ing important  offices  and  appointments  in 
all  of  them. 

The  physicians  of  North  Carolina  have 
honored  Daddy  Ross  in  making  him  their 
President.  In  so  doing  they  have  honored 
themselves  and  the  Medical  Society  of  the 
State  of  North  Carolina. 

Frank  R.  Lock,  M.D. 
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DISCRIMINATION  IN  THE  AUTOPSY 
ROOM 

The  records  of  the  autopsy  service  of  the 
North  Carolina  Baptist  Hospital  indicate 
that  60'r  of  those  on  its  rolls  are  males. 
Similar  observations  apply  to  most  general 
hospitals.  The  reason  for  the  male  prepond- 
erance cannot  be  definitely  stated,  and  any 
opinion  voiced  is  bound  to  lead  to  charges 
of  misogyny,  cynicism,  curmudgeonliness,  or 
what  not — all  of  which  may  be  justified.  De- 
spite the  risk  involved,  a  few  opinions  can  be 
ventured. 

Perhaps  the  likeliest  explanation,  in  keep- 
ing with  our  editorial  of  a  few  months  ago, 
"The  Practical  Female,"  is  that  women  are 
less  sentimental  than  men.  When  a  husband 
dies,  his  wife,  dearly  attached  to  him  though 
she  may  have  been,  feels  that  the  only  use- 
ful purpose  his  body  may  now  serve  is  to  edu- 
cate physicians  and  other  medical  people.  She 
therefore  permits  an  autopsy.  When  a  wife 
dies,  on  the  other  hand,  the  hu.sband  can- 
not be  that  objective  and  is  less  likely  to 
agree. 

Another  possibility  is  that  children,  with 
greater  sentimental  attachment  to  mother 
in  most  cases,  prevail  upon  father  not  to  per- 
mit an  autopsy,  but  do  not  go  to  similar 
lengths  when  father  dies.  Such  an  attitude  is 
aided  by  the  matriarchal  trends  which  Philip 
Wylie  gi'oups  under  the  label  "momism" 
(and  supported  by  the  fact  that  more  money 
is  spent  for  Mother's  Day  than  Father's 
Day). 

More  involved  is  the  supposition  that  more 
men  than  women  are  subject  to  autopsy  be- 
cause the  wife  usually  outlives  the  husband, 
and  a  spouse  is  more  likely  to  give  permis- 
sion for  an  autopsy  than  a  child.  The  truth  of 
this  last  assumption  cannot  be  affirmed 
without  study,  and  such  a  study  has  not  come 
to  our  attention. 

On  the  more  frivolous  side  one  might  pro- 
pose that  the  ladies  would  like  documenta- 
tion on  the  cause  of  death  and  the  events 
which  led  to  it,  the  better  to  argue  with  phy- 
sicians and  insurance  companies  about  the 
case.  Since  the  ladies  have  to  take  more  care 


for  their  economic  welfare  after  the  death 
of  their  husbands,  this  too  is  understandable. 

Perhaps  one  day  soon  the  subject  of  this 
inequality  in  death  will  lead  to  a  doctoral 
dissertation.  If  we  get  wind  of  such  an  opus, 
we  will  pass  the  word  along  (though  not  nec- 
essarily believing  in  it). 


VENEREAL  DISEASE  IN  NORTH 
CAROLINA 

Since  North  Carolina  is  among  the  front 
runners  of  the  fifty  states  in  prevalence  of 
venereal  disease,  it  seemed  in  order  that  our 
State  Health  Department  be  asked  to  keep 
us  infoi-med  about  progress  in  control  of 
these  infectious  diseases  here  in  our  state. 
The  first  of  a  monthly  series  of  short  com- 
munications from  them  appears  in  this  issue. 
Our  membership  is  no  doubt  as  much  inter- 
ested as  anyone  in  putting  our  venereal  dis- 
ease ranking  down  where  the  per  capita  in- 
come of  the  state  presently  resides,  and  vice 
versa,  and  observations  and  statistics  ap- 
pearing in  the  Health  Department's  column 
may  aid  in  the  battle. 

Why  should  North  Carolina  have  so  much 
venereal  disease?  Looking  at  the  national 
rankings,  there  does  seem  to  be  some  con-ela- 
tion between  low  per  capita  income,  a  large 
nonwhite  population,  and  venereal  disease.  In 
these  respects  we  fit  the  pattern.  Is  it  be- 
cause the  physicians  of  the  state  are  more 
zealous  than  others  in  reporting  cases?  Not 
likely,  although  this  supposition  cannot  be 
proved  one  way  or  the  other.  With  so  much 
attention  given  recently  to  the  sharp  rise  in 
the  birth  rate  in  New  York  City  hospitals 
nine  months  following  the  power  failure  last 
year,  one  wonders  if  we  are  part  of  a  tele- 
vision deprivation  syndrome  which  leads  to 
increased  VD  as  a  by-product.  To  judge  from 
the  prevalence  of  TV  antennas  throughout 
the  state  without  regard  to  the  elegance  of 
the  dwelling,  this  seems  unlikely  also.  What- 
ever the  reason,  history  has  proved  that  in- 
formation about  VD  has  an  important  bene- 
ficial effect  on  its  control,  and  we  are  glad 
to  lend  a  hand. 
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The    President's    Page 

THE  DANCE  ON  THE  KNIFE  EDGE 


At  Asheville  in  May  of  this  year,  I  said: 
"Tomorrow  brings  us  to  the  probability  of  a 
dance  on  the  knife  edge  of  means  and  aver- 
ages ;  the  possibility  of  regimentation  and 
control ;  the  possibility  of  dilution  of  incen- 
tive. .  .  ."  Since  then  I  have  not  had  cause  to 
change  my  mind. 

Your  president  has  an  opportunity  which 
is  not  available  to  all  members  of  this  So- 
ciety. The  stream  of  communication  that 
flows  in  from  divers  sources  is  frankly  con- 
fusing. There  was  a  time  when  the  presi- 
dency of  a  state  medical  society  was  totally 
state-encompassed,  as  far  as  his  function  was 
concerned.  Today  this  concept  is  entirely 
changed.  Every  day  we  deal  with  matters 
that  are  on  a  regional — nay,  national — basis. 
Monthly,  and  sometimes  weekly,  we  attend 
meetings  that  involve  the  practice  of  medi- 
cine on  a  national  level.  The  things  we  hear, 
the  things  we  are  told,  the  implications  we 
get  from  presentations  by  public  officials 
and  others  both  in  and  out  of  medicine,  in- 
volving the  entire  gamut  of  health  care,  can 
no  longer  be  confined  within  a  single  geo- 
political area  such  as  a  state.  Events  that 
affect  Alaska  and  Florida  affect  North  Caro- 
lina, and  conversely,  things  that  affect  North 
Carolina  affect  the  entire  world.  We  are  no 
longer  insular,  regardless  of  how  secure  a 
state  or  a  county  may  feel  behind  its  fences, 
confident  that  it  can  depend  for  existence 
upon  its  own  internal  economy. 

Now,  let  us  return  to  the  dance  on  the 
knife  edge.  This  affects  you  and  it  affects  me. 
I  may  have  a  bit  more  information.  If  I  do, 
it  is  proper  that  I  try,  with  the  means  avail- 
able, to  disseminate  that  information.  What 
you  do  with  it  is  your  business.  I  will  make 
no  recommendations  for  the  reason  that  I  am 
speaking  to  a  group  of  highly  educated  and 
intelligent  people.  To  use  the  argot  of  the 
current  younger  generation,  you,  if  anyone, 
should  be  "hep." 

At  the  moment  we  will  discuss  a  few  of  the 
things  that  affect  us  as  far  as  the  practice 
of  medicine  is  concerned — the  dance  on  the 
knife  edge. 


It  is  not  here  at  the  moment.  It  is  here  in 
the  books.  It  is  here  in  the  plans.  This  gives 
me  the  privilege  of  talking  a  little  about  some 
of  the  things  I  have  learned.  Admittedly, 
some  of  what  I  say  is  interpretative.  Dis- 
agree if  you  will,  but  at  least  take  a  look  at 
what  is  being  said. 

Compxter-based  Medical  Data  Systems 

Some  new  terms  have  come  into  the  lexicon 
of  hospitals  involving  the  automation  of  hos- 
pital records.  The  first  is  Hospital  Adminis- 
trative Services  (HAS).  The  second  is  Pro- 
fessional Activity  Study  (PAS).  The  third 
is  Medical  Audit  Program  (MAP). 

The  Hospital  Administrative  Services  pro- 
gram interests  doctors,  of  course,  but  per- 
haps less  directly  than  the  other  two.  The 
Professional  Activity  Study  actually  leads 
into  what  is  called  the  Medical  Audit  Pro- 
gram. It  has  been  said  that  PAS  is  the  basic 
component  of  MAP. 

What  happens  here  is  that  on  a  form  used 
in  PAS,  medical  information  with  reference 
to  an  individual  case  is  entered  by  the  record 
librarian  of  a  given  hospital  and  forwarded 
to  a  computer  center  for  further  handling. 
The  pencil-marked  PAS  form  is  then  trans- 
ferred to  a  card  by  a  key  punch  operator  and 
subsequently  verified  to  reveal  any  errors 
in  punching  or  apparent  inconsistencies  in 
the  markings  on  the  form  itself.  From  the 
punch  cards  the  information  is  transferred 
to  magnetic  tape  by  the  use  of  a  computer. 
The  computer  is  further  utilized  to  categorize 
the  data  received  as  needed  for  the  studies  in- 
volved. In  some  instances  the  two  programs 
have  been  combined  to  the  extent  that  the 
data  required  for  PAS  and  MAP  can  be  filled 
in  by  the  local  medical  librarian  on  a  single 
form. 

The  Duke  Foundation  has  made  available 
the  data-gathering  function  of  HAS  and  PAS 
to  hospitals  in  North  and  South  Carolina  that 
receive  support  from  the  Duke  Endowment 
and  subscribe  to  the  programs.  Since  many 
North  Carolina  hospitals  fall  into  this  cate- 
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gory,  a  large  number  of  physicians  will  be 
affected. 

A  detailed  discussion  of  PAS-MAP  is  un- 
feasible here,  but  I  will  touch  on  a  few  of  the 
more  significant  aspects.  One  of  the  primary 
functions  is  to  determine  the  pattern  of  cur- 
rent medical  practice.  Computer  data-pro- 
cessing will  make  comparisons  possible  not 
only  between  hospitals  but  between  physi- 
cians in  the  same  hospital.  It  will  be  very 
easy  to  do  a  statistical  audit  on  the  medical 
competence  of  an  individual  physician.  (Note 
carefully  the  use  of  the  word  "statistical.") 
Comparisons  of  such  variables  as  recovery 
time,  mortality  rates,  as  well  as  hospital  util- 
ization can  be  made  between  the  small  hospi- 
tal and  the  teaching  center,  or  between  one 
part  of  the  state  or  country  and  another. 

The  development  of  statistical  profiles  of 
hospitals  and  physicians  has  been  the  prac- 
tice of  various  organizations  for  some  time. 
As  the  result  of  studies  conducted  both  in- 
side and  outside  the  insurance  field,  utiliza- 
tion norms  by  diagnoses  have  already  been 
established  for  a  number  of  diseases.  Pat- 
terns have  been  set  for  some  of  the  more 
common  admission  and  discharge  diagnoses 
— for  example,  average  hospital  stays  for 
arteriosclerotic  heart  disease,  diabetes,  her- 
nia, gallstones,  dental  problems,  and  so  forth. 
Often  these  data  are  utilized  to  compare  lo- 
cal, regional,  and  statewide  patterns  of  care. 

It  is  recognized  that  limitations  of  the 
computer  are  based  on  input  and  program- 
ming. The  output  depends  on  what  the  com- 
puter is  asked  to  develop  as  a  result  of  the 
input.  All  that  is  required  to  develop  compu- 
ter-based profiles  for  individual  hospitals 
and  physicians  is  the  data  on  the  hospital 
charts. 

For  example,  the  length  of  stay  for  pa- 
tients undergoing  cholecystectomy  might  be 
under  study.  The  data  utilized  here  would  be 
contained  in  the  records  of  patients  categor- 
ized according  to  a  specific  code — in  this  in- 
stance. 584  or  585  (International  Classifica- 
tion of  Diseases,  Adapted) .  From  this  infor- 
mation the  total  average  stay,  preoperative 
stay,  and  postoperative  stay;  the  total  num- 
ber of  patients  undergoing  the  procedure  in 
the  various  hospitals,  and  the  median  age  of 


the  patients  could  be  determined.  The  data 
could  be  broken  down  further  to  apply  to  in- 
dividual physicians.  And  all  this  would  be 
available  for  studies  by  hospitals. 

What  do  we  mean  by  the  hospital?  It  could 
mean  the  medical  staff ;  it  could  mean  the 
board  of  trustees ;  it  could  mean  an  outside 
agency  surveying  the  hospital.  We  are  told 
that  a  great  many  restrictions  are  placed 
around  the  data  submitted  on  a  PAS-MAP 
study.  We  are  not  told  how  long  these  re- 
strictions will  apply. 

There  is  always  a  fear  that  statistical 
studies  such  as  these  do  not  reflect  the  actual 
difficulties  encountered,  as  there  is  no  pro- 
vision for  an  individual  case.  Truly  one 
dances  on  the  knife  edge  of  means  and  aver- 
ages. 

Do  you  keep  your  acute  coronary  patient 
in  the  hospital  too  long?  Unfortunately  the 
computer  has  nothing  to  say  about  the  pa- 
tients who  do  poorly  after  being  discharged 
too  soon,  possibly  because  the  physician  was 
coerced,  shall  we  say,  by  the  specter  of 
means  and  averages.  It  does  not  reflect  the 
number  of  office  visits  a  postoperative  pa- 
tient might  have  to  make  because  he  had  not 
remained  in  the  hospital  as  long  as  the  phy- 
sician judged  proper. 

It  is  paradoxical  that  while  the  quality  of 
medical  care  is  emphasized  so  much  today, 
quantity,  or  numbers,  appear  to  be  the  ruling 
factor.  Get  them  in,  get  them  out! 

This  is  not  intended  as  a  condemnation  of 
the  PAS-MAP  studies.  I  say  only  that  we 
should  be  aware  of  what  they  do  mean.  They 
may  mean  a  great  deal  for  us.  It  is  possible 
that  they  will  prove  a  wonderful  method  of 
individual  assay — that  is,  an  opportunity  for 
the  physician  to  judge  his  performance  in 
the  care  of  patients  with  that  of  other  phy- 
sicians. What  are  his  results  in  treating  a 
given  disease  as  compared  with  his  asso- 
ciates'? Do  his  diabetes  cases  take  longer  to 
control?  Are  his  operations  associated  with 
a  greater  morbidity? 

If  the  answer  is  yes  and  he  discovers  it  for 
himself,  it  behooves  him  to  return  to  the 
books,  to  the  literature ;  to  attend  some  sem- 
inars and  postgraduate  courses.  Perhaps  he 
has  become  stagnated.  Possibly  his  volume  of 
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practice  is  so  great  that  he  cannot  give  indi- 
vidual patients  the  necessary  attention. 

Much  good  can  come  from  these  programs. 
The  problem  is  the  possibility  of  a  strangle- 
hold— a  dance  on  the  edge  of  knife  edge  of 
means  and  averages. 

What  is  the  meaning  of  mean,  average, 
median,  prevailing,  range,  usual,  customary? 
These  factors  in  the  Dance  will  be  explored 
in  Part  Two  of  this  discussion. 

Frank  W.  Jones,  M.D. 


Committees  &  Organizations 

north  carolina  state  board  of  health 

Venereal  Disease  Control  Section 
Division  of  Epidemiology 

STEMMING  THE  TIDE  OF  SYPHILIS 

The  1960's  so  far  have  witnessed  a  re- 
surgence in  the  number  of  cases  of  infectious 
syphilis  reported  in  North  Carolina. 

Reports  received  by  the  Division  of  Epi- 
demiology of  the  North  Carolina  State  Board 
of  Health  in  1960  revealed  466  cases  of  pri- 
mary and  secondary  syphilis.  60  9f  of  which 
occurred  within  the  age  range  of  15  through 
24  years.  In  1965  the  number  reached  1138, 
an  increase  of  about  250  9^ ,  with  387c  of  the 
cases  occurring  at  age  15  through  24  years. 
The  total  number  of  cases  of  gonorrhea  re- 
ported annually  during  the  first  half  of  the 
decade  has  also  increased.  Last  year,  11,857 
cases  were  reported,  with  66  7  occurring 
within  the  ages  of  15  through  24  years. 

Venereal  diseases  accounted  for  777  of  all 
communicable  diseases  reported  in  North 
Carolina  during  1965,  with  gonorrhea  rank- 
ing first  and  syphilis  second. 

What  can  be  said  about  the  problem  of 
syphilis  in  North  Carolina  and,  perhaps  more 
importantly,  what  can  be  done  about  it?  It  is 
no  honor  to  be  sixth  among  the  top-ranking 
states  in  the  number  of  cases  of  syphilis  re- 
ported. 

The  first  essential  is  to  be  aware  of  the 
problem,  if  we  are  not  already  aware  of  it. 
The  second  essential  is  to  realize  that  merely 
treating  the  cases  that  come  to  light  is  not 
of  itself  sufficient  to  reduce  the  incidence 
and  control  the  spread  of  the  disease.  Case- 
finding  by  routine  examinations  is  extremely 


helpful,  but  as  physicians  we  can  play  a  high- 
ly significant  role  by  initiating  investigation 
and  follow-up  of  contacts.  In  cases  of  pri- 
mary syphilis,  this  investigation  should  go 
back  over  the  preceding  three  months,  and  of 
secondary  syphilis,  the  preceding  six  months. 
With  this  systematic  approach  we  can  expect 
to  find  new  cases  and  have  an  opportunity  to 
institute  prophylactic  treatment  among  those 
who  may  be  incubating  the  disease. 

Time  is  of  the  essence,  and  the  epidemio- 
logic measures  cannot  wait  if  the  disease  is 
to  be  prevented  from  spreading.  Toward  this 
end,  a  force  of  thoroughly  trained  field  epi- 
demiologists is  maintained  to  serve  all  areas 
of  this  state,  and  indeed  all  the  other  states. 
These  trained  specialists  are  on  immediate 
call  to  assist  physicians  in  the  somewhat 
time-consuming  task  of  interviewing  known 
patients  in  order  to  identify,  in  strict  confi- 
dence, contacts  who  may  have  contracted  the 
disease,  and  to  bring  them  to  examination  by 
their  own  physicians  or  local  clinics.  Prophy- 
lactic measures  can  then  be  seriously  consid- 
ered and,  if  decided  upon,  can  be  expected  to 
abort  a  substantial  number  of  cases. 

If  this  procedure  is  assiduously  applied  in 
every  case,  we  may  be  able  to  look  forward  to 
a  day  when  syphilis  is  no  longer  a  significant 
cause  of  disability  in  our  population.  If  it  is 
ignored,  syphilis  may  (barring  a  break- 
through in  epidemiology)  continue  to  climb, 
and  history  may  regard  us  with  some  incred- 
ulity, since  we  have  the  cure  for  the  disease 
and  the  means  of  eradicating  it  at  our  finger- 
tips. 

Blue  Shield  Scores  Membership  Gains 

Blue  Shield  membership  and  benefit  payments  both 
reached  record  highs  during  1965,  while  of)erating  ex- 
pense fell  to  a  new  low,  according  to  the  National 
Association  of  Blue  Shield  Plans. 

Membership  of  the  Blue  Shield  Plans  in  the  United 
States,  Puerto  Rico,  and  Canada  increased  1,653,378 
during  1965  to  a  record  57,910,154. 

A  record  $1,354,422,450  in  benefits  was  paid  on  behalf 
of  Blue  Shield  subscribers  during  the  year,  up  $113,- 
105,819  over  1964. 

Operating  expenses  during  1965  fell  .3  per  cent  to  an 
all-time  low  of  8.3  per  cent. 

The  2.77  per  cent  enrollment  increase  during  the 
year  brought  Blue  Shield  coverage  in  the  United  States 
to  27.3  per  cent  of  the  population. 


The  Proven 
Unitest 


A  BIO-DYNAMICS  PRODUCT 


Over  1,000  Systems  in  use  daily,  in  Doctors'  offices. 


In  your  office  you  can  have  results  that  are 
accurate,  rapid,  dependable,  using  completely 
disposable  glassware  for  the  five  blood  chem- 
istries you  request  most  frequently. 
Results  are  ready  in  minutes,  permitting  im- 
mediate consultation,  and  you  can  use  them 
in  full  confidence  since  the  analyses  were 
performed  in  your  office,  and  under  your  su- 
pervision. 

The  UNITEST  SYSTEM  consists  of  the 
UNIMETER;  a  direct  reading  colorimeter 
designed  expressly  for  your  office  with  built- 
in  Incubator  and  Centrifuge. 
The  Five  Basic  Tests,  True  Glucose,  Hemo- 
globin, Cholesterol,  Blood  Urea  Nitrogen, 
and  Uric  Acid  are  color-coded  to  the  UNI- 
METER for  simplicity.  Write  for  or  ask  our 
representative  for  demonstration. 

PRICES 

Unimeter  and  Incubator  $484.50 

Centrifuge  -.     74.50 

1—100  Blood  Oxalate  Tubes  4.75 


tfSlk 


Kits  for  25  Tests  each 

Hemoglobin    $12.50 

Glucose    13.50 

Cholesterol    15.00 

B.U.N 15.00 

Uric-Acid  15.00 


Distrib7itors  of  KNOWN  BRANDS  of  PROVEN  QUALITY 

WINCHESTER 

"CAROLINA'S   HOUSE    OF    SERVICE" 

Winchester  Surgical  Supply  Company  Winchester-Ritch  Surgical  Company 

200  South  Torrence  St.,  Charlotte,  N   C.  421  West  Smith  St.,  Greensboro,  N.  C. 
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Bulletin  Board 

COMING   MEETINGS 

North  Carolina  District,  American  College  of  Physi- 
cians—North Carolina  Society  of  Internal  Medicine, 
Joint  Meeting— Charlotte  Memorial  Hospital,  Charlotte, 
December  9-10. 

1967  National  Rural  Health  Conference— Charlotte, 
Mai-ch  10-11. 

Duke  Pediatric  Seminar— Duke  University  Medical 
Center,  Durham,  March  14-16. 


New  Members  of  the  State  Society 

George  Thomas  Davis.  M.D..  ObG,  873  Greystone 
Road,  Asheville 

Charles  Franklin  Gilbert.  M.D.,  Path,  1722  Beaumont 
Road,  Greenville 

Alfred  Geoffrey  Siege,  M.D..  105  Canterbury  Road,  Box 
1388,  Southern  Pines 

Harry  Hamilton  Allen,  M.D.,  S,  562  North  Patterson 
Avenue,  Winston-Salem 

Gray  Thomas  Boyette.  M.D..  I.  616  Forsyth  Medical 
Park,  Winston-Salem 

Carl  Spencer  Phipps.  M.D.,  I,  616  Forsyth  Medical 
Pai'k,  Winston-Salem 

John  Asbury  McGee,  Jr.,  M.D.,  2811  C  Middleboro 
Court,  Aberdeen  Proving  Grounds,  Md. 

John  Terrence  Hayes,  M.D.,  Or,  Bowman  Gray  School 
of  Medicine,   Winston-Salem 

John  Wing  Charlton  Fox,  M.D..  743  Austin  Lane,  Win- 
ston-Salem 

Elisabeth  June  Fox.  M.D..  Anes,  743  Austin  Lane,  Win- 
ston-Salem 

Richard  Lewis  Taylor.  M.D.,  GP,  419  Linden  Avenue, 
Raleigh 

Rupert  Spencer  Eaves,  M.D..  Oph,  224  New  Hope  Road, 
Gastonia 


News  Notes  from  the 
Duke  University  Medical  Center 

A  new  book  on  orthopedic  surgery  has  been  dedicated 
to  the  Virginia  Flowers  Baker  Professorship  of  Ortho- 
pedic Surgery  at  Duke  University  School  of  Medicine. 

Called  "Current  Practice  in  Orthopedic  Surgery,"  it 
is  written  by  an  alumnus  of  Duke's  division  of  orthopedic 
surgery.  Dr.  John  P.  Adams,  professor  of  orthopedic 
surgery  and  chairman  of  the  section  of  orthopedic  sur- 
gery at  George  Washington  University  School  of  Medi- 
cine. 

The  Virginia  Flowers  Baker  Professorship  honors  the 
memory  of  Mrs.  Vu'ginia  Flowers  Baker,  who  died  April 
14.  Mrs.  Baker  was  the  wife  of  Dr.  Lenox  D.  Baker,  pro- 
fessor of  orthopedic  surgery  and  chairman  of  the  di- 
vision at  Duke. 

Dr.  Baker  and  five  other  members  of  Duke's  ortho- 
pedic division  were  contributors  to  the  book,  third  vol- 
ume in  a  series. 


Duke  University  Medical  Center  has  established  a  new 
division— audiovisual  education— and  appointed  Sam  A. 
Agnello  as  its  director. 

The  new  division  encompasses  three  facilities— medical 
art  and  medical  photography,  once  a  single  unit,  and 
medical  television. 

Agnello,  who  has  been  coordinator  of  medical  tele- 
vision since  1964,  will  continue  to  function  in  that  cap- 
acity as  well  as  direct  the  overall  operation. 

Because  of  an  increase  in  the  workload,  medical  art 
and  medical  photography,  have  been  separated  into 
single  facilities.  Elon  Clark,  professor  of  medical  art 
and  illustration,  will  be  coordinator  of  medical  art. 

Medical  photography  will  be  headed  by  a  newcomer 
to  the  Duke  staff,  Wayne  C.  Williams,  who  takes  over 
Nov.  1.  Williams  is  director  of  the  Department  of  Med- 
ical Illustration  at  the  University  of  Kentucky  Medical 
Center. 

An  A.B.  graduate  of  Duke,  Angello  is  secretary-treas- 
urer of  the  Council  on  Medical  Television,  Inc.,  a  mem- 
ber of  the  National  Biological  Photographic  Association, 
and  a  former  vice-chairman  of  the  Southeastern  chap- 
ter of  that  group.  He  also  is  a  member  of  the  National 
Association  of  Education  Broadcasters  and  a  member 
of  the  audiovisual  instruction  department  of  the  Na- 
tional Education  Association. 

The  new  division  will  «-ork  closely  with  all  educational 
programs  at  Duke  Medical  Center,  assist  the  medical 
library  in  the  circulation  of  audiovisual  materials,  help 
existing  programs,  assist  and  provide  services  for  re- 
search efforts,  and  sponsor  graduate  and  postgraduate 
seminars  in  audiovisual  services. 

A  Duke  University  immunologist  was  among  a  group 
of  nationally  known  experts  participating  in  an  inquiry 
into  public  policy  on  biomedical  knowledge  in  Oklahoma 
City  Oct.  24-27. 

He  is  Dr.  D.  Bernard  Amos,  professor  and  chairman 
of  the  division  of  immunology  at  Duke.  Dr.  Amos  has 
been  primarily  responsible  for  the  development  of  a 
reliable  way  to  determine  the  best  candidate  to  donate 
a  kidney  for  transplantation. 

The  forum  was  held  to  discuss  problems  raised  by 
President  Johnson  in  his  June  15  statement  concerning 
the  application  of  biomedical  knowledge,  ".  .  .  .  for 
reducing  deaths  and  disabilities  and  for  extending 
research  in  that  direction.  ..." 

The  Department  of  Obstetrics  and  Gynecology,  Duke 
University  Medical  Center,  announces  the  establishment 
of  the  Southeastern  Regional  Center  for  Trophoblastic 
Neoplasms.  This  Center  is  sponsored  by  a  Health  Service 
Project  Grant  Award  from  the  Department  of  Health, 
Education  and  Welfai-e,  Division  of  Chronic  Diseases. 

This  project  in  Cancer  Control  is  established  for  the 
purpose  of  providing  urinary  gonadotropin  assays  and 
consultative  assistance  to  physicians  to  aid  in  evaluation 
of  patients  who  have  or  are  suspected  of  having  abnor- 
malities in  trophoblastic  tissue  growth. 

Physicians  desiring  gonadotropin  assays  for  patients 
with   placental    abnormaUties    as   molar   degeneration, 
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hydatidiform  mole,  syncytial  endometritis,  chorioaden- 
oma destruens,  and  choriocarcinoma  may  call  or  write 
the  Center  at  Duke  University  Medical  Center.  Dur- 
ham, North  Carolina,  Area  Code  919,  684-8111 1. 

*  *    * 

Two  title  changes  and  two  appointments  at  Duke  Uni- 
versity Medical  Center  were  announced  recently  by 
Dr.  R.  Taylor  Cole,  university  provost. 

Affected  by  the  title  changes  are  Dr.  Kenneth  L. 
Pickrell,  pi-ofessor  of  plastic  surgery,  who  has  been 
named  professor  and  chief  of  the  Division  of  Plastic  and 
Maxillofacial  Surgery,  and  Dr.  Rubin  Bressler,  associate 
director  of  the  Clinical  Research  Unit  and  now  director 
of  the  Division  of  Clinical  Pharmacology. 

Dr.  David  R.  Rowlands,  formerly  an  assistant  pro- 
fessor with  The  Rockefeller  University,  has  been  ap- 
pointed associate  professor  of  pathology.  Dr.  David  L. 
Young,  formerly  a  U.  S.  Public  Health  Service  fellow 
at  Yale  University  was  named  an  assistant  professor  of 
medicine. 

Dr.  Pickrell  has  been  at  Duke  since  1944  and  has 
been  both  secretary  and  president  of  the  American 
Society  of  Plastic  and  Reconstiiictive  Surgeons. 

Dr.  Bressler  came  to  Duke  in  1959  as  a  senior  assis- 
tant resident  in  medicine.  He  recently  was  promoted 
from  associate  professor  of  medicine  to  professor  of 
medicine  and  professor  of  pharmacology. 

Dr.  Rowlands  received  his  M.D.  degree  from  the 
Medical  School  of  the  University  of  Pennsylvania.  Be- 
fore joining  the  faculty  of  The  Rockefeller  University 
in  1964  he  was  an  assistant  professor  at  the  University 
of  Colorado. 

Dr.  Young  has  had  two  other  research  fellowships 
in  addition  to  the  one  at  Yale.  They  were  awarded  by 
the  Dallas  Heart  Association  and  the  National  Science 
Foundation  for  postdoctoral  training  at  the  Max  Planck 
Institute,  Munich,  Germany.  He  received  his  M.D.  de- 
gree from  Southwestern  Medical  School  of  the  Univer- 
sity of  Texaxs  in  1956. 

*  *    ♦ 

A  Duke  University  scientist  has  accepted  an  appoint- 
ment by  the  National  Academy  of  Sciences  Research 
Council  to  join  a  group  of  experts  in  reviewing  the 
claims  for  effectiveness  of  drugs  marketed  in  the  United 
States  between  1938  and  1962. 

He  is  Dr.  J.  Graham  Smith,  professor  of  dermatology 
at  Duke  Medical  Center.  Dr.  Smith  will  be  a  member 
of  a  panel  studying  drugs  used  in  dermatology.  The 
panel  will  review  various  categories  of  information  that 
will  be  assembled  about  each  of  the  drugs. 

The  council  has  undertaken  to  carry  out  this  work 
on  behalf  of  the  Federal  Food  and  Drug  Administra- 
tion I  FDA'.  The  panel's  final  report  will  classify  the 
drugs  in  question  as  effective,  probably  effective,  pos- 
siblv  effective  or  ineffective. 


Dr.  Phihp  R.  AUison,  Nuffield  Professor  of  Surgery 
at  the  University  of  O.xford,  England,  delivered  the 
fourth  annual  Deryl  Hart  Lecture  in  the  new  amphi- 
theater of  Duke  University  Medical  Center  on  Oct.  26. 
His  topic  was  "Surgery,  Thrombosis,  and  Clotting." 

Presentation   of  the  lecture  conincided  with   the  in- 
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auguration   of  a  university-wide   function   called   "The 
Dean's  Hour." 

The  The  Dean's  Hour  will  be  sponsored  by  Dean  W. 
G.  Anlyan  of  the  School  of  Medicine  with  the  coop- 
eration of  the  entire  medical  school  faculty.  Its  pur- 
pose is  to  offer  students  the  opportunity  of  hearing 
discussions  on  major  themes  of  interest  by  distinguished 
lecturers,  both  visiting  and  local. 


Dr.  Ma.x  Woodbury,  professor  of  bio-mathematics  at 
Duke  University  Medical  Center,  has  been  appointed  an 
associate  in  the  University  Seminar  on  Mathematical 
Methods  in  the  Social  Sciences  at  Columbia  University. 

Dr.  Woodbury,  a  nationally  known  mathematician  and 
computer  expert,  jointed  the  Duke  staff  in  January, 
coming  here  from  New  York  Llniversity  where  he  had 
been  professor  of  experimental  neurology  and  head 
of  the  school's  communication  science  section  since 
1962. 

Recently  he  was  appointed  to  a  science  advisory  com- 
mittee for  New  York  City.  He  has  been  a  member  of 
the  Columbia  seminar  faculty  since  1951  and  has  pre- 
sented several  papers  at  seminar  sessions. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  \^'ake  Forest  College 

Work  is  under  way  on  the  renovation  of  hospital  space 
for  a  new  general  clinical  research  center  which  is 
being  established  at  the  Bowman  Gray  School  of  Medi- 
cine through  an  initial  grant  of  $282,920  from  the  Na- 
tional Institutes  of  Health. 

A  six-bed  unit  will  serve  the  program  temporarily. 
This  facility  will  be  replaced  in  three  years  by  a  new 
12-bed  unit,  included  in  the  medical  center's  $28-million 
expansion  program. 

Support  of  the  clinical  research  center  has  been  ap- 
proved for  a  five-year  period  by  the  Division  of  Re- 
search Facilities  and  Resources  of  NIH.  with  the  total 
amount  of  the  award  exceeding  $1,000,000.  The  funds 
will  make  it  possible  to  develop  a  research  unit  in 
which  the  skills  of  various  disciplines  can  be  con- 
centrated upon  a  relatively  small  number  of  patients 
with  a  wide  range  of  diseases  and  disabilities. 

The  establishment  of  the  new  unit  will  bring  to  91 
the  number  of  general  clinical  research  centers  in  the 
nation. 

Dr.  Richard  L.  Burt,  professor  of  obstetrics  and  gyne- 
cology, was  named  director  of  the  Bowman  Gray  clin- 
ical research  center  which  will  be  available  to  all 
members  of  the  medical  faculty  for  the  investigation 
and  intensive  obsei-vation  of  patients  with  special  prob- 
lems. 

Dr.  Robert  L.  Tuttle.  associate  dean,  was  elected  vice 
chairman  of  the  Southern  Association  of  Medical  Col- 
leges at  a  recent  meeting  of  the  organization  in  Rich- 
mand,  Va.  The  association  membership  includes  rep- 
resentatives of  28  medical  schools  in  the  southern  region. 
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Dr.  Irving  S.  Wright,  president  of  tiie  American  Col- 
lege of  Physicians,  was  the  first  lecturer  in  a  year-long 
program  commemorating  the  25th  anniversary  of  the 
Bowman  Gray  School  of  Medicine. 

Appearing  as  a  Reynolds  Foundation  Distinguished 
Lecturer.  Dr.  Wright  spoke  Sept.  15  on  'The  Present 
Status  of  Long-Term  Anticoagulant  Therapy." 

The  medical  school,  established  in  1902  in  Wake  Coun- 
ty as  the  two-year  Wake  Forest  College  School  of  Medi- 
cine, was  moved  to  Winston-Salem  in  1941  as  the  Bow- 
man Gray  School  of  Medicine  and  its  curriculum  was 
expanded  to  a  full  four-year  program. 
*    *    * 

Two  members  of  the  Bowman  Gray  faculty  presented 
papers  at  the  International  Symposium  on  Atheroscler- 
osis and  Reticuloendothelial  System  Sept.  8-10  in  Como, 
Italy.  Dr.  Quentin  N.  Myrvik,  professor  and  chairman  of 
the  Department  of  Microbiology,  spoke  on  "Effect  of 
Bacillus  Calmette  Guerin  on  Metabolism  of  Alveolar 
Macrophages."  Mrs.  Eva  S.  Leake,  research  assistant 
professor  of  microbiology,  presented  a  paper  on  "The 
Persistence  of  Intact  Mycobacterium  Smegmatis  in 
Normal  Alveolar  Macrophages  as  a  Consequence  of 
Delayed  Development  of  an  Effective  Digestive  Va- 
cuole." 

+    *    * 

Dr.  Howard  H.  Bradshaw.  professor  and  chairman 
of  the  Department  of  Surgery,  participated  in  an  edu- 
cational  course  for   South   American   physicians   Sept. 
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26-29  in  New  York  City.  He  presented  a  paper  on  "Diag- 
nosis and  Treatment  of  Parathyroid  Tumors"  and 
chaired  a  session  on  "Tumors  of  the  Endocrine  Or- 
gans." The  course  was  sponsored  by  the  American 
Cancer  Society. 

*  *    * 

Three  members  of  the  Department  of  Biochemistry 
participated  in  the  152nd  meeting  of  the  American 
Chemical  Society  Sept.  11-16  in  New  York  City.  Pre- 
senting papers  were  Dr.  Robert  W.  Cowgill.  associate 
professor.  "Solvent  and  Structural  Effects  on  Peptide 
Fluorescence:"  Dr.  Frank  H.  Hulcher.  assistant  pro- 
fessor. "Fatty  Acid  Composition  of  Cholesterol  Esters 
in  Bovine  Myelin;"  and  Dr.  Cornelius  F.  Strittmatter. 
professor  and  chairman  of  the  department.  "Develop- 
ment and  Component  of  Avian  Phenylalanine-Hydroxy- 
lating  System." 

Dr.  .John  W.  C.  Fox.  assistant  professor  of  anesthesi- 
ology, was  one  of  20  panelists  at  the  first  International 
Symposium  on  Ncui-oleptanalgesia  Sept.  29-30  in  Phila- 
delphia. Pa.  Participants  were  selected  from  institu- 
tions in  the  I'nited  States,  Canada  and  Europe. 

*  *    * 

Dr.  H.  0.  Goodman,  associate  professor  of  medical 
genetics,  presented  the  21st  in  a  series  of  Geigy  Lec- 
tures at  Western  Carolina  Center  in  Morganton.  He 
spoke  on  "Genetic  Factors  in  Mental  Retardation." 

;!:  *  :jt 

Dr.  Frank  R.  Lock,  professor  and  chairman  of  the 
Department  of  Obstetrics  and  Gynecology,  delivered 
the  presidential  address  at  the  77th  annual  meeting  of 
the  American  Association  of  Obstetricians  and  Gyne- 
cologists Sept.  8-10  in  Hot  Springs.  Va.  He  spoke  on 
"Preparing  the  Doctor  to  be  a  Doctor:  The  Importance 
of  Including  Material  from  the  Field  of  Behavioral 
Science  in  the  Medical  Curriculum"  before  turning  his 
gavel  over  to  Dr.  Harold  Gainey  of  Kansas  City.  Mo., 
incoming  president  of  the  association. 

*  *    * 

Dr.  I.  Meschan,  professor  and  chairman  of  the  De- 
partment of  Radiology,  presented  a  paper  on  "Dif- 
ferential Renal  131-1  Renografin  Clearance  in  Various 
Clinical  Conditions"  at  a  symposium  on  Dynamic 
Function  Studies  and  Organ  Scanning  Sept.  10  in  Dan- 
bury.  Conn. 

^     -'fi     ^ 

An  exhibit,  prepared  at  the  Bowman  Gray  School 
of  Medicine,  on  "The  Quantitation  of  Differential  Renal 
Clearance  Without  Ureteral  Catheterization"  was  pre- 
sented by  Dr.  C.  Douglas  Maynard.  instructor  in  radiol- 
ogy, and  F.  C.  Watts,  research  associate  in  radiology, 
at  the  annual  meeting  of  the  American  Roentgen  Ray 
Society  in  San  Francisco.  Calif. 

*  *    * 

Dr.  Emery  C.  Miller  Jr..  associate  professor  of  medi- 
cine, was  a  member  of  the  faculty  for  the  14th  annual 
Diabetes  Seminar  of  the  Florida  Diabetes  Association 
Sept.  29-30  in  Miami  Beach.  Fla.  He  lectui-ed  on  "Re- 
cent Advances  in  Diabetic  Management:"  "Oral  Hypo- 
glycemic Therapy;"   and   "Diabetic  Retinopathy." 


November,  1966 


BULLETIN   BOARD 


551 


News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

Dr.  Walter  Hollander,  Jr.,  director  of  the  Clinical  Re- 
search Unit  at  N.  C.  Memorial  Ho.spital  in  Chapel  Hill 
since  it  was  established  in  1960,  has  been  appointed  an 
assistant  to  the  dean  of  the  UNC  School  of  Medicine. 

Dr.  W.  B.  Blythe  succeeds  Dr.  Hollander  as  director  of 
the  Clinical  Research  Unit. 

Dr.  Hollander  is  an  associate  professor  of  medicine 
and  has  been  on  the  medical  faculty  since  1956. 

*    *    * 

Clues  as  to  why  some  heavy  drinkers  develop  fat 
livers  were  introduced  in  New  York  City  at  the  na- 
tional meeting  of  the  American  Chemical  Society  by 
a  UNC  biochemist. 

Dr.  Edward  Majchrowicz  of  the  depaitments  of  bio- 
chemistry and  psychiatry  said  that  chronic  drinking 
can  cause  the  liver  to  lose  its  normal  metabolic  func- 
tion. 

Researchers  have  shown  previously  that  alcohol  stim- 
ulates the  release  of  fats  from  storage  depots  through- 
out the  body.  These  excessive  fats  pour  into  the  liver. 

Dr.  Majchrowicz  now  finds  that  an  inhibitory  effect 
compounds  the  problem  of  the  overload  of  fats.  His 
experiments  show  that  alcohol  slows  down  fatty  acid  ox- 
idation in  the  liver. 

The  most  recent  findings  about  hormones — the  body's 
"chemical  messengers"— are  being  reported  at  a  series 
of  weekly  meetings  which  began  on  Sept.  24  at  the 
UNC  School  of  Medicine. 

The  series  continues  through  Nov.  19. 

Nine  outstanding  medical  researchers  are  scheduled 
for  the  1966  Medical  Sciences  Lecture  Series  sponsored 
by  the  UNC  medical  school  and  Medical  Education  for 
National  Defense. 

All  meetings  are  held  at  11  a.m.  on  Saturdays  in  the 
clinic  auditorium  of  N.  C.  Memorial  Hospital  in  Chapel 
Hill.  Closed-circuit  television  will  accommodate  a  run- 
over  attendance  in  Room  324  of  the  medical  school. 

Following  each  hour  lecture,  anyone  interested  has  an 
open  invitation  to  an  informal  Dutch  luncheon  in  the 
hospital's  private  dining  room  for  further  discussion 
with  the  speakers. 

The  Class  of  1970,  numbering  70  students,  already 
has  unique  distinctions  to  its  credit. 

It  is  the  first  class  at  the  UNC  School  of  Medicine  to 
have  Morehead  Medical  Fellows  in  its  midst.  WilUam  J. 
Busby  of  Salisbury,  John  R.  Leonard,  III  of  Lexington 
and  George  M.  Oliver,  Jr.,  of  Gary  were  selected  early 
this  year  to  receive  fellowships  valued  at  $10,000  each 
plus  tuition  and  fees  over  four  years. 

The  class  has  more  women  students  than  any  other 
first-year  class.  The  previous  high  of  four  women  in 
1964  is  surpassed  this  year  with  a  total  of  six. 

The  students  come  from  34  counties  and  8  other 
states  and  represent  23  colleges  and  universities. 


A  research  animal  farm  is  being  proposed  the  Uni- 
versity of  North  Carolina.  The  1967  General  Assembly 
will  be  requested  to  provide  $220,000  to  help  develop  the 
fai-m  near  the  campus. 

Dr.  James  R.  Pick,  Jr..  directoi  of  the  Laboratory 
.Animal  FaciUty  at  the  School  of  Medicine,  said  the  pro- 
posed farm  would  be  used  for  domestic  animals  such 
as  horses,  cattle,  sheep,  goats,  swine,  and  poultry.  It 
would  be  used  to  condition  certain  species  of  non-human 
primates  such  as  monkeys,  baboons,  and  chimpan- 
zees. 

Colonies  of  animals  with  metabolic  and  degenerative 
diseases  similar  to  those  in  humans  would  be  establish- 
ed at  the  farm.  And  the  farm  facilities  would  house  ani- 
mals used  in  long-term  research  studies. 

"The  opportunity  to  conduct  ecologic  studies  and  to 
obsei-ve  animal  behavior  in  a  near-natural  habitat  would 
be  afforded  by  the  farm."  Dr.  Pick  said. 

*     *     * 

Two  Australian  surgeons  were  special  visitors  at  the 
UNC's  Hand  Rehabilitation  Center  recently. 

Dr.  John  T.  Hueston  and  Dr.  Bernard  O'Brien,  both 
of  Melbourne,  Australia,  were  the  physician  visitors.  Dr. 
Hueston.  who  has  charge  of  plastic  surgery  at  the  Uni- 
versity of  Melbourne,  remained  for  five  days. 

An  unusual,  unsuspected  relationship  of  a  trace  metal 
to  blood-clotting  factor  was  reported  in  Chicago  at  the 
Third  International  Congress  of  Human  Genetics  by  two 
geneticists  from  the  University  of  North  Carolina 
School  of  Medicine. 

They  discovered,  as  a  result  of  studies  of  the  "comple- 
mentation" phenomenon  in  hemophilia  ithe  bleeding 
disease!,  that  manganese  has  a  peculiar  protective  ef- 
fect on  the  antihemophilic  factor  lAHF)  in  the  blood 
plasma  of  normal  people.  The  metal  protects  against 
the  destructive  action  of  two  enzymes,  they  said. 

The  meaning  of  the  discovery  isn't  clear  yet,  according 
to  Dr.  John  B.  Graham,  professor  of  pathology,  and 
Emily  M.  BaiTow,  research  associate  in  pathology. 

The  manganese  effect  was  discovered  while  studying 
the  relationship  between  two  hemophilias— classic  hemo- 
philia and  von  Willebrand's  disease — which  are  similar 
from  a  laboratory  standpoint  but  clearly  different  from 
a  genetic  standpoint. 

Merit  scholarships  for  eight  medical  students  have 
been  announced  by  Dr.  Isaac  M.  Taylor,  dean  of  the 
University  of  North  Carolina  School  of  Medicine. 

The  Walter  Reece  Berryhill  Scholarship.  estabUshed  by 
the  UNC  Medical  Parents  Club  in  honor  of  Dean  Emeri- 
tus W.  Reece  Beri7hill.  was  awarded  to  Gerald  Wayne 
Blake  of  Jacksonville. 

The  H.  McLeod  Riggins  Scholarship  was  presented 
to  Thomas  Ladd  Henley  of  New  York  City.  The  award 
honors  Dr.  H.  McLeod  Riggins  of  New  York  City  (Class 
of  19221. 

Alumni  Loyalty  Fund  Merit  Scholarships,  supported  by 
funds  from  medical  alumni,  were  awarded  to  two  stu- 
dents from  each  of  the  three  upper  classes: 
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Seniors— Jerry  Lee  Norton  of  Lake  Toxaway  and  Bar- 
bara Jean  Parks  of  Lexington. 

Juniors— Stephen  Wiley  Young  of  Angier  and  Michael 
David  Lutz  of  Reading.  Pa. 

Sophomores— Henry  Moore  Middleton,  III,  of  Raleigh 

and  William  Thomas  Rowe.  Asheville. 

*  *    * 

Dr.  John  B.  Graham,  professor  of  pathology  and 
chairman  of  the  policy  board  of  the  UNC  Population 
Center,  has  been  appointed  an  Alumni  Distinguished 
Professor,  and  Dr.  Edward  McG.  Hedgpeth.  director  of 
the  UNC  Student  Health  Service,  has  been  designated 
the  Taylor  Grandy  Professor  of  Chnical  Medicine. 

The  appointments  were  announced  by  Chancellor  J. 
Carlyle  Sitterson  with  the  approval  of  President  William 

C.  Friday  and  the  University  board  of  trustees. 

*  ♦    * 

The  UNC  medical  school's  two-way  radio  conference 
program  resumed  its  twice  weekly  broadcasts  on  Oc- 
tober U  with  Dr.  Janet  J.  Fischer  of  the  Department  of 
Medicine  discussing  office  microbiology. 

The  broadcasts  again  this  year  are  scheduled  on 
Tuesday  to  one  section  of  the  state  and  on  Thurs- 
days to  the  other  section. 

Broadcasts,  originating  in  the  studio  at  the  medical 
school,  are  relayed  throughout  the  state  by  six  FM  radio 
stations  on  Tuesdays  and  by  three  FM  stations  on 
Thursdays. 

Participating  medical  groups  are  in  Burlington.  Char- 
lotte. Tarboro.  Goldsboro  'two  groups).  High  Point, 
Sanford,  Kinston,  Greensboro,  Mount  Airy,  Rocky 
Mount,  Rockingham,  Albemarle,  Durham.  Waynesville. 

Washington.  Lenoir.  Wilmington  and  Smithfield. 

*  *    * 

Correction 

Two  errors  appeared  in  the  News  Notes  from  the 
University  of  North  Carolina  for  August.  1966. 

Three  awards  rather  than  two  were  received  by  Hugh 
A.  (Chip I  McAllister,  Jr.,  of  Lumberton  in  special 
graduating  exercises  held  in  early  June.  They  were 
the  Isaac  Hale  Manning  Award  as  the  outstanding  mem- 
ber of  the  graduating  class;  the  Deborah  C.  Leary  Me- 
morial Award  for  the  outstanding  paper  submitted  in 
the  Senior  Elective  Program;  and  the  George  C. 
Thrasher,  Jr.,  Award  for  the  most  outstanding  per- 
formance and  abiUty  in  psychiatry. 

The  second  error  occurred  in  the  title  of  a  paper  by 
Dr.  J.  Thomas  Fox,  Jr.,  of  Asheville,  one  of  two  win- 
ners of  the  Anclote  Manor  Awards  for  outstanding 
work  in  scientific  reports  submitted  as  part  of  their 
three-year  residency  training  program.  The  title  should 
read;  "Student  Health;  Psychiatry  at  the  University  of 
North  Carolina,  1956-1964." 


North  Carolina  Chapter  American 
College  of  Radiology 

At  the  meeting  of  the  North  Carolina  Chapter  of  the 
American  College  of  Radiology  held  at  Southern  Pines, 
Oct.  15,  the  following  officers  for  1966-1967  were  elected; 

President— Dr.  Leslie  Morris,  Gastonia 


President-elect — Dr.  James  F.  Martin.  Winston-Salem 
Vice  president— Dr.  William  Barry,  Durham 
Secretary-Treasurer— Dr.  Ira  Bell,  Hickory 
The  next  meeting  of  the  chapter  will  be  held  in  con- 
junction with  the  meeting  of  the  Medical  Society  of  the 
State  of  North  Carolina,  at  Pinehurst.  May  23,  1967. 


AMERICAN   College  of  Surgeons 

North  Carolina  Initiates 

Approximately  1,350  surgeons  were  inducted  as  new 
Fellows  of  the  American  College  of  Surgeons  in  cap- 
and-gown  ceremonies  during  the  annual  clinical  con- 
gress of  the  organization  held  in  Chicago,  Oct.  13. 

Those  from  North  Carolina  receiving  the  distinction 
were  as  follows; 

Drs.  Walter  L.  Bayard.  Tryon;  Lawrence  K.  Boggs, 
Charlotte;  Richard  F.  Bowling.  Shelby:  Frank  J.  Camp- 
bell. Fayetteville;  David  L.  Collins.  Jr..  Concord; 
Dwight  G.  Davis,  Jr.,  Raleigh;  Vincent  L.  DiRienzo, 
Rockingham;  Robert  K.  Dyer.  Lumberton;  Lowell  Fur- 
man.  Boone;  Sidney  Gardner.  Jr..  Fayetteville;  Alfred 
H.  Garvey.  Greensboro. 

Also.  Drs.  Ismael  R.  Goco,  Winston-Salem;  Charles 
F.  Heinig,  Charlotte;  Samuel  G.  Jenkins.  Jr..  Elizabeth 
City;  Donald  R.  Kernodle.  Burlington;  Ander  M.  Mum- 
ford.  Greensboro;  William  P.  J.  Peete.  Durham;  Clyde 
R.  Potter.  Washington;  Paul  J.  Simel.  Greensboro; 
Margaret  Wilson,  Raleigh;  Frank  C.  Wilson,  Jr.,  Chapel 
Hill. 


NORTH  Carolina  Heart  Association 

Donald  C.  Rollins,  former  Raleigh  advertising  and 
public  relations  executive,  has  joined  the  North  Carolina 
Heart  Association  as  field  consultant  to  local  Heart  As- 
sociations in  17  western  North  Carolina  counties. 

Rollin's  appointment  was  announced  by  W.  James 
Logan,  executive  director  of  the  North  Carolina  Heart 
Association.  Rollins  will  serve  as  consultant  to  local 
Heart  Associations  in  Ashe.  Buncombe,  Burke,  Chero- 
kee, Caldwell,  Clay,  Graham,  Henderson,  Haywood, 
Jackson,  Lincoln,  Macon,  McDowell,  Polk,  Rutherford, 
Swain  and  Transylvania  counties.  He  will  maintain  of- 
fices in  Asheville. 


NATIONAL  Institutes  of  Health 

The  cooperation  of  physicians  is  requested  in  a  con- 
tinuing clinical  study  of  calcium  metabolism  and  cal- 
cium kinetics  being  conducted  by  the  Metabolism 
Branch.  National  Cancer  Institute  at  the  Clinical  Center. 
National  Institutes  of  Health,  Bethesda.  Maryland. 

Of  interest  for  this  study  are  patients  with  calcinosis 
universalis,  hypoparathyroidism,  hyperparathyroidism, 
pseudohypoparathyroidism,  and  hypercalcemia  of  mahg- 
nancy  without  bony  metastases.  Patients  with  roent- 
genologic evidence  of  bone  disease  as  well  as  docu- 
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mented  serum  calcium  abnormalities  would  be  of  spe- 
cial interest. 

Patients  for  this  study  sliould  be  clinically  stable,  am- 
bulatory, continent  of  urine  and  feces,  and  be  willing 
to  participate  in  metabolic  balance  studies,  including 
I       administration  of  Ca^".  during  a  30-day  admission  to  the 
Clinical  Center. 

Physicians  interested   in   having   their  patients   con- 
sidered for  this  study  may  write  or  telephone: 

James  M.  Phang,  M.D. 
Clinical  Center,  Room  3B-40 
National  Institutes  of  Health 
Bethesda,    Maryland   20014 


National  Association  of  Blue 
Shield  Plans 

Dr.  Richard  M.  Magraw  of  Minneapolis  has  received 
the  1966  Norman  A.  Welch  Memorial  Award  for  his 
book  Ferment  In  Medicine.  The  award,  presented  by  the 
National  Association  of  Blue  Shield  Plans,  is  given  an- 
nually to  the  author  of  '"the  most  scholarly  and  meri- 
torious contribution  to  the  literature  of  medical  econom- 
ics." 

The  book  contains  discussions  of  the  impact  of  spe- 
cialization, the  effects  of  the  hospital  on  medicine,  the 
importance  of  the  development  of  non-medical  health 
specialties,  automation  in  medicine,  research,  and  the 
patient's  means  of  financing  health  care.  It  is  pub- 
lished by  W.  B.  Saunders  Company  of  Philadelphia. 


Industrial  Medical  Association 

Recognizing  the  role  of  the  driver  in  automobile  acci- 
dent prevention,  the  Industrial  Medical  Association  has 
released  information  on  the  selection  of  persons  for  com- 
mercial vehicle  driving  who  are  least  likely  to  be 
involved  in  accidents. 

Health  conditions  which  should  be  investigated  by  the 
industrial  physician  in  the  selection  of  employees  for 
commercial  vehicle  and  transport  driving  are  set  forth 
in  a  new  publication  available  from  the  Association. 
It  is  stressed  that  underlying  all  considerations  in  the 
selection  of  vehicle  drivers  is  the  maxim  that  anyone 
with  a  condition  that  could  suddenly  incapacitate  him 
should  not  drive  a  vehicle. 

The  report  emphasizes  the  importance  of  the  ex- 
perience and  judgment  on  the  part  of  the  physician 
who,  in  spite  of  guides  such  as  this  report,  must  eval- 
uate each  case  individually. 

The  report,  entitled  "Medical  Evaluation  of  the 
Commercial  Vehicle  Driver,"  was  prepared  by  the 
Industrial  Medical  Association's  Committee  on  Medical 
Aspects  of  Driver  Safety,  under  the  chairmanship  of 
Harold  Brandaleone,  M.  D.,  New  York  City.  Copies 
are  available  from  the  Industrial  Medical  Association, 
55  East  Washington,  Chicago,  Illinois  60602,  at  30  cents 
per  copy. 


Tne  Montn  in  Wasnin^ton 

A  new  minimum  wage  law  is  expected  to 
cause  hospital  and  nursing  home  costs  to  rise. 

It  brings  about  1.5  million  workers  in  hos- 
pitals and  nursing  homes  under  the  federal 
minimum  wage  program  for  the  first  time. 
The  minimum  wage  for  them  is  set  at 
$1.00  an  hour  for  next  year,  $1.15  an  hour 
in  1968,  $1.30  an  hour  in  1969,  $1.45  an  hour 
in  1970,  and  $1.60  an  hour  thereafter. 

The  new  law  also  increases  the  minimum 
wage  for  about  30  million  workers  presently 
covered  to  $1.40  an  hour  on  Feb.  1,  1967,  and 
to  $1.60  an  hour  on  Feb.  1,  1968. 

On  a  related  front.  Senate  Democratic 
Leader  Mike  Mansfield  (Mont.)  said  he  be- 
lieved the  Health,  Education  and  Welfare  De- 
partment was  going  too  fast  in  enforcing 
racial  desegregation  of  southern  hospitals 
and  schools.  He  told  newsmen  he  supported 
the  Senate's  denial  of  $500,000  sought  by 
HEW  to  pay  civil  rights  investigators.  He 
said  the  Senate  wants  to  see  desegregation 
handled  carefully  rather  than  impulsively. 

The  Senate  approved  legislation  that  would 
give  nursing  homes  more  liberal  payment  for 
medicare  patients.  The  bill  amends  the  defini- 
tion of  reasonable  costs  to  include  return  on 
the  fair  market  value  of  the  facilities.  The 
existing  federal  reimbursement  formula  is 
two  percent  above  operating  costs.  Nursing 
home  operators  contend  this  is  too  low. 

HEW  Undersecretary  Wilbur  Cohen  said 
the  government  will  watch  carefully  to  deter- 
mine whether  patients  are  admitted  unneces- 
sarily to  hospitals  next  year  in  order  to  quali- 
fy them  for  medicare's  nursing  home  bene- 
fits. The  law  requires  that  nursing  home 
benefits  be  made  available  only  to  medicare 
beneficiaries  who  have  had  a  hospital  stay 
of  three  days  or  more  and  only  when  the 
nursing  home  care  is  considered  an  exten- 
sion of  the  hospital  treatment.  However,  sev- 
eral bills  have  been  introduced  in  Congress 
to  eliminate  the  hospital  stay  requirement. 

^  ^  ^ 

The  American  Medical  Association  sup- 
ported a  bill  that  would  extend  the  air  pollu- 
tion program  and  authorize  increased  appro- 
priations for  it. 
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In  a  letter  to  a  Senate  subcommittee,  Dr. 
F.  J.  L.  Blasingame,  executive  vice  president 
of  ttie  A.M. A.,  noted  that  the  association's 
House  of  Deleg-ates  in  June,  1965.  had  adopt- 
ed a  statement  recognizing  the  health  haz- 
ards resulting  from  air  pollution  and  recom- 
mending that  feasible  reduction  of  all  forms 
of  air  pollution  should  be  sought  by  all  re- 
sponsible parties.  The  pending  bill  (S.  3112) 
"can  further  this  end,"  he  said. 

The  Senate  cleared  the  path  for  a  new  ap- 
proach to  narcotics  addiction  which  would 
substitute  hospital  treatment  for  a  long-term 
prison  sentences. 

The  key  to  the  bill  is  civil  commitment  for 
the  addict  involved  in  a  non-violent  crime.  It 
would  provide  voluntary  pre-trial  commit- 
ment in  lieu  of  prosecution  and  compulsory 
post-conviction  commitment  in  lieu  of  pun- 
ishment. In  addition,  the  bill  would  provide 
voluntary  and  compulsory  commitment  of 
certain  addicts  not  charged  with  any  crime. 
The  addicts  would  be  committed  to  the  Sur- 
geon General  for  confinement  and  treatment 
in  a  hospital  or  institution.  Treatment  would 
continue  within  the  community  after  the  ad- 
dict is  discharged. 

Sen.  Thomas  J.  Dodd.  D-Conn..  who  for 
years  has  studied  the  problem  of  narcotics, 
said  the  bill  "will  lead  to  a  wiser,  more  hu- 
mane, and  more  effective  treatment  of  nar- 
cotics addicts.  .  ."  He  said  the  Senate  was  un- 
doing the  mistake  of  10  years  ago  when  it 
wrote  legislation  which  made  "super-crimi- 
nals out  of  many  narcotics  addicts." 

An  industry  spokesman  said  drug  makers 
and  distributors  will  comply  with  a  govern- 
ment request  that  the  number  of  candy-flav- 
ored children's  aspirins  per  bottle  be  limited 
to  25. 

A  limit  of  50  tablets  per  bottle  was  agreed 
upon  in  a  government-industry  conference  in 
1955  and  has  been  observed  by  producers  of 
95 ^r  of  all  children's  aspirins.  However, 
some  authorities  consider  this  number  now  to 
be  dangerous,  even  lethal  under  some  condi- 
tions, when  taken  by  a  child. 

The  House  and  Senate  approved  differing 
versions  of  the  legislation  which  would  ban 


the  sale  of  children's  toys  containing  hazard- 
ous substances.  It  was  left  for  a  conference 
committee  to  adjust  the  differences. 

Roth  versions  also  would  ban  dangerous 
household  substances  that  cannot  be  made 
safe  by  cautionary  labeling.  The^e  include 
such  items  as  a  flammable  and  explosive 
water  repellant  blamed  for  three  deaths. 
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Theodore  Sidney  Raiford.  M.D. 

In  the  death  of  Dr.  Theodore  Sidney  Raiford  on  Sun- 
day. August  28,  1966.  Buncombe  County  lost  one  of  its 
outstanding  surgeons,  and  the  Medical  Society  of  the 
State  of  North  Carolina  one  of  its  most  respected  lead- 
ers. 

Dr.  Raiford  was  born  in  Ivor,  Virginia,  the  son  of  the 
late  Mr.  and  Mrs.  T,  Philip  Raiford.  November  the  25, 
1903.  He  received  his  B.S.  degree  from  Earlham  College 
in  Richmond  in  1926.  and  his  M.D.  degree  from  Johns 
Hopkins  University  Medical  School  in  1930.  He  was  a 
member  of  the  Alpha  Kappa  Kappa  medical  fraternity. 
Phi  Beta  Kappa.  Alpha  Omega  Alpha,  and  Sigma  Xi 
honorary  fraternities.  After  an  internship  at  Johns  Hop- 
kins, he  held  a  residency  at  Presbyterian  Hospital 
in  New  York  City  for  four-  years.  He  was  an  instructor 
in  surgery  at  Columbia  University  for  four  years,  and 
received  the  degree  of  Master  of  Science  in  Surgery 
from  that  university  in  193.5,  He  served  as  a  Captain  in 
the  Medical  Corps  of  the  Army  of  the  United  States  in 
World  War  II. 

Prior  to  coming  to  Asheville  and  North  Carolina  in 
1947,  Dr.  Raiford  was  engaged  in  the  practice  of  surgery 
and  pathology  in  Decatur  and  Springfield,  Illinois.  In 
.Asheville  he  established  his  practice  as  a  general  sur- 
geon with  staff  membership  at  Memorial  Mission.  St. 
Joseph's,  and  Aston  Park  hospitals  He  was  a  consul- 
tant in  general  surgery  to  the  Oteen  Veterans  Adminis- 
tration, and  had  served  as  a  consultant  in  thoracic 
surgery  to  the  Western  North  Carolina  Sanatorium  at 
Black  Mountain.  He  had  served  as  medical  coordinator 
of  the  Memorial  Mission  Hospital  1950  campaign  for 
funds,  and  later  as  chief  of  the  medical  staff  of  that 
hospital  in  1957. 

He  was  a  diplomate  of  the  American  Board  of  Sur- 
gery 119501,  a  fellow  of  the  American  College  of  Sur- 
geons, and  a  member  of  the  Whipple  Society,  the  South- 
ern Surgical  Association.  Southern  Medical  Association, 
and  the  American  Medical  Association. 

The  presidency  of  several  medical  organizations  had 
been  held  by  Dr.  Raiford  in  recent  years:  the  Bun- 
combe County  Medical  Society  in  1960.  the  North  Caro- 
lina Surgical  Association  in  1961.  and  the  North  Carolina 
Chapter  of  the  American  College  of  Surgeons  in  1963. 
During  the  years  1964-65  he  served  the  Medical  Society 
of  the  State  of  North  Carolina  as  its  extremely  able 
president.  In  addition  he  had  served  the  State  Society 
in  many  important  committees,  was  an  alternate  dele- 
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gate  of  the  House  of  Delegates  of  the  American  Med- 
ical Association,  and  fathered  the  organization  of  the 
Association  of  State  Medical  Association  Presidents. 

He  was  active  in  community  affairs,  and  was  a  mem- 
ber of  the  Rhododendron  Royal  Brigade  of  Guards,  the 
Elks  Club,  the  Civitan  Club,  the  Executives  Club,  the 
Biltmore  Forest  Country  Club,  the  Mountain  City  Club, 
and  the  Society  for  the  Preservation  and  Encourage- 
ment of  Barber  Shop  Quartet  Singing  in  America.  His 
religious  affiliation  was  with  the  Society  of  Friends 
'  Quaker  1.  He  was  married  to  Jessica  Landrum  Beadles 
in  1952. 

It  was  characteristic  of  Dr.  Raiford's  love  for  his 
profession  and  his  concern  for  the  welfare  of  his  fel- 
low physicians  that  his  death  of  a  heart  attack  should 
occur  as  he  was  returning  from  a  conference  of  the 
PubUc  Relations  Institute  of  the  American  Medical  As- 
sociation in  Chicago.  Stricken  while  on  a  plane  en  route 
from  Chicago  to  Asheville.  he  was  rushed  to  a  Louis- 
ville I  Kentucky  >  hospital  where  he  was  pronounced  dead 
on  arrival. 

Dr.  Raiford  will  long  be  remembered  for  his  meticu- 
lous care  of  his  patients,  his  unwavering  loyalty  to  the 
high  standards  of  professional  conduct,  and  his  de- 
votion to  his  colleagues  and  their  welfare.  The  direc- 
tors of  the  Buncombe  County  Medical  Society  feel 
keenly  their  loss  in  his  passing,  and  direct  that  this 
testimonial  be  recorded  in  their  minutes,  that  copies 
be  sent  to  the  Medical  Society  of  the  State  of  North 
Carolina,  to  the  North  Carolina  Medical  Journal  for 
publication,  and  that  a  copy  be  sent  to  Mrs.  Raiford 
with  a  further  expression  of  their  sympathy  in  her  be- 
reavement. 


"His  contributions  to  medical  science  cannot  be  as- 
sessed, but  honor  is  due  his  memory  for  the  brilliant 
record  of  service  he  gave  those  institutions  with  which 
he  was  connected  most  of  his  life." 


Rayford  K.  Adams,  M.D. 

Dr.  Rayford  K.  Adams  died  at  the  age  of  80,  after  a 
long  illness,  at  Cabarrus  Memorial  Hospital  on  May  31. 

He  was  born  in  Monroe  on  February  22,  1886,  the 
son  of  Henry  B.  Adams  and  Fannie  Persons  Adams.  A 
graduate  of  Jefferson  Medical  College,  he  began  his 
career  in  the  practice  of  neuropsychiatry  at  Mercer 
Hospital,  Trenton.  New  Jersey.  He  was  assistant  super- 
intendent of  the  North  Carolina  State  Hospital  in  Raleigh 
from  1915  to  1929;  senior  resident  physician  at  State 
Village  for  Epileptics,  Skillman,  New  Jersey,  from  1929 
to  1946:  and  served  as  assistant  superintendent  at  North 
Carolina  State  Hospital  at  Morganton  from  1949  to 
1958. 

Dr.  Adams  was  certified  by  the  American  Board  of 
Psychiatry  and  Neurology.  He  was  a  member  of  the 
Burke  County  Medical  Society,  the  Medical  Society  of 
the  State  of  North  Carolina,  and  the  American  Medical 
Association. 

On  the  death  of  Dr.  Adams  the  Concord  Tribune 
said,  in  part: 

"Dr.  Adams  retired  to  Concord  and  made  a  host  of 
friends  in  the  succeeding  years.  His  passing  brought  a 
pall  of  sorrow  to  his  new-made  friends  here  and  to 
those  who  were  associated  with  him  in  his  long  and 
professional  life  elsewhere. 


Joseph  E.  Osborne,  M.D.,  D.D.S 

Dr.  Joseph  Evansborne  of  Rosman,  North  Carolina, 
died  of  a  heart  attack  at  his  home  on  May  25,  1966. 

Dr.  Osborne  was  born  March  25,  1896,  in  Shelby,  the 
son  of  Dr.  and  Mrs.  James  Ruffine  Osborne.  He  at- 
tended schools  in  Shelby  and  received  his  dental  degree 
in  1919  from  Atlanta  Southern  College,  now  Emory  Uni- 
versity. He  practiced  dentistry  for  about  eight  years, 
first  in  pai-tnership  with  his  father  at  Shelby  and  later 
with  the  North  CaroUna  Prisons  Department.  He  then 
decided  to  become  a  doctor  and  took  premedical  courses 
before  entering  the  Medical  College  of  Virginia,  where 
he  received  the  M.D.  degree  in  1930.  He  served  his  in- 
ternship at  Grady  hospital  in  Atlanta. 

In  1932  Dr.  Osborne  came  to  Rosman,  in  the  rugged 
mountains  of  North  Carolina,  and  opened  his  office  for 
the  practice  of  dentistry  and  medicine.  In  August,  1935, 
he  was  married  to  the  former  Miss  Edith  Culler,  a 
registered  nurse,  of  Perry,  Georgia,  who  assisted  him 
in  his  practice  until  his  death. 

In  the  early  years  of  his  practice  Dr.  Osborne  dis- 
pensed his  own  drugs,  since  there  was  no  drug  store 
in  Rosman.  He  performed  tonsilectomies  and  minor 
surgical  procedures  in  his  small  clinic.  All  obstetric 
patients  were  confined  at  home,  many  in  remote 
mountain  areas.  He  often  had  to  go  the  last  few  miles 
on  foot.  Among  the  babies  he  delivered  at  home  were 
several  twins  and  one  set  of  triplets.  He  did  his  own 
x-ray  work  and  took  care  of  most  fractures. 

In  1941  Dr.  Osborne  was  inducted  into  the  U.  S. 
Navy,  in  which  he  served  until  April.  1946.  His  military 
service  took  him  first  to  U.  S.  Submarine  Base  Hospital 
at  Coco  Solo,  Canal  Zone.  After  Pearl  Harbor  he  served 
for  28  months  in  the  Pacific.  He  then  was  attached  to 
the  Naval  Hospital  at  Camp  Lejeune  for  a  few  months 
before  being  ordered  back  to  sea  foi  a  tour  of  duty  last- 
ing 26  months. 

Dr.  Osborne's  hobbies  were  traveling,  flying,  photog- 
raphy, big  game  hunting,  and  fishing.  While  serving 
his  country  he  made  one  thousand  feet  of  16-mm  films 
in  the  war  area.  One  of  his  favorite  films,  made  at 
intervals  over  the  years,  was  entitled  "Folks  Around 
Rosman."  From  his  hunting  trips  in  Alaska,  the  Yukon, 
Canadian  Rockies,  Montana,  and  Wyoming  he  brought 
back  many  fine  trophies  which  he  displayed  in  his 
office  and  home.  He  prized  one  of  these  specimens,  a 
large  grizzly  bear,  so  highly  that  he  mounted  gold 
crowns  on  the  upper  and  lower  incisors. 

For  several  years  he  flew  his  own  plane.  In  1959  he 
bought  a  travel  trailer  and  became  a  member  of  the 
Wally  Byam  Club  International.  For  two  months  every 
summer  he  closed  his  office  and  traveled  throughout 
the  United  States  and  Canada  with  the  Wally  Byam 
Club  Caravans,  serving  on  the  club's  medical  commit- 
tee. 
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Dr.  Osborne  was  a  member  and  trustee  of  the  Ros- 
man  Methodist  Church.  He  was  a  Democrat,  a  charter 
member  of  the  Rosman  Chamber  of  Commerce,  a  32- 
degree  Mason,  a  Shriner,  and  was  chief  of  staff  of 
Transylvania  Community  Hospital.  He  remained  active 
in  community  and  civic  affairs  until  his  death. 


William  DeKalb  Wylie,  M.D. 

William  DeKalb  Wylie.  the  son  of  William  DeKalb  and 
EUza  Ragsdale  Wylie.  was  born  in  Richburg,  South 
Carolina,  January  12.  1897.  He  came  from  a  family 
steeped  in  the  medical  tradition,  as  both  his  father  and 
grandfather  as  well  as  two  uncles  were  physicians. 

He  attended  Davidson  College  and  the  University  of 
Virginia  ajid  was  graduated  from  the  University  of 
Virginia  Medical  School  after  having  served  with  dis- 
tinction with  Base  Hospital  65  in  France  in  1918. 

He  served  his  internship  and  residency  in  medicine  at 
the  Buffalo  City  Hospital,  Buffalo,  New  York,  1924-1926. 
He  was  a  diplomate  of  the  National  Board  of  Medical 
Examiners  in  1926.  Following  a  year  as  medical  director 
of  the  Jackson  Health  Resort  in  Dansville,  New  York, 
he  came  to  Winston-Salem  in  1923  and  became  asso- 
ciated in  the  practice  of  medicine  with  Dr.  S.  D.  Craig. 

By  hard  work  and  devotion  to  duty  he  built  up  a  large 
practice  of  grateful  patients.  Neither  the  hour  of  the 
night  nor  inclement  weather  deterred  him  from  the 
conscientious  care  of  his  patients.  He  gave  much  of 
himself  to  them  and  in  turn  was  respected  and  loved 
by  them. 

Dr.  Wylie  enjoyed  hunting  and  fishing  until  forced 
by  a  coronary  occlusion  to  limit  his  activities  several 
years  ago. 

He  was  a  member  of  Centenary  Methodist  Church, 
a  member  of  the  T\\in  City  Club,  and  a  former  charter 
member  of  the  Old  Town  Club:  at  one  time  he  belonged 
to  the  Lions  Club.  In  medical  school  he  was  a  member 
of  Alpha  Kappa  Kappa  fraternity. 

Dr.  Wylie  was  a  fellow  of  the  American  College  of 
Physicians,  the  Southern  Medical  Association,  the  Amer- 
ican College  of  Chest  Physicians,  the  American  Tru- 
deau  Society,  the  American  Tuberculosis  Association, 


the  Forsyth  County  Medical  Society,  the  Medical  Society 
of  the  State  of  North  Carolina,  and  the  American  Med- 
ical Association. 

He  is  survived  by  his  wife,  the  fonrier  Miss  Sterling 
Thornton  of  Virginia,  and  two  daughters,  Mrs.  Sterling 
Wylie  Carter  and  Mrs.  Elizabeth  DeKalb  Wylie  Rea, 
Jr.,  to  all  of  whom  he  was  devoted. 

This  quietly  modest  and  dedicated  man  of  medicine 
will  be  greatly  missed  by  his  many  friends  both  in 
and  out  of  the  profession. 

Now  Whereas,  his  Creator  has  seen  fit  to  remove  Dr. 
William  DeKalb  Wylie  from  us  the  20th  of  July,  1966, 
the  Forsyth  County  Medical  Society  does  here  by  ex- 
press regret  at  his  passing  and  extends  sympathy  to 
his  wife  and  daughters,  and  does  hereby 

Resolve,  That  a  copy  of  this  expression  be  sent  to  his 
wife,  to  the  Archives  of  the  Medical  Society  of  the 
State  of  North  Carolina,  and  that  the  original  be  enter- 
ed into  the  records  of  the  Forsyth  County  Medical  So- 
ciety. 


About  250,000  new  cases  of  acute  rheumatic  fever 
and  140,000  cases  of  rheumatic  heart  disease  are  re- 
ported nationally  each  year,  according  to  the  North 
Carolina  Heart  Association. 
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When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses-diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


WinthroD  Laboratories,  New  York,  N.Y.10016  ;/l^/7/{^/r«7| 


Keo-smiirKi 

Brand  of  phenylephrine  hydrochloride 

is  available  in  a  variety  of  forms, 
for  all  ages: 

V8°/o  soiutiorn  for  infants 

V4%  solution  for  children  and  adults 

Vt°lo  pediatric  nasal  spray  for  children 

Vz'/o  solution  for  adults 

V2°/o  nasal  spray  for  adults 

V2°/o  jelly  for  children  and  adults 

1  "/o  solution  for  adults  (resistant  cases) 

Also  NTZ?  Solution  or  Spray 
Antihistamine-decongestant 
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ADVERTISEMENTS 


A  Sanitarium  for  Rest  Under  Medical  Supervision,  and  Treatment  of 
Nervous  and  Mental  Diseases,  Alcoholism  and  Drug  Addiction 

The  Pinebluff  Sanitarium  is  situated  in  the  sandhills  of  North  CaroHna  in  a  60-acre 
park  of  longleaf  pines.  It  is  located  on  U.  S.  Route  1.  six  miles  south  of  Pinehurst  and 
Southern   Pines.   This  section   is  unexcelled  for  its  healthful  climate. 

Ample  facilities  are  afforded  for  recreational  and  occupational  therapy,  particularly 
out-of-doors. 

Special  stress  is  laid  on  psychotherapy.  An  effort  is  made  to  help  the  patient  arrive  at  an 
understanding  of  his  problems  and  by  adjustment  to  his  personality  difficulties  or  modi- 
fication of  personality  traits  to  effect  a  cure  or  improvement  in  the  disease.  Two  resident 
physicians  and   a   limited   number  of   patients   afford   individual   treatment   in   each   case. 

For  further   information   write: 

The  Pinebluff  Sanitarium,  Pinebluff,  N.  C. 


Malcolm  D.  Kemp,  M.D 


Medical  Director 
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the  sturdiness  of  steel  in  smartly  modern  design 
.  .  .  and  your  choice  of  six  attractive  finishes 


Hamilton  brings  a  bright,  modern 
look  to  the  examining  room  with 
this  smart  new  suite  which  blends 
color,  materials  and  design  to 
create  equipment  that's  both  hand- 
some and  hard-working.  Hamilton- 
crafted  of  finest  furniture  steel, 
Steeltone  is  sturdy  as  only  steel 
can  be,  yet  eye-pleasing  in  appear- 
ance, practical  in  performance. 

Select  the  color  of  your  choice  — 
White,  Cream,  Coral,  Jade,  Silver 
Metallic  or  Biscayne  Blue —  in  en- 
during baked  enamel  finishes.  New- 
ly designed  top,  custom-contoured 
and  generously  cushioned,  is  uphol- 
stered in  harmonizing  colors  with 
long  wearing,  easy-to-clean  vinyl. 


Distributors  of  KNOWN  BRANDS  of  PROVEN  QUALITY 

WINCHESTER 
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Winchester  Surgical  Supply  Company  Winchester-Ritch  Surgical  Company 
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Symposium    on    Evaluation    of    Disability 

ForeMord 


The  following  papers  prepared  by  Drs. 
Severn,  Martinat  and  Gaul  are  a  compendium 
of  talks  given  before  the  Orthopaedic  Sec- 
tion of  the  North  Carolina  Medical  Society 
in  1966.  These  essays  attempt  briefly  and 
concisely  to  simplify  and  standardize  what 
is,  in  essence,  a  very  complex  subject. 

The  measurement  of  "man  as  a  machine" 
has  long  intrigued  medical  investigators  as 
well  as  sociologists  and  engineers.  I  recent- 
ly served  on  a  committee  of  the  American 
Academy  of  Orthopaedic  Surgeons  in  pre- 
paring a  handbook  on  Disability  Evaluation. 
In  the  course  of  this  preparation,  we  con- 
ferred with  staff  committee  members  of  a 
like  committee  of  the  American  Medical  As- 
sociation who  had  prepared  the  manual  on 
"Disability  Evaluation  of  the  Extremities 
and  the  Back,  Based  on  Joint  Motions."  This 
matter  of  studying  man  as  a  machine  was 
investigated  by  a  select  committee  at  the 
Princeton  Institute  of  Advanced  Study,  and 
the  culmination  of  their  findings  was  that 
the  subject  was  impossible  to  dispose  of  in 
a  logical,  mathematical  manner. 

Thus,  it  remains  an  enigma,  but  we  are 
required  by  various  laws  to  arrive  at  some 
sort  of  an  estimate,  at  least,  as  a  basis  for 
comparison  and  compensation.  In  some  coun- 
tries, notably  the  Scandinavian  countries, 
very  extensive  guides  are  used.  These  guides 
take  into  account  such  details  as  occupation- 
al loss,  educational  level  for  training  at  a 
new  job,  motivation  and  psychological  test- 
ing. In  our  country,  particularly  our  juris- 
diction, the  law  is  rather  vague,  but  it  simply 
requires  the  doctor  to  give  a  proposed  rating 
which   the   Industrial   Commission   will   act 


upon.  No  notation  is  made  of  an  occupational 
impairment  factor,  so  this  has  given  rise  to 
many  hearings  where  the  Commission  itself 
must  adjudicate  the  bearing  of  the  rating 
(related  to  the  particular  member  injured) 
on  the  occupation.  Perhaps,  in  future  years, 
our  law  will  be  clarified  to  state  whether  the 
occupational  factor  should  be  considered  by 
the  physician. 

The  other  point  that  is  under  continual  dis- 
cussion is  the  factor  of  pain.  It  is  my  conten- 
tion that  the  physician  is  the  best  of  the 
trained  individuals  able  to  assess  pain,  and 
that  a  measurement  of  physical  impairment 
based  solely  on  anatomic  findings  and  joint 
motions  should  not  be  the  conclusive  factor. 
In  the  manual  on  disability  prepared  by  the 
American  Academy  of  Orthopaedic  Surgeons, 
the  following  factors  relating  to  this  analysis 
of  pain  are  recommended:* 

GRADING  OF  PAIN  AS  A  SUBJECTIVE  SYMPTOM 

"Grade  I— Mild:  When  there  is  a  firm  conviction  es- 
tablished through  thorough  observation  and  clin- 
ical tests  that  pain  actually  exists  even  though 
there  may  be  no  organic  manifestations.  Pain 
of  this  degree  does  not  contribute  to  physical 
impairment. 

Grade  II— Moderate:  When  the  examination  revealed 
definite  evidence  of  a  pathological  state  of  the 
involved  structures  that  would  reasonably  pro- 
duce the  degree  of  pain  indicated  to  be  present. 
This  degree  of  pain  might  require  treatment 
and  could  be  expected  to  contribute  in  a  minor 
degree  to  permanent  physical  impairment. 

Grade  III— Severe:  When  the  pathological  changes 
and  clinical  findings  indicate  that  permanent 
physical  function  is  limited  by  pain  requiring 
treatment  for  relief  and  contributing  extensively 
to  permanent  physical  impairment. 


Presented  before  the  Section  on  Orthopaedics  and  Trau- 
matology, Medical  Society  of  the  State  of  North  Carohna, 
Asheville,  May  2.   1966. 


*Manual  for  Orthopaedic  Surgeons  in  Evaluating  Per- 
manent Physical  Impairment,  American  Academy  of  Ortho- 
paedic  Surgeons,    pp.    7-8. 
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Grade  IV— Very  Severe:  Where  the  pathological 
changes  and  clinical  signs  indicate  limitation 
of  physical  function  by  pain  to  such  a  degree 
that  physical  impairment  is  nearly  complete." 

In  presenting-  these  brief  papers,  it  is 
hoped  that  some  help  towards  order  and  uni- 
formity within  the  broad  limits  allowed  by 
the   Workman's   Compensation   Act  will   be 


encouraged  among  those  physicians  in  the 
state  who  voluntarily  agree  to  treat  Work- 
men's Compensation  patients  and  thereby 
obligate  themselves  to  attempt  to  assign  a 
disability  rating  in  those  cases  where  there 
is  a  residual  disability  factor. 

Chalmers  R.  Carr,  M.D. 

Moderator 


A  Method  of  Evaluation  of  Permanent  Impairment  of  the  Spine 


Edwin  H.  Martinat,  M.D. 
Winston-Salem 


The  establishment  of  uniform  standards 
for  rating  loss  of  function  in  injured  pa- 
tients has  long  been  a  problem,  and  one  of 
great  complexity  when  the  spine  is  involved. 
During  the  past  few  years  the  picture  has 
been  further  clouded  by  confusion  regarding 
the  terms  commonly  used  in  discussing  the 
matter — namely,  "impairment"  and  "disabil- 
ity." Impairment  refers  to  loss  of  function  of 
a  part  or  all  of  the  body,  and  relates  only  to 
strictly  medical  considerations.  That  is  to 
say,  this  term  denotes  loss  of  function  alone, 
without  regard  to  the  patient's  role  in  the 
world. 

The  term  "disability,  on  the  other  hand, 
embraces  all  the  factors,  medical  and  non- 
medical, which  diminish  the  patient's  ca- 
pacity for  everyday  activities  and  gainful 
employment.  In  addition  to  physical  impair- 
ment, the  term  takes  into  consideration  the 
patient's  abilities  and  training  prior  to  in- 
jury, and  his  opportunities  for  gainful  em- 
ployment in  his  present  situation. 

To  clarify  the  distinction  further,  we 
might  postulate  two  individuals — one  an  un- 
skilled uneducated  laborer  of  limited  intelli- 
gence, and  the  other  a  highly  intelligent  theo- 
retical physicist.  Suppose  that  each  of  these 
persons  suffers  a  herniated  disc  in  the  course 
of  his  occupation  and  is  left  with  an  impair- 
ment rating  of  20 '^c.  The  laborer  with  this 
rating  might  very  well  find  himself  unable 
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to  perform  the  work  for  which  he  is  suited 
and  therefore  unable  to  find  employment. 
Obviously,  in  this  situation  the  20%  impair- 
ment would  constitute  total  disability  unless 
this  man  could  be  rehabilitated  by  retraining 
or  other  means  and  directed  into  some  other 
gainful  employment.  The  physicist,  on  the 
other  hand,  though  having  the  same  physi- 
cal impairment,  would  actually  have  no  dis- 
ability so  far  as  his  work  was  concerned. 

The  physician's  prime  responsibility  in 
assigning  a  numerical  value  to  loss  of  func- 
tion is  to  rate  the  impairment.  Certainly, 
however,  he  should  be  able  to  recognize  dis- 
ability when  he  encounters  it  and  to  institute 
rehabilitation  of  the  disabled  person  when  it 
is  indicated. 

The  problem  of  rating  impairment  is  two- 
fold: (1)  the  amount  of  existing  impairment 
must  be  determined;  and  (2)  this  impair- 
ment must  be  translated  into  mathematical 
terms.  This  translation  has  been  one  of  the 
chief  sources  of  misunderstanding  between 
physicians,  and  the  remainder  of  this  paper 
will  be  devoted  to  an  attempt  to  clarify  the 
problem. 

Two  or  more  physicians  may  be  in  com- 
plete accord  as  to  the  medical  findings,  diag- 
nosis, and  prognosis  in  a  particular  case,  but 
when  they  attempt  to  translate  this  impair- 
ment into  percentages,  they  often  find  them- 
selves at  considerable  variance.  Fortunately 
a  number  of  guides  are  available  to  help 
make  this  translation  more  uniform :  Mc- 
Bride's  "Disability  Evaluation,''^  the  Amer- 
ican Medical  Association's  "Guide  to  the 
Evaluation  of  Permanent  Impairment  of  the 
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Extremities  and  Back,"-  The  Veterans  Ad- 
ministration's "Schedule  for  Rating  Disabili- 
ties,"^ our  own  State  Society's  "Guide  for 
Permanent  Disability  Evaluation  of  Indus- 
trial Accidents,"^  and  the  most  recent,  the 
American  Academy  of  Orthopaedic  Surgeons 
"Manual  for  Orthopaedic  Surgeons  in  Eval- 
uating Permanent  Physical  Impairment."^ 

Even  with  the  use  of  these  guides  some 
difficulty  remains,  especially  with  regard  to 
the  spine.  This  is  particularly  true  for  the 
physician  who  is  called  upon  to  give  ratings 
only  occasionally.  The  guide  proposed  here" 
has  used  as  a  basis  all  the  aforementioned 
publications.  It  should  be  used  only  as  a 
guide  to  help  the  physician  arrive  at  an  ac- 
curate rating  of  impairment,  not  as  a  scale 
of  absolute  values. 

The  factors  to  be  considered  are  pain,  local 
clinical  changes  in  the  back,  roentgenograph- 
ic  changes,  neurologic  deficit,  and  prognosis. 

1.  Pain  is  often  the  symptom  that  first 
brings  the  patient  to  the  physician,  that  in 
many  respects  controls  his  treatment,  and 
that  is  often  the  major  factor  which  prevents 
him  from  returning  to  work.  Nevertheless  it 
is  quite  often  the  most  controversial  point  in 
rating  impairment  of  the  back.  The  ques- 
tion is  frequently  asked,  "Can  you  measure 
pain?"  I  feel  that  as  physicians  we  are  bet- 
ter qualified  to  evaluate  pain  than  anyone 
else  and  certainly  should  use  our  evaluation 
of  pain  as  part  of  our  interpretation.  For 
purposes  of  rating,  pain  is  classified  as  mild, 
moderate  and  marked,  and  values  are  assign- 
ed accordingly. 

2.  The  local  clinical  changes  are  loss  of 
motion,  atrophy  in  the  musculature  of  the 
back,  weakness  of  the  musculature  about  the 
spine,  tenderness  in  the  region  of  the  spine 
and  its  associated  structures,  muscle  spasm 
in  the  paraspinous  and  associated  muscles, 
and  signs  of  nervous  tension  such  as  those 
elicited  by  the  straight-leg-raising  test  and 
the  femoral-nerve  stretch  test. 

3.  Roentgenographic  changes  are  divided 
into  vertebral  fractures,  changes  in  the  disc 
space,  instability,  and  degenerative  changes. 

4.  Neurologic  deficit  refers  to  the  changes 
found  in  the  extremities  as  they  are  used 


for  substantiating  a  diagnosis  of  back  im- 
pairment. If  they  are  severe  enough  to  cause 
loss  of  function  in  an  extremity,  they  should 
be  rated  as  impairment  of  the  extremity. 
These  findings  include  motor,  reflex,  and 
sensory  functions. 

5.  Prognosis  refers  to  those  conditions 
which  in  themselves  may  not  produce  posi- 
tive findings,  but  which  we  know  give  rise 
to  impairment  of  function.  An  example  is  a 
confirmed  diagnosis  of  herniated  disc,  with 
or  without  resection  and  with  or  without 
spinal  fusion. 

After  the  factors  which  may  cause  impair- 
ment are  listed,  each  is  given  a  numerical 
value.  These  are  not  true  impairment  values 
and  should  be  used  only  to  indicate  the  rela- 
tive importance  of  the  changes  present.  A 
certain  amount  of  interpolation  should  be 
done.  For  instance,  severe  spasm  in  the 
muscles  of  the  back  is  given  a  rating  of  12 ; 
if  the  spasm  is  moderate,  the  rating  perhaps 
would  be  8;  if  mild,  4,  etc.  The  same  pro- 
cedure can  be  applied  to  the  other  factors. 

After  all  the  elements  causing  impairment 
have  been  added,  the  totals  are  divided  by 
the  set  of  factors.  For  the  lumbosacral  area 
the  total  is  divided  by  two,  for  the  cervical 
area  by  three,  and  for  the  dorsal  and  sacro- 
coccygeal areas  by  six.  It  has  been  found  that 
these  factors  tend  to  give  a  relatively  true 
value  to  each  area  of  the  spine  as  it  relates 
to  bodily  impairment. 

It  should  be  stressed  again  that  these  fig- 
ures are  not  absolute  values ;  they  are  de- 
signed merely  as  a  relative  guide  to  more 
accurate  rating. 

Two  cases  are  used  to  illustrate  the  use  of 
the  guide  in  estimating  impairment.  It  will 
be  noticed  that  in  some  areas  there  is  dis- 
agreement between  the  values  reached  by 
different  methods  of  rating.  In  the  system 
proposed  here,  rather  low  impaii'ment  rat- 
ings are  given  the  dorsal  and  sacrococcygeal 
areas  of  the  spine.  It  is  my  feeling  that  in- 
juries in  these  areas  do  not  give  rise  to  as 
much  impairment  as  do  injuries  in  other 
parts  of  the  spine,  and  this  system  was  de- 
signed to  take  this  factor  into  consideration. 
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Pain 

Mild 

Moderate 

Marked 


X-ray  Changes 

Vertebral  fractures 
Changes  in  disc  space 
Instability 
Degenerative  changes 


Table  1 
Guide  for  Evaluation  or  Permanent  Impairment  of  the  Spine 

Local  Clinical  Signs 


5 

Loss  of  molion 

10 

Atrophy  and  weakness 

15 

Tenderness 

Spasm 

Nerve  tension  signs 

Neurologic  Deficit 

20* 

Motor 

5 

Sensory 

20 

Reflex 

5 

8 
4 
6 
12 
5 


Prognosis 
Herninated    disc   —   no    surgery   —   good    recovery 
Herniated  disc  —  surgery  —  good  recovery 
Spinal  fusion  —  good  result 
Herniated  disc  —  surgery  and  spine  fusion  —  good  result 

Changes  are  described  as  mild,  moderate  or  marked  and   numerical   values   assigned   accordingly. 


10 
10 
10 
15 


Example:      Severe  tenderness  6  Moderate  tenderness 

This  interpolation  is  done  with  all  findings. 


Mild    tenderness 


Vertebral  Fractures* 

Compression  of  body: 


10%  compression 
25%  compression 
50%  compression 
75%  compression 


5 
10 
15 
20 


Posterior  Elements 

Undisplaced 
Displaced 
Spinous    processes 
Transverse  processes 


10 

20  (Excluding  spinous  and  transverse  processes* 

5 
5   'Spinous  and  transverse  processes:  single  or  multiple,  not  additive) 


For  Fractures 

Add  for  each  involved  vertebra  50%  of  value.  Take  most  involved  vertebra  at  full  value.  The  last  two  thoracic  verte- 
brae are  included  as  part  of  the  lumbosacral  spine  for  evaluation  purposes. 

Factors— lo  obtain  percentage  of  perm.'inent  impairment  of  the  whole  body 


I.  Lumbosacr.Tl  area 

II.  Cervical  area 

HI.  Dorsal  area 

IV.  Sacro-coccyteal 


Divide  by  2 
Divide  by  3 
Divide  by  6 
Divide  by  6 
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Case  1 

A  man  with  a  herniated  disc  at  the  lumbosacral  inter- 
space underwent  laminectomy  and  excision  of  disc. 
Residual  symptoms  consisted  of  mild  back  pain,  mod- 
erate tenderness  of  the  back,  roentgenographic  evidence 
of  narrowing  of  the  disc  space,  and  diminished  ankle 
jerk.  These  findings  were  rated  as  follows: 


Mild  pain 

Moderate  tenderness 
Disc  space  narrowing 
Diminished  ankle  jerk 
Diagnosis  of  disc  herniation 


5 

4 
5 

2.5* 
10.0 

26.5 


Divide  by  factor  of  2  for  lumbar  area:  13.25%  of  body. 

*Total  absence  of  ankle  jerk  would  be  5  per  cent. 

McBride 

Nucleus  pulposus  syndrome,  cervical  or  lumbar:  with 
surgery,  without  fusion. 

a.  Disabling  pain  satisfactorily  relieved,  no  relapse 
after  6  months:  resumption  of  regular  labor:  OTo 
of  body 

b.  Persistent  lumbosacral  soreness  after  6  months 
aggravated  by  heavy  lifting:  extra  heavy  work  not 
advisable:  20%  of  body. 

This  case  should  be  rated  between  the  above  values. 

American  Medical  AssociatUm 

Impairment       Impairment 
of  Spine  of  Whole 

Body 

Disc  lesion,  slight  limitation 

of  motion  5 

Flexion  2 

Extension  1 

Right  lateral  flexion  2 

Left  lateral  flexion  2 

Right  rotation  2 

Left  rotation  2  6 

11  11 

North  Carolina  Medical  Society 

Ruptured  lumbar  disc.  Removal  of  disc,  free  of  back 
and  leg  pain,  no  weakness — 10%  impairment  of  spine. 

Postoperative:  same  as  above,  but  slight  residual 
back  and  leg  pain — 15%  to  25%  impairment  of  spine. 

This  case  probably  would  be  rated  between  the  above 
values,  since  there  is  no  residual  leg  pain— about  12.5%. 
of  spine. 

Veterans  Administration 

Intervertebral  disc  syndrome.  Free  of  back  and  leg 
pain,  no  weakness— 10%  impairment  of  spine. 

American  Academy  of  Orthopaedic  Surgeons 

Neurogenic  low  back  pain  from  lumbar  disc  injury. 

Good  results  of  surgical  excision  of  disc,  no  fusion, 
no  persistent  sciatic  pain— 10%r  impairment  of  whole 
body. 

Surgical  excision  of  disc,  no  fusion;  moderate  persis- 


tent pain  and  stiffness  aggravated  by  heavy  lifting  with 
necessary  modification  of  activitie.s — 20%  impairment 
of  body. 

This  case  would  fall  somewhere  between  the  above 
categories. 

Note  that  to  arrive  at  a  close  degree  of 
accuracy,  a  certain  amount  of  interpolation 
is  necessary.  In  most  systems,  this  occurs  as 
an  end  point  ad.iustment — that  is,  mild  recur- 
rent symptoms ;  moderate  recurrent  symp- 
toms. It  is  felt  that  the  author's  system  of 
interpolating-  each  finding  —  for  example, 
mild  spasm,  severe  spasm,  etc. —  can  be  ap- 
plied more  accurately  to  an  individual  case. 

Ca.se  2 

A  man  suffered  compression  fractures  of  the  fifth 
and  sixth  cervical  vertebrae.  Residual  findings  were 
evaluated  as  follows: 

25%   compression  fracture,   C-5  10.0 

10%,  compression  fracture,  C-6  i.507o  value)  2.5 

Narrowed  disc  space,  C-5-C-6  5.0 

Mild  degenerative  changes  C-5-C-6  .    2.0 

Mild  pain  5.0 

Mild   loss  of  motion  3.0 

27.5 
Divide  by  3  for  cervical  area— 9.16%   impairment  of 
body. 

McB7-ide 

Fractures  of  one  or  two  vertebral  bodies  without 
cord  involvement.  Full  recovery  to  the  extent  of  useful 
strength,  free  motion,  no  muscle  .spasm  or  disabling 
pain,  up  to  75%  normal.  Impairment  caused  by  verte- 
bral bodies  of  the  cervical  region— 17%  of  body. 

American  Medical  Association 


Impairm?nt 

Impairment 

of  Spine 

of  Body 

Fractures  of  two 

vertebral  bodies 

2e 

Mild  limitation  of  motion 

6 

32 

19% 

^eterans  Administrat 

'0)l 

Vertebral  fracture 

10 

Slight  loss  of  motion 

10 

20%  of  body 
North  Carolina  Medical  Society 

Single,  healed  cervical  spine  fracture,  with 
little  or  moderate  anterior  compression 
and  without  neurologic  abnoiTnalities         10 

Two  or  more  vertebrae,  each  50% 
of  above  5 

Restricted  motion  and  pain,  mild  2 


17%  of  body 
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American  Academy  of  Orthopaedic  Surgeons 

Fracture:  vertebral  compression  25%,  one  or  two 
vertebra]  adjacent  bodies,  no  fragmentation,  no  in- 
volvement of  posterior  elements,  no  nerve  root  in- 
volvement, moderate  neclv  rigidity  and  persistent  sore- 
ness— 20%   impairment  of  whole  body. 

With  only  shght  limitation  of  neck  motion,  this  case 
should  probably  receive  lower  rating  than  above. 

Summary 

To  fulfill  his  responsibilities  in  the  evalua- 
tion of  impairment,  the  physician  must: 

1.  Evaluate  the  permanent  loss  of  func- 
tion as  early  as  possible. 

2.  Accurately  translate  this  loss  into  per- 
centages if  required  by  law. 

3.  Evaluate  the  effect  of  the  impairment 
on  the  individual  patient  and  if  it  is  found 
that  this  impairment  is  going  to  lead  to  dis- 


ability, advise  a  program  of  rehabilitation 
and  see  that  it  is  instituted  early. 
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Evaluation    of    Impairment    of    the  Upper    Extremities 


John  Stuart  Gaul,  Jr.,  M.D. 
Charlotte 


Impairment  may  be  defined  as  an  anatom- 
ic functional  defect  of  a  part  of  the  body, 
vi^hile  disability  represents  the  personal 
handicap  resulting  from  the  physical  impair- 
ment. The  disability  resulting  from  the  same 
physical  impairment  may  differ  widely  from 
one  person  to  another.  For  e.xample.  a  busi- 
ness man  may  lose  a  finger  without  signifi- 
cant detriment  to  his  personal  capabilities, 
whereas  a  musician  suffering  the  same  loss 
might  be  totally  disabled  from  the  standpoint 
of  his  career. 

Evaluation  of  disability  is  becoming  in- 
creasingly important,  not  only  in  the  settle- 
ment of  insurance  claims  but  more  impor- 
tant, medically  speaking,  in  determining  the 
need  for  and  planning  reconstructive  sur- 
gery, prosthesis  training,  etc. 

It  has  been  said  that  "the  arms  exists  for 
the  hand."  Loss  of  the  arm  at  or  above  the 
humerus  automatically  constitutes  from  95 
to  100  per  cent  impairment  of  the  upper  ex- 
tremity, while  amputation  between  the  elbow 
and  forearm  easily  represents  from  80  to  90 
per  cent.  Thus  evaluating  impairment  of  the 
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upper  e.xtremity  largely  boils  down  to  eval- 
uating disability  of  the  hand. 

Losses  by  Amputation 

The  first  step  in  evaluating  the  disabled 
hand  is  to  note  any  losses  by  amputation 
(terminal,  transverse  defects,  total  in  ex- 
tent), recognizing  that  the  thumb  repre- 
sents from  38 '^r  to  40  ^  of  the  hand,  the  in- 
dex finger  about  257^,  the  middle  finger 
18^f  to  207r,  the  ring  finger  12^  to  157, 
and  the  little  finger  8'^r  to  107-  Notes  that 
these  figures  add  up  to  more  than  100 7^^  of 
the  hand.  The  reason  is  that  the  loss  of  one 
finger  will  actually  impair  the  function  of 
the  other  fingers  to  some  extent,  since  the 
thumb  and  fingers  are  interdependent  in  nor- 
mal hand  function.  For  example,  a  missing 
index  finger  makes  it  necessary  for  the 
thumb  to  strain  a  little  harder  in  the  pinch 
maneuver. 

In  considering  the  amputation  of  digits  at 
progressively  proximal  levels,  we  note  that 
impairment  accumulates  quickly,  since  it  is 
through  the  ends  of  the  fingers  that  the  sen- 
sation of  touch  is  largely  perceived.  Thus, 
amputation  of  the  distal  phalanx  of  the  fin- 
ger causes  507c   impairment  of  the  finger, 
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and  amputation  of  the  two  distal  phalanges 
results  in  100  ?f  impairment,  allowing  no 
credit  for  the  remaining  proximal  segment. 
In  actual  experience,  many  people  with  proxi- 
mal phalangeal  stumps  regard  them  as  use- 
less, and  some  lequest  ray  resection  (often 
the  thumb's  alignment  does  not  allow  it  to  ro- 
tate and  pinch  against  such  a  stump  satis- 
factorily.) 

To  evaluate  the  remaining  parts  of  the 
hand  after  amputation,  it  is  necessary  to 
understand  the  way  the  hand  functions.  Pri- 
marily, this  function  consists  of  pinch,  grasp, 
release,  and  hook  maneuvers.  In  order  to  per- 
form these  maneuvers  the  hand  must  have 
four  anatomic  modules  functioning  and  in- 
tact: (1)  comprehensive  sensation  in  the 
finger  tips;  (2)  fingers  that  flex,  (3)  fin- 
gers that  extend,  and  (4)  a  strong  opposable 
thumb  with  an  extensible  distal  joint.  We 
therefore  look  for  demonstrations  of  these 
primary  functions  and  the  presence  or  ab- 
sence of  the  anatomic  modules  that  make 
these  functions  possible,  estimating  impair- 
ment in  proportion  to  the  degree  that  any  of 
the  functional  modules  are  defective. 

1.  Critical  sensation  is  the  most  important 
of  these  four  modules  and  also  the  most  diffi- 
cult to  evaluate  objectively.  Complete  loss  of 
sensation  in  a  digit  or  a  portion  of  the  hand 
can  easily  cause  from  90  "/c  to  100%  dis- 
ability of  that  part.  With  experience  and  at- 
tention, sensation  can  be  fairly  well  evaluated 
from  objective  clinical  observation.  The  com- 
pletely denervated  finger  tip  is  smooth  in 
appearance  and  to  touch.  It  is  devoid  of 
perspiration,  since  sudomotor  fibers  are 
closely  associated  with  the  various  sensory 
nerve  fibers.  In  addition,  the  clusters  of 
nerve  endings  under  the  skin  of  the  finger 
tip  may  be  atrophied,  giving  the  finger  a 
tapered  appearance. 

Sweating  almost  always  implies  the  pres- 
ence of  some  sensation,  though  it  may  be  far 
from  normal.  Excessive  sweating  is  usually 
associated  with  some  degree  of  hyperesthesia, 
which  also  implies  some,  though  by  no  means 
complete,  disability,  and  which  often  is  tem- 
porary. Since  the  smooth,  dry  finger  pad  is 
clear  objective  evidence  of  nerve  injury  with 
anesthesia,  the  ninhydrin  test  is  usually  un- 
necessary. 


2.  Loss  of  the  ability  to  flex  the  fingers, 
as  seen  in  some  nerve  and  tendon  injuries, 
imparts  a  severe  disability  to  one  or  more 
digits  or  to  the  hand,  which,  if  complete,  rep- 
resent by  itself  about  90%  disability  of  the 
finger  or  hand  so  involved. 

3.  Loss  of  the  ability  to  extend  the  fin- 
gers, though  disabling,  is  definitely  less  so 
than  loss  of  flexion.  The  fingers  that  remain 
flexed  often  retain  an  extremely  useful  hook 
and  pinch  function,  and  sometime  grasp. 
Generally  speaking,  the  loss  of  extension  of 
the  fingers  would  seem  to  constitute  impair- 
ment ranging  between  40%  and  507c-  For 
example,  the  claw-hand  resulting  from  an 
isolated  injury  of  the  ulnar  nerve,  with  flex- 
ion contractures  of  the  fourth  and  fifth  fin- 
gers, rarely  comes  to  surgical  correction,  ap- 
parently because  the  victims  do  not  consider 
the  condition  sufficiently  disabling  to  war- 
rant surgical  treatment. 

4.  Total  impairment  of  the  thumb  can  dis- 
able the  hand  easily  as  much  as  50%.  That 
the  impairment  of  such  a  hand  may  exceed 
the  value  assigned  the  thumb  alone  is  ex- 
plained by  the  fact  that  the  fingers  them- 
selves are  disabled,  lacking  a  strong  thumb 
base  with  which  to  grasp  or  a  thumb  tip  with 
which  to  pinch.  Partial  impairment  of  the 
thumb  will  result  in  less  disability  of  the 
hand. 

Evaluation  of  the  upper  extremities  should 
not  be  discussed  without  a  review  of  the  gen- 
erally   recognized    impairment   that   results 
from    complete    ankylosis    of    the    various 
joints.  If  the  joints  are  ankylosed  rigidly  in 
the  position  of  maximal  function,  the  gen- 
erally accepted  impairment  values  are  as  fol- 
lows : 
Shoulder,  ankylosed  with  the  arm  close  to  the  chest 
in  the  neutral  position— 50%  of  the  upper  extremity 
Elbow,  at  either  a  right  angle  or  the  ideal  angle  for 
the    particular   circumstance    of    the    patient— 50% 
of  the  upper  extremity 
Radio-ulnar    joint,    in    mid-position    (supination    and 

pronation— 35%  of  the  arm  below  the  elbow 
Wrist  joint,  in  slight  extension— 35%  of  the  arm  below 
the  elbow  'usually  occurs  in  conjunction  with  anky- 
losis of  the  radioulnar  joint) 
Metacarpophalangeal  joint  of  a  digit,  in  20  to  25  de- 
grees flexion — 45%  of  the  digit 
Proximal  interphalangeal  joint,  in  40  to  50  degrees 

flexion— 50%  of  the  digit 
Distal  interphalangeal  joint,  in  20  to  30  degrees  flex- 
ion—25%  of  the  digit. 
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Impairment  resulting  from  partial  stiff- 
ness is  proportionately  less,  although  asso- 
ciated pain  may  nullify  the  benefit  of  such 
motion.  Joints  completelj'  stiff  in  less  than 
optimum  position,  however,  cause  greater 
impairment  of  the  part. 

For  clarity,  impairment  values  should  be 
ascribed  to  the  smallest  distal  part  of  the  ex- 
tremity involved;  for  example,  impairment 
is  ascribed  to  the  separate  digits  when  the 
metacarpal,  carpal,  and  proximal  segments 
are  not  involved. 

Finally  we  note  that  when  multiple  ana- 
tomic injuries  exist — say  a  missing  index 
finger,  a  tender  palmar  scar,  and  a  partly 
stiff  wrist — the  most  severe  loss  is  first  sub- 
tracted from  the  lOO^r  function  of  the  nor- 
mal extremity.  The  other  impairments  are 
then  considered  as  losses  from  "the  remain- 
der" of  that  part  of  the  extremity.  In  this 


case,  that  part  is  the  hand  and  forearm,  or 
upper  extremity  below  the  elbow.  (In  the 
quaint  terminology  of  the  North  Carolina  In- 
dustrial Comission,  "the  hand"  extends  as 
high  as  the  elbow.)  Thus,  in  the  hypothetical 
case  mentioned  above,  the  impairment  (or 
permanent  disability,  in  Workmen's  Compen- 
sation cases)  would  be  evaluated  as  follows: 

Total  loss  of  index  finger  25% 

Tender  palmar  scar  estimated  at  STc  of  "hand," 

times  75<:f  remainder  of  hand— 3.75'^f  4% 

Partial  stiffness  of  wrist  estimated  at  20%,  times 

7Kf   remainder  of  the  hand— 14.2%  14% 

Total  impairment  of  hand  and  forearm  43% 

Summary 

Evaluation  of  permanent  impairment  of 

the   upper   extremities   is   discussed,   and   a 

hypothetical  case  involving  multiple  injuries 

is  used  to  illustrate  the  method  of  estimation. 


Evaluation    of    Disability    of    the   Lower    Extremities 

Henry  D.  Severn,  M.D. 
asheville 


Any  physician  whose  practice  includes  de- 
terminations of  disability  in  this  state  must 
be  acquainted  with  two  pamphlets:  (1) 
"Guide  for  Permanent  Disability  Evaluation 
of  Industrial  Accidents,"  published  by  the 
IVIedical  Society  of  the  State  of  North  Caro- 
lina in  1960;  and  (2)  "The  Medico-Legal 
Code  of  North  Carolina,"  issued  jointly  by 
the  State  Medical  Society  and  the  North 
Carolina  Bar  Association  in  1962. 

This  discussion  on  evaluation  of  disability 
of  the  lower  extremities  will  be  largely  re- 
stricted to  Workmen's  Compensation  cases. 
Within  this  category  of  injuries  there  is  a 
base  line,  prescribed  by  law.  fixing  the  value 
of  any  part  of  the  anatomy.  Admittedly,  the 
legal  terminology  does  not  always  agree  with 
the  true  anatomic  structures  as  understood 
by  physicians.  For  example,  under  the  state 
code  the  foot  does  not  stop  at  the  ankle  but 
extends  upward  to  the  level  of  the  insertion 
of  the  hamstrings. 

In  evaluating  disability  in  Workmen's 
Compensation   cases   in   North   Carolina,   it 
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must  be  remembered  that  the  law  does  not 
make  provision  for  the  usefulness  of  any  part 
of  the  anatomy  m  a  particular  occupation.  A 
concert  violinist  who  loses  the  little  finger  of 
his  left  hand,  although  totally  disabled  for 
pursuing  his  career,  would  be  compensated 
only  for  the  loss  of  his  left  little  finger. 

Certain  basic  principles  have  been  estab- 
lished for  evaluating  disability  of  the  lower 
extremities.  Orthopedists  of  this  state  have 
agreed  that  whenever  a  fiacture  enters  a 
weight-bearing  joint  it  must  be  assumed  that 
the  structure  has  incurred  a  minimal  dis- 
ability of  10%.  The  disability  can  be  much 
greater,  of  course,  if  the  joint  is  disrupt- 
ed to  any  degree.  It  is  felt  that  any  fracture 
extending  into  the  joint  would  leave  some 
residual  post-traumatic  arthritis. 

Also  prior  to  further  evaluation,  any  in- 
equality in  the  length  of  the  legs  secondary 
to  injury  must  be  accurately  measured.  A  dis- 
parity of  less  than  1  2  inch  should  not  in  it- 
self cause  any  disability.  For  differences  of 
more  than  1  '2  inch,  ratings  can  be  obtained 
from  the  North  Carolina  Guide.  When  the 
correct  value  has  been  noted  it  is  added  to 
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the  percentage  of  impairment  of  motion  of 
the  involved  joints.  To  repeat:  the  percent- 
age of  disability  caused  by  shortening  of  the 
leg  is  added  to  the  residual  disability  of  ad- 
jacent joints,  and  not  as  a  percentage  of  the 
remainder  of  the  extremity. 

Each  joint  of  an  extremity  must  be  rated 
according  to  limitation  of  motion  and  degen- 
erative changes.  The  Guide  states  that  anky- 
losis of  the  hip  in  optimum  position  should 
be  rated  as  50  7f  disability  of  the  entire  leg. 
Similarly,  an  excellent  result  achieved  by 
arthroplasty  has  been  given  a  rating  of  40%. 
Any  malalignment — or  in  the  case  of  arthro- 
plasty, limitation  of  motion — would  neces- 
sarily increase  the  rating. 

According  to  the  above  Guide,  disability 
attending  ankylosis  of  the  knee  in  optimal 
functional  position  is  rated  as  50%  of  the 
leg.  Malposition  again  will  increase  the  rat- 
ing. In  the  case  of  the  knee  as  of  the  hip, 
certain  suggestions  have  been  outlined  in  the 
Guide,  so  that  any  physician  in  this  state 
should  be  able  to  arrive  at  a  reasonable  per- 
centage and  not  have  to  guess  blindly  at 
what  the  rating  should  be. 

Under  the  North  Carolina  Workmen's 
Compensation  Act,  any  disability  below  the 
tibial  tubercle  or  insertion  of  the  hamstrings 
is  regarded  as  a  disability  of  the  foot.  While 
physicians  and  anatomists  may  not  agree  on 
this  ruling,  it  is  the  law  and  must  be  observ- 
ed. This  rule,  of  course,  does  not  apply  in  lia- 
bility cases  not  subject  to  the  Act. 

Ankylosis  of  the  ankle  in  optimum  posi- 
tion can  be  assumed  to  result  in  disability  of 
40%,  while  a  fusion  of  the  hindfoot,  such  as 
triple  ai'throdesis,  is  given  a  rating  of  30  7r. 
A  successful  pan-talar  arthrodesis  is  rated  at 
60%.  This  figure  is  roughly  derived  from  the 
40%  disability  assigned  the  ankle.  The  fus- 
ion of  the  hindfoot  gives  an  additional  dis- 
ability of  30%  .  This  figure  times  the  remain- 
der of  the  foot  (60%)  equals  18%,  which 
added  to  the  40  7^  ascribed  to  the  ankle  to- 
tals 58%  or  roughly  60% — the  figure  given 
above. 

Fixation  of  the  foot  in  the  varus  position 
exerts  excessive  pressure  on  the  lateral  as- 
pect of  the  plantar  surface,  thus  greatly  im- 
pairing the  usefulness  of  the  extremity. 


Fractures  of  the  mid-  and  forefoot  prob- 
ably should  receive  a  minimal  rating  of  5% 
because  of  changes  in  a  weight-bearing  struc- 
ture. I  personally  feel  that  simple  avulsion 
fractures  do  not  belong  in  this  category  and 
should  not  produce  any  permanent  disability. 
Once  again,  any  major  disruption  of  this 
part  of  the  foot  should  be  taken  into  full  con- 
sideration. 

Ankylosis  of  the  joints  of  the  toes  should 
be  given  a  disability  rating  of  50%.  As  in  the 
case  of  fingers,  amputation  of  a  toe  should 
probably  receive  a  rating  of  25%  for  the  loss 
of  any  bone,  50  7f  if  proximal  to  the  visible 
nail  bed,  and  100  7f  if  proximal  to  the  distal 
phalanx. 

On  occasion  the  examiner  is  asked  to  eval- 
uate an  extremity  as  a  leg  instead  of  a  foot, 
or  a  foot  instead  of  a  toe.  This  can  be  done 
readily  without  materially  changing  the 
method  of  rating  if  it  is  remembered  that  to- 
tal disability  of  a  leg  entitles  the  worker  to 
170  weeks'  compensation ;  of  a  foot,  144 
weeks ;  of  the  great  toe,  35  weeks  ;  and  of  any 
other  toe,  10  weeks.  By  a  simple  process  of 
arithmetic  the  changes  can  be  made  rapidly. 

The  North  Carolina  Orthopaedic  Associa- 
tion has  been  and  is  still  working  to  achieve 
a  more  accurate  evaluation  of  the  difference 
between  the  loss  of  an  upper  extremity  and 
the  loss  of  a  lower  extremity  in  today's  in- 
dustry. It  is  generally  conceded  that  the  loss 
of  a  hand  constitutes  a  far  greater  handicap 
than  an  above-the-knee  amputation,  yet  in 
compensable  weeks  it  is  allowed  only  200  as 
opposed  to  170  for  the  latter.  Since  any 
change  in  the  law  will  have  to  be  approved  by 
the  General  Assembly,  the  effort  will  be  time- 
consuming  and  hard  to  initiate. 

Siinmiary 
Any  physician  dealing  with  disability  cases 
should  have  in  his  office  the  "Guide  for  Per- 
manent Disability  Evaluation  of  Industrial 
Accidents."  This  guide  is  not  only  necessary 
in  compensation  cases,  but  is  useful  in  esti- 
mating disability  under  any  circumstances. 
The  burden  of  proof  should  be  on  any  physi- 
cian who  disagrees  with  such  a  guide,  al- 
though admittedly  there  are  on  occasion  oth- 
er factors  which  could  alter  cases. 
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M.  C.  Battigelli,  M.D. 
Chapel  Hill 


It  is  relevant  to  state  that  industrial  medi- 
cine is  not  merely  medicine  (/)  industry  but 
rather  medicine  for  industry.  If  general  med- 
icine finds  its  fundamental  task  in  restoring 
health  to  the  sick,  if  preventive  medicine  at- 
tempts to  shelter  man  from  loss  of  health, 
industrial  medicine  aims  at  maintaining  a 
man  in  good  health  and  at  work.  Europeans, 
with  their  pedantic  love  of  specific  words, 
call  it  "medicine  of  work,"  as  can  be  verified 
by  a  rapid  review  of  terminology:  la  medi- 
cine du  travail  of  the  French,  arbeitsmedizin 
of  the  Germans,  medicina  del  trabajo  of  the 
Spanish,  and  medicina  del  laroro  of  the  Ita- 
lians. 

Being  practitioners  of  medicine  for  indus- 
try, industrial  physicians  are  interested  in 
man  as  a  source  of  energy,  as  a  producer  of 
work :  thus,  industrial  physicians  appreciate 
better  than  many  of  their  colleagues  in  other 
specialties  the  economic  value  of  health.  A 
decrement  of  health  is  more  evident  to  the 
industrial  physician  as  a  reduction  of  work 
output,  a  cause  of  waste  which  will  be  re- 
corded somewhere  as  a  loss  of  profit. 

Health  is  an  important  ingredient  of  prof- 
it. There  is  nothing  more  fundamental  to  our 
North  Carolina  business  than  earning  a  prof- 
it. Every  departure  from  health,  as  even  a 
mild  incident  of  sickness,  or  an  impairment 
of  health,  has  economic  relevance  to  our 
state's  industry  and  its  management. 

Industrial  medicine  has  the  responsibility 
to  examine  and  identify  these  limitations  of 
health,  to  describe  them  in  terms  of  employ- 
ability,  to  provide  for  proper  job  placement, 
and  to  secure  medical  supervision  for  indus- 
try. Work  efficiency,  work  attendance,  and 
work  satisfaction  become  in  this  view  an  es- 
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sential  part  of  medical  management.  Yet,  do 
management,  workers,  and  occasionally  some 
of  our  professional  colleagues  readily  identi- 
fy us  industrial  physicians  as  the  specialists 
of  maintenance  of  manpower  which  we  feel 
we  are?  All  too  often  our  professional  con- 
cerns, as  industrial  physicians,  appear  of  re- 
mote relevance,  or  at  least  less  than  essential, 
to  the  welfare  of  our  people.  All  too  often,  in- 
dustry, workers,  and  physicians  fail  to  realize 
that  every  instance  of  employment,  of  reloca- 
tion, of  resumption  of  work  after  illness,  of 
promotion,  or  of  retirement  involves  neces- 
sary medical  decisions. 

It  is  known  that  the  mere  fact  of  training, 
and  of  fitting  employees  to  responsible  jobs, 
represents  an  investment  which  involves  con- 
siderable costs  to  the  employer.  Employees 
and  their  health  endowments  become,  in  this 
issue,  part  of  the  investment  of  industry. 
As  long  as  physicians'  decisions  affect  this 
basic  commodity,  one  can  readily  state  that 
few  are  the  medical  decisions,  no  matter 
where  issued,  which  could  be  considered  ir- 
relevant to  industry.  In  a  way,  every  time  a 
doctor  treats  a  worker  he  assumes  a  respon- 
sibility in  industrial  medical  management. 
Good  health,  health  limitations,  and  health 
failures  are  indeed  important  factors  of  in- 
dustrial business  and  liability. 

A  worker,  in  a  schematic  sense,  presents 
to  industrial  management  three  distinct  li- 
abilities. First,  as  an  operator,  his  relative 
health  endowment,  motivation,  and  freedom 
from  handicap  critically  classify  him  as  a 
more  or  less  desirable  investment.  Secondly, 
in  his  record  of  morbidity,  the  worker  con- 
fronts industry  with  problems  of  legal  as  well 
as  health  liabilities  in  view  of  possible  en- 
vironmental relevance  to  disease.  Finally,  as 
an  organism  necessitating  human  mainte- 
nance as  well  as  general  controls  of  preven- 
tive nature,  a  worker  presents  needs  for 
operating  costs  in  terms  of  a  program  of 
health  conservation. 

It  is  the  purpose  of  this  paper  to  discuss 
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briefly  and  separately  these  three  aspects  of 
medicine  for  industry. 

1.  EmployabiliUj 
Is  there  not  a  fallacy  in  looking  at  the 
worker  as  an  ideally  healthy,  vigorous  indi- 
vidual, immune  to  disease  or  to  the  effects 
of  aging?  Workers  are  young  and  old,  healthy 
and  crippled,  and  even  sick,  pregnant,  or  con- 
valescent. Most  people,  we  all  agree,  need  to 
work.  It  would  be  a  dangerous  and  perhaps 
impossible  proposition  to  consider  that  only 
perfectly  healthy  subjects  are  employable. ^ 
From  national  health  statistics,  we  know  a 
substantial  proportion  of  working  people 
have,  in  fact,  health  limitations   (see  Table 

Table  12 

Health  Characteristics  of  Workers 

(USPHS,  Vital  Statistics,  July  1961-June  1963) 

No.  Per  Cent 

USA  labor  force  71.5  million  100 

Workers  over  45  years 

of  age  28.6  million  40 

Female  workers  24.8  million  35 

Workers  with  one  or  more 

chronic  conditions  37.4  million  52.4 

Workers  limited  by  chronic 

disability  5.2  million  7.3 

Passing  a  judgment  on  the  specific  employ- 
ability  of  a  subject  is  fundamentally  a  quan- 
titative process  which  requires  matching 
work  capacity  to  work  requirements.  In 
fact,  to  assess  the  subject's  adequacy  to  the 
job  demand,  it  is  necessary  to  apply  clinico- 
physiologic  rating  procedures,  whereby  the 
results  of  his  clinical  examination  and  func- 
tional tests  are  expressed  numerically  or  in 
some  categorical  grade.  Although  general 
practitioners  rarely  use  or  need  this  proce- 
dure, every  industrial  physician  is  expected 
to  be  quite  proficient  at  it.  Information  ob- 
tained from  the  physical  examination,  lab- 
oratory tests,  prognostic  consideration,  and 
the  response  of  a  subject  to  exercise,  properly 
monitored,^  can  all  be  compiled  in  descriptive 
fashion.  Relatively  simple  devices  are  avail- 
able for  these  assessments,  including  tests  of 
physical  work  fitness'''''  and  of  personality 
and  motivation.^ 
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Screening  candidates  for  peculiar  suscepti- 
bility to  the  effect  of  environmental  stresses 
occupies,  in  the  pre-employment  examina- 
tion, a  critical  function.  Recognition  of  in- 
creased susceptibility  to  disease,  for  instance, 
or  a  precarious  condition  of  health  such  as 
exemplified  by  an  abnormal  G-6-P  dehydro- 
genase activity,  congenitally  determined,  will 
suggest  proper  preventive  measures,  hence- 
forth avoiding  disastrous  consequences. 

2.  Liability 

Industrial  management  is  confronted  with 
two  major  aspects  of  health  liability.  One  is 
the  best  known  problem  connected  with  work 
hazards,  and  needs  no  particular  comment 
here.  Industrial  hygiene  and  clinical  occupa- 
tional health  provide  the  tools  for  this  con- 
trol. 

The  second  aspect  of  liability  reflects  the 
health  needs  peculiar  to  an  employee.  As  long 
as  the  employee's  health  is  part  of  industry's 
investment,  it  is  also  part  of  industry's  lia- 
bility :  workers'  endurance,  attrition  rate, 
morbidity  and  mortality  are  direct  concerns 
of  management,  and  management  needs  to  be 
informed  about  them  in  a  meaningful  way. 

Prognosis  is  indeed  an  essential  part  of 
measurement  in  industrial  medicine.  More 
and  more  industrial  management  expects  the 
physician  to  predict  the  health  performance 
of  employees.  Techniques  for  the  measure- 
ment of  this  aspect  of  health  are  today  avail- 
able, and  their  application  to  industry  has 
been  successfully  demonstrated.  Ways  of  pre- 
dicting patterns  of  work  absence,  using  mor- 
bidity and  complaint  frequency,  have  been 
described',  prognostic  interpretations  of  elec- 
trocardiographic tracing  have  been  repeated- 
ly used  to  anticipate  morbidity  and  mortality 
experiences^,  and  actuarial  methods  are 
available  to  assess  the  group  prognosis  of  em- 
ployees". The  work  experiences  of  persons 
suffering  with  cardiovascular  diseases^"  or 
having  a  record  of  mental  hospitalization", 
epilepsy",  and  diabetes'-  have  repeatedly 
been  analyzed,  yielding  guidelines  of  great 
value  for  the  formulation  of  prognostic 
guesses. 

Furthermore,  health  liability  in  industry 
concerns  the  aggravating  role  increasingly 
implied  in  medicolegal  experience,  when  work 
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and  work  environment  tire  implicated  in  the 
genesis  of  disease,  particularly  cardiovascu- 
lar and  chronic  pulmonary  disorders.  The 
hazards  of  work  are  no  longer  confined  to 
the  well  known  inhalants,  the  factors  of 
chemical  and  physical  injuries,  but  appear  to 
creep  insidiously  through  the  pathogenesis  of 
many  acute  and  chronic  diseases.  Myocardial 
infarction,  for  one,  when  occurring  during 
the  work  shift  or  when  chronologically  con- 
nected with  work,  has  been  repeatedly  related 
to  working  conditions.'-'  Blood  dyscrasia  has 
often  been  associated  with  environmental  ex- 
posure." It  is  getting  more  and  more  diffi- 
cult to  differentiate  between  facts  and  specu- 
lation, and  a  certain  philosophical  attitude  is 
wide-spread,  calling  work  and  its  environ- 
ment to  play  an  aggravating  role  in  man- 
kind's illnesses.  Increasingly  jurisprudential 
and  medical  opinions  have  been  led  into  the 
sweeping  oversimplification  of  the  post  hoc 
ergo  propter  hoc  aphorism.  It  remains  the 
medical  industrial  officer's  responsibility  to 
clarify  these  issues  through  careful,  repeated, 
and  properly  staged  measurement  of  both 
the  environment  and  the  workers'  perform- 
ance. It  is  his  task  to  distinguish  between  the 
facts  and  the  reasonable  probabilities  on  the 
one  hand,  and  the  speculation  and  abstract 
possibilities  on  the  other. 

3.  Health  Maintenance  Service 
The  provision  of  medical  assistance  for  in- 
juries and  medical  emergencies  occurring  at 
work  has  been  a  typical  and  often  all-absorb- 
ing function  of  the  industrial  medical  offi- 
cer. Without  minimizing  this  essential  role, 
an  effective  program  of  medical  control  needs 
also  to  concern  itself  with  periodic  surveil- 
lance of  preclinical  conditions,  especially 
those  related  to  major  causes  of  death:  hy- 
pertension, arteriosclerosis,  and  malignancy. 
It  is  unfortunate  that  this  application  of  pre- 
ventive medicine  has  not  yet  entered  in  the 
habit  of  mind  of  many  clinicians ;  at  least  has 
often  failed  to  generate  diagnostic  programs 
aggressively  directed  to  the  "silent"  patient. 
Industrial  medicine  offers  to  this  point  an  un- 
paralleled opportunity. 

Intensive,  periodic  examinations  offer  as 
well  an  excellent  opportunity  to  service  the 
status  of  health  of  workers  carrying  chronic 


conditions :  an  estimated  minimum  of  750,000 
epileptics,  with  60,000  new  cases  each  year 
(Armed  Services  sources  indicate  a  total  of 
1,800,000)  ;  64  cases  of  arthritis  and  rheuma- 
tism per  1,000  population ;  and  2  to  3.5  mil- 
lion cases  of  diabetes.  A  significant  percent- 
age of  these  people  are  limited  to  various  de- 
grees in  their  capacity  to  work  but  may 
still  be  employable.  It  is  the  industrial  phy- 
sician's responsibility  to  render  periodic  med- 
ical supervision  and  care  while  they  are  at 
work. 

The  mortality  and  morbidity  for  the  major 
diseases  in  the  population  have  been  relative- 
ly well  defined  and  are  commonly  used  in 
insurance  transactions.  Information  of  this 
type  aids  greatly  in  assessing  the  physical 
assets  and  liabilities  of  an  employee.  The 
definition  of  "poor  risk"  in  the  actuarial 
stage,  is  always  related  to  the  particular  set- 
ting of  environment.  Kidney  diseases  of  in- 
fectious or  lithiastic  origin  have  relatively 
good  prognosis.  However,  exposure  to  high 
temperature,  work  in  tropics,  or  associated 
sickle-cell  disease  may  present  distinct  haz- 
ards aggravating  or  precipitating  recur- 
rences of  this  condition  and  creating  new 
emergencies.'-'  The  employment  of  a  cardio- 
vascular cripple  may  be  a  risk,  but  if  the  case 
is  properly  investigated  and  the  risk  is  then 
calculated  and  accounted  for,  its  negative  im- 
plications are  dramatically  reduced.  In  an  as- 
sorted group  of  industries,  an  excellent  study 
performed  at  the  Harvard  School  of  Public 
Health'"  showed  that  the  disability  rate  for 
cardiovascular  patients  was  5.9  days  per  year 
and  for  diabetics  3.3  days  per  year.  All  to- 
gether, cardiovascular  and  diabetic  workers 
lost  13.7  days  per  year — that  is,  6.1  days 
more  than  the  days  lost  by  the  matched  con- 
trol group.  The  excess  absences  must  be 
weighed  against  the  positive  value  of  keeping 
a  man  at  work — the  work  to  which  he  is  ac- 
customed and  often  indispensable — in  order 
to  establish  a  favorable  balance.  It  is  not 
always  economical  or  even  possible  to  hire 
only  ideally  healthy  employees  when  a  given 
skill  or  work  e.xperience  is  urgently  required. 
The  Harvard  study  also  shows  that  two- 
fifths  of  these  workers  did  not  lose  any  time 
at  all  because  of  sickness,  and  one-half  lost 
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less  than  5  days  for  all  reasons ;  that  is,  they 
had  fewer  absences  than  the  average  con- 
trol. 

It  is  the  industrial  medical  officer  who, 
through  adequate  measurements,  can  set 
proper  controls  upon  undue  environmental 
taxation  of  human  tolerance  or  unjustified 
physical  load.  For  this  control  to  be  adequate, 
two  main  elements  must  be  known :  the  lim- 
its and  range  of  the  worker's  endurance  on 
one  hand,  and  the  measurements  and  con- 
trol of  work  stress  and  environmental  char- 
acteristics on  the  other. 

Periodic  examination  remains  the  best 
clinical  tool  to  survey  and  monitor  the  work- 
ing population.  Its  value  has  not  been  super- 
seded or  minimized  by  the  introduction  of 
other  diagnostic  tools.  A  good,  systematic 
physical  inventory  of  health  still  resides  in  a 
skillfully  performed  clinical  examination.  It 
serves  not  only  as  a  means  of  measuring  and 
recording  health  endowment  or  its  deteriora- 
tion, but  as  a  contribution  to  effective  main- 
tenance of  health  through  education.  As  Ro- 
berts'^ has  well  said :  ".  .  .  although  this  quite 
defies  measurement,  one  of  the  greatest 
yields,  possibly  the  greatest,  is  their  educa- 
tional value.  They  offer  an  opportunity  to 
teach  the  patient,  in  highly  personalized 
fashion,  something  about  the  maintenance 
and  improvement  of  his  health.  They  direct 
his  attention,  at  least  intermittently,  to  an 
asset  of  untold  value  that  he  may  otherwise 
tend  to  neglect  and  ignore.  They  help  him  to 
develop  the  degree  of  respect  for  his  health, 
and  awareness  of  it,  necessary  to  stimulate 
him  to  have  complaints  or  problems,  refer- 
able to  health,  investigated  promptly." 

Classifying,  properly  placing,  and  period- 
ically examining  industrial  workers,  and  rat- 
ing the  work  conditions  and  requirements  are 
the  basis  for  a  successful  program  of  human 
health  maintenance.  With  imagination  and 
dedicated  effort,  this  approach  not  only  can 
be  effective  in  preventing  disease  and  injury 
and  resultant  absence  from  work,  but  it  may 
bring  a  deserved  professional  reward.  Iden- 
tifying biologic  risks  and  environmental  haz- 
ards, matching  health  endowment  to  job  re- 
quirements, and  exercising  medical  manage- 
ment to  the  safety  and  satisfaction  of  em- 


ployees, undoubtedly  call  for  careful  measure- 
ments. In  this  area  of  modern  management 
in  science,  in  medicine,  and  in  industry,  in- 
dustrial medicine  may  well  strive  to  be  iden- 
tified as  one  of  the  important  applications  of 
biologic  measurement  and  control. 

Siimmary 

Current  views  of  occupational  medicine 
stress  the  responsibility  the  general  practi- 
tioner assumes  in  managing  a  worker-pa- 
tient; the  task  of  preserving  manpower  for 
industry  and  employability  for  the  worker 
is  shared  by  all  physicians  involved  in  the 
care  of  adults  ;  industrial  physicians  have  the 
more  direct  responsibility  of  providing  guid- 
ed clearance  to  employment  for  all  those  able 
to  work.  This  process  requires  matching 
health  fitness  to  work  requirements ;  it 
makes  use  of  quantitative  assessment  of  both 
health  and  work  parameters. 

Industrial  medicine  contributes  to  indus- 
trial productivity  through  careful  evaluation 
of  health  risk,  advising  industrial  manage- 
ment in  its  investment  in  manpower. 

An  integrated  form  of  prognosis,  of  emerg- 
ing importance  in  industry,  includes  actuar- 
ial methods,  physiologic  measurements,  and 
evaluation  of  work  demands  and  work  haz- 
ards. 

The  traditional  and  better  known  duties  of 
the  industrial  physician,  in  applying  control 
to  the  environment  and  to  human  endurance, 
remain  to  be  implemented  with  newer  duties. 
Techniques  of  predicting  human  performance 
become  the  major  challenge  and  responsi- 
bility of  the  modern  occupational  medicine 
specialist. 


The  help  of  Dr.  W.  L.  Wilson  in  the  preparation  of 
this  manuscript  is  gratefully  acknowledged. 
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The    Surgical    Management    of    Ureteral    Injuries 

James  F.  Glenn,  M.D.  and  Everett  Anderson,  M.D. 

Durham 


Injury  to  the  ureters  is  relatively  uncom- 
mon. The  ureters  are  comparatively  small, 
well-vascularized  structures  with  inherent 
mobility  and  elasticity,  and  are  well  protected 
by  their  anatomic  location  in  the  retroperi- 
toneal compartment.  Ureteral  injury,  how- 
ever, may  occur  following  blunt  external 
trauma,'  penetrating  or  perforating  wounds,- 
urologic  instrumentation,-'  or  damage  at  open 
surgery.'  Congenital  anomalies,  neoplasia, 
obstruction,  infection,  and  previous  surgery 
or  irradiation  increase  ureteral  injury.''-" 

By  far  the  most  common  cause  of  ureteral 
injury  is  surgical  trauma.'  The  course  of  the 
ureters  through  the  bony  pelvis  and  their 
immediate  proximitj'  to  the  colon,  urinary 
bladder,  and  internal  genital  organs  render 
them  susceptible  to  surgical  injury  in  the 
course  of  treatment  of  diseases  of  these  or- 
gans and  organ  systems.  These  internal  sur- 
gical injuries  may  result  from  perforation, 
ligation,  angulation,  division,  or  clamping  of 
the  ureter.  They  may  be  suspect  at  the  time 
of  surgery,  rendering  immediate  repair  pos- 
sible.*'" In  blunt  trauma,  the  ureter  may  be 
crushed  against  a  lumbar  transverse  process. 
External  injuries  more  commonly  produce, 
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ureteral  trauma  by  penetrating,  perforating, 
or  avulsing  the  ureter.  Further  injury  may 
result  fi'om  injudicious  catheterization,  in- 
strumentation, or  transurethral  resection  or 
electrocoagulation. 

Injury  to  the  ureter  is  frequently  heralded 
by  pain,  fever,  hematuria,  and  the  develop- 
ment of  a  mass  in  the  flank.  Fistulae  may 
develop  early  or  late.  The  diagnosis  and  local- 
ization of  injuries  to  the  urinary  tract  de- 
mand thoughtful  application  of  urographic, 
cystoscopic,  and  occasionally  angiographic 
techniques.'"-"  For  injuries  discovered  at  op- 
eration, the  sophisticated  diagnostic  methods 
available  are  generally  unnecessary.  In  the 
presence  of  obstruction,  nonfunction,  or  uri- 
nary fistula,  however,  urographic  studies  are 
essential. 

A  special  word  should  be  said  about  the 
patient  who  becomes  anuric  following  ab- 
dominal or  pelvic  surgery,  particularly  hys- 
terectomy. Oliguria  may  be  the  result  of  ex- 
tracellular volume  depletion  or  acute  tubular 
necrosis ;  but  anuria,  complete  cessation  of 
urinary  flow,  indicates  bilateral  ureteral  ob- 
struction and  demands  immediate  urologic 
investigation  and  intervention. 

Surgical  Techniques 

Ureteral  injuries  may  be  treated  by  a 
variety  of  methods.  Special  consideration  is 
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given  to  the  patient's  age,  general  medical 
condition,  prognosis  in  terms  of  primary  dis- 
ease, total  renal  function,  and  type,  location, 
extent  and  duration  of  injury.  The  surgical 
techniques  involved  may  be  categorized  as : 
(1)  primary  repair  with  or  without  resec- 
tion; (2)  re-implantation  of  the  ureter  into 
the  bladder  or  renal  pelvis;  (3)  partial  sub- 
stitution of  the  ureter  by  bladder  flap,  or 
total  substitution  by  an  isolated  segment  of 
isoperistaltic  ileum  ;^-  (4)  urinary  diversion 
by  transureteroureterostomy  ;^''  cutaneous 
ureterostomy,  nephrostomy,  ureterosigmoid- 
ostomy  or  ileal  conduit;  and  (5)  ipsilateral 
renal  ablation  by  nephrectomy  or  total  ure- 
teral ligation. 

The  most  effective  and  satisfactory  meth- 
od of  managing  surgical  injuries  involves 
prompt  repair  of  the  ureter  itself."  Urinary 
diversion,  either  temporary  or  permanent,  is 
not  a  satisfactory  alternative  to  early  recon- 
structive attempts.  The  ideal  procedure  for 
repairing  ureteral  injuries  at  any  level  is  re- 
section of  the  damaged  segment  and  rejoin- 
ing the  severed  ends,  employing  a  spatulated 
oblique  anastomosis  to  effect  and  insure  max- 
imum circumference  of  the  ureter  at  the  su- 
ture line^"'  (Fig.  1). 

The  matter  of  ureteral  stenting  has  re- 
ceived a  great  deal  of  attention  from  a  num- 
ber of  authorities."'  We  prefer  to  use  internal 
stents  of  relatively  inert  substances  —  red 
rubber  or  silastic  catheters.  One  end  is  pass- 
ed up  the  ureter  to  the  renal  pelvis,  while  the 
lower  end  is  passed  down  the  ureter  and 
coiled  in  the  bladder.  The  stent  may  be  left  in 
this  position  for  as  long  as  three  weeks,  per- 
mitting continuous  internal  drainage  and 
splinting  without  risking  the  infection  that 
might  attend  the  use  of  an  exteriorized  cath- 
eter. Penrose  drains,  employed  extraperitone- 
ally  at  the  site  of  ureteral  reanastomosis,  are 
advanced  and  removed  as  rapidly  as  possible. 
The  internal  stent  is  removed  cystoscopically 
after  an  interval  of  not  less  than  ten  days. 

Stenting  catheters  that  issue  externally 
have  the  disadvantage  of  serving  as  a  portal 
of  entry  for  urinary  infection ;  however,  they 
may  be  useful  in  permitting  direct  measure- 
ment of  renal  function  and  in  providing  ac- 
cess for  irrigation,  should  this  prove  neces- 


sary. When  such  stents  are  employed,  they 
can  be  used  as  nephrostomies,  pyelostomies, 
ureterostomies,  or  ureterocystostomies.  Oc- 
casionally, stenting  catheters  may  be  brought 
down  the  ureter  and  out  through  the  urethra 
in  conjunction  with  an  inlying  Foley  urethral 
catheter  for  stabilization.  Straight  whistle- 
tip  catheters  of  red  rubber  and  silastic,  the 
least  reactive  varieties,  are  preferred.  T-tube 


Figure  1 

A.  Area  of  ureteral  steuosis,  stricture,  ligation,  di- 
vision, fistula  or  other  area  demonstrated. 

B.  Injured  area  excised,  opposing  proximal  and  distal 
ureteral  segments  cut  obliquely,  and  itfeter  mobilized 
to  permit  reanastomosis. 

C.  One  centimeter  vertical  incisions  in  proximal  and 
distal  segments,  effecting  spatulation  to  permit  double- 
ellipse  closure. 

D.  Double-ellipse  closure  by  interposition  of  spatulated 
opposing  ureteral  segments. 

drainage  is  mentioned  to  be  condemned  be- 
cause of  the  tube's  tendency  to  kink  at  the 
point  where  it  emerges  from  the  ureter. 

Occasionally,  particularly  in  uninfected 
cases,  primary  repair  without  ureteral  splint- 
ing may  be  desired.  Here,  spatulated  reanas- 
tomosis with  a  proximal  venting  ureteros- 
tomy or  pyelotomy  may  be  quite  effective. 
When  such  a  vent  is  employed  proximal  to 
the  suture  line,  a  rubber  drain  of  the  Penrose 
type  should  be  placed  extraperitoneally  from 
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the  vent  site  through  the  t'hink.  This  drain 
should  not  be  removed  until  all  drainage  has 
ceased  for  at  least  three  days. 

Injuries  to  the  lower  third  of  ureter  may 
be  managed  efficaciously  by  ureteroneocysto- 
stomy.  As  much  of  the  proximal  ureter  as 
possible  is  salvaged,  the  ureter  is  mobilized, 
and  reimplantation  is  effected  by  one  of  the 
standard  techniques.  Usually  a  submucosal 
tunnel  of  some  length  may  be  developed,  in- 
suring against  future  vesicoureteral  reflux, 
although  reflux  is  not  a  major  problem  fol- 
lowing ureteral  reimplanation  in  adults. 
Stenting  catheters  are  usually  employed  and 
may  be  coiled  within  the  urinary  bladder  or 
brought  out  transurethrally  or  suprapubic- 
ally  for  drainage. 

If  there  is  a  deficit  in  the  length  of  viable 
terminal  ureter,  precluding  direct  ureteron- 
eocystostomy,  a  substitute  for  the  terminal 
length  of  ureter  may  be  necessary.  The  pop- 
ular method  is  the  bladder  flap  technique 
first  described  by  Ockerblad.  Here,  a  flap  of 
the  bladder  is  reconstructed  into  a  tubular 
structure  and  anastomosed  to  terminal  end  of 
the  ureter.  Stents  are  used  almost  universally 
because  of  the  tendency  of  these  flap  pro- 
cedures to  form  strictures.  Transureteroure- 
terostomy  has  been  used  successfully  by  other 
surgeons  to  bridge  large  lower  ureteral  de- 
fects.'"' Ideally,  both  sides  of  the  urinary  tract 
should  be  free  of  infection,  with  no  signifi- 
cant dilation  of  the  diseased  ureter,  but  the 
operation  has  been  successful  even  when 
these  criteria  were  not  met.  The  terminal 
end  of  the  damaged  ureter  is  brought  be- 
hind the  posterior  peritoneum,  spatulated, 
and  anastomosed  obliquely  to  the  contralat- 
eral ureter. 

An  isoperistaltic  segment  of  ileum  may 
also  be  used  as  ureteral  replacement  when 
the  injury  is  extensive.  One  important  prin- 
ciple is  that  of  insuring  adequate  anasto- 
moses at  the  ureteroileal  and  ileovesical  junc- 
tions. The  terminal  portion  of  the  ileal  loop 
should  never  be  anastomosed  to  the  ureter, 
for  the  flow  of  urine  from  the  larger  to  the 
smaller  lumen  is  almost  uni^'ersally  unsatis- 
factory. Reimplantation  of  the  ileum  into  the 
bladder  is  almost  always  followed  by  gross 


Fig.  2.  Intravenous  urogram  showing  left  hydro- 
ureteronephrosis  and  ureterovaginal  fistula. 

vesicoileal    reflux    and    persistent    urinary- 
tract  infection. 

Urinary  diversion  and  ipsilateral  nephrec- 
tomy or  ureteral  ligation  are  reserved  for  the 
severely  inured  ureter.  Here,  the  surgical 
approach  demands  careful  assessment  of  the 
patient's  age,  clinical  condition,  primary  dis- 
ease, and  function  of  the  contralateral  kid- 
ney. Whenever  possible,  functioning  renal 
tissue  is  conserved. 

Illustrative  Case  Report 

A  39-year--old  white  woman  underwent  abdominal 
hysterectomy  because  of  a  ruptured  ovarian  cyst  and 
chronic  pelvic  inflammatory  disease.  No  surgical  com- 
pUcations  were  encountered.  On  the  day  following 
operation  pain  was  felt  in  the  left  flank,  and  later  uri- 
nary leakage  through  the  vagina  was  noted.  Intra- 
venous urography  <Fig.  2)  demonstrated  left  hydroure- 
teronephrosis  with  dilation  extending  well  down  into 
the  bony  pelvis.  Retrograde  ureterography  iFig.  3i  dis- 
closed a  ureteral  obstruction  about  3  cm  proximal  to 
the  bladder.  Five  weeks  following  hysterectomy  the  left 
lower  ureter  was  explored  extraperitoneally.  a  fistula 
due  to  partial  ligation  of  the  ureter  at  the  vaginal  cuff 
having  been  established.   The  fibrotic  segment  of  the 
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Fig.  3.  Retrograde  ureterogram  showing  left  lower 
ureteral  obstruction  and  ureterovaginal  fistula. 

ureter,  about  1  cm  in  length  at  the  site  of  the  fistula, 
was  resected.  The  free  ends  of  the  ureter  were  then 
spatulated  and  rejoined.  An  internal  stenting  polyvinyl 
catheter,  No.  6  French,  was  passed  from  the  renal  pel- 
vis through  the  site  of  ureteral  reanastomosis  down  into 
the  bladder. 

Drainage  through  a  Foley  urethral  catheter  was  also 
instituted.  The  stent  was  left  in  place  for  18  days,  and 
upon  its  removal  normal  renal  function,  with  no  evi- 
dence of  leakage  or  residual  hydronephrosis,  was  dem- 
onstrated by  intravenous  urography.  On  follow-up  visits 
the  urine  remained  uninfected,  renal  function  was  shown 
by  urography  to  be  preserved  'Fig.  4),  and  the  patient 
had  no  further  urologic  complaints. 

Summary 

Trauma  to  the  ureter,  particularly  of  ex- 
ternal origin,  is  uncommon.  Internal  injury 
of  the  ureter  is  usually  the  result  of  opera- 
tions upon  the  colon  or  internal  genital  or- 
gans, or  injudicious  ureteral  instrumenta- 
tion. Congenital  anomalies,  neoplasia,  ob- 
struction, infection,  and  previous  surgery  or 
irradiation  add  to  ureteral  injury. 

The  diagnosis  and  localization  of  ureteral 


Fig.    4.   Postoperative   intravenous   urogram    showing 
normal  left  urinary  tract. 

injuries  require  the  intelligent  use  of  avail- 
able urologic  radiographic  techniques.  Recog- 
nition of  ureteral  injury  at  the  time  of  op- 
eration affords  the  opportunity  for  imme- 
diate repair,  while  subsequent  definition  of 
injury  offers  an  opportunity  for  primary 
repair  without  interval  urinary  diversion 
procedures.  Primary  repair  is  favoi'ed,  and 
reconstructive  techniques  are  preferred. 

Surgical  management  must  be  individual- 
ized according  to  the  type,  extent,  location, 
and  duration  of  injury,  as  well  as  attendant 
considerations  such  as  contralateral  renal 
function,  the  general  status  of  the  patient, 
and  function  of  the  lower  urinary  tract. 

Internal  stenting  is  preferred  in  uninfect- 
ed ureteral  injuries  repaired  primarily,  while 
external  stenting  affords  an  opportunity  for 
accurate  measurement  of  '-enal  functional 
capacity.  Urinary  diversion  or  ipsilateral 
renal  ablation  should  be  considered  only 
when  primary  repair  of  ureteral  injuries  is 
not  feasible.  Excellent  results  of  primary  ure- 
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teral  repair  may  be  anticipated  in  uncompli- 
cated cases. 
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Animals  which  feed  grossly,  as  tame  ducks,  hogs,  etc.  are  neither  so  easily  digested  nor 
form  such  wholesome  nourishment  as  others.  No  animal  can  be  wholesome  which  does  not 
take  sufficient  exercise.  Most  of  our  stalled  cattle  are  crammed  with  gross  food,  but  not 
allowed  exercise  nor  free  air;  by  which  means  they  indeed  grow  fat,  but  their  juices,  not 
being  properly  prepared  or  assimilated,  remain  crude,  and  occasion  indigestions,  gross 
humors  and  oppression  of  the  spirits,  in  those  who  feed  upon  them. — William  Buchan:  Do- 
mestic Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and 
Simple  Medicine,  etc.  Richard  Folwell,  1799.  p.  61. 
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Etiology    and    Diagnosis    of    Vertigo 

Edward  F.  Shaver,  Jr.,  M.D. 
Charlotte 


One  of  the  most  frequent  complaints  en- 
countered in  office  practice  today  is  dizzi- 
ness or  vertigo.  Many  patients  are  treated 
symptomatically,  but  the  true  cause  of  their 
difficulty  remains  undiagnosed.  Either  dizzi- 
ness or  vertigo  may  be  a  sign  of  disturbance 
in  the  end  organ,  central  connections,  or 
blood  supply  of  the  vestibular  system,  or  its 
relationship  to  the  visual  or  proprioceptive 
systems.  The  distinct  analysis  of  the  symp- 
toms, scrupulous  morphologic  and  functional 
examination  of  the  vestibular  system,  and 
most  important  of  all,  the  total  medical  con- 
sideration of  the  patient  will  aid  in  the  diag- 
nosis and  enable  the  physician  to  treat  his 
patients  more  intelligently. 

A  carefully  taken  history  is  vital  in  ob- 
taining a  correct  diagnosis.  First,  the  exact 
nature  of  the  chief  complaint  must  be  deter- 
mined. Otologic  symptoms  such  as  hearing 
loss,  tinnitus,  a  sense  of  fullness  in  the  ear, 
otorrhea,  or  otalgia  should  be  noted.  A  his- 
tory of  recent  head  injury,  or  severe  head- 
aches, nausea,  and  vomiting  accompanying 
neurologic  symptoms  and  blackouts  is  sig- 
nificant. The  ingestion  of  drugs  which  might 
cause  an  ototoxic  reaction,  vertigo,  dizziness, 
nystagmus,  or  ataxia  must  be  ruled  out.  The 
presence  of  a  systemic  disease  such  as  dia- 
betes, hypothyroidism,  hypertension,  hypo- 
tension, atherosclerosis,  or  the  history  of  a 
recent  febrile  illness  may  be  highly  signifi- 
cant. 

Definition  and  Variations 

It  is  necessary  to  draw  a  c^ear  line  of  dis- 
tinction between  true  vertigo  and  the  sensa- 
tion of  dizziness. 

True  vertigo  can  be  defined  as  a  subjective 
sensation  of  movement  of  the  individual  him- 
self or  surrounding  objects.  The  movement 
is  usually  felt  as  identical  to  that  following 
angular  acceleration.  It  is  accompanied  by 
nystagmus  and  often  by  accessory  vegetative 
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phenomena  such  as  pallor,  nausea,  cold 
sweats,  and  vomiting.  Occasionally  a  signifi- 
cant fall  in  blood  pressure  concomitantly 
may  lead  to  impairment  of  consciousness  and 
even  convulsions.  These  signs,  however,  are 
usually  indicative  of  a  neurologic  condition 
or  disease  of  other  organs. 

Dizziness,  in  contrast  to  vertigo,  is  char- 
acterized as  a  feeling  of  light-headedness  or 
faintness.  There  is  usually  no  sensation  of 
motion  of  objects  and  no  nystagmus. 

As  a  rule,  the  worse  the  vertigo,  the  closer 
the  lesion  to  the  peripheral  labyrinth.  The 
patient  with  a  central  lesion  usually  com- 
plains of  dizziness  rather  than  vertigo,  and 
his  symptoms  are  more  prolonged  than  those 
assocciated  with  peripheral  lesions. 

Vertigo  assumes  many  forms.  It  may  be 
continuous  over  varying  periods  of  time  and 
independent  of  head  and  body  motion,  or  it 
may  be  positional,  occurring  only  when  the 
head  or  body  is  in  certain  positions.  It  can 
also  be  transient,  lasting  only  a  few  minutes, 
or  paroxysmal,  lasting  from  30  minutes  to 
two  or  three  days. 

A  sudden  total  loss  of  vestibular  function 
on  one  side  usually  produces  a  severe  vertigo 
which  gradually  subsides  after  several  weeks 
and  then  changes  into  a  form  associated  with 
sudden  movement.  At  no  time  does  the  pa- 
tient experience  positional  vertigo. 

Patients  suffering  a  sudden  partial  loss  of 
vestibular  function  have  vertigo  which  grad- 
ually subsides  after  several  weeks  and  be- 
comes positional  in  type.  The  latter  may  per- 
sist for  weeks  or  years. 

Dizziness  may  be  associated  with  gradual 
destruction  of  the  labyrinth  or  with  acute 
systemic  infections.  Patients  who  complain 
of  continuous  vertigo  or  dizziness  for  weeks 
or  months  usually  have  some  underlying 
emotional  disorder. 

Nausea  and  vomiting  may  accompany  dis- 
orders of  the  labyrinth,  whereas  vomiting 
alone  may  be  indicative  of  central  nervous 
system  involvement.  In  patients  having  les- 


576 


NORTH  CAROLINA  MEDICAL  JOURNAL 


December,  1966 


ions  of  the  posterior  fossa,  vegetative  re- 
sponses are  usually  absent.  Vertigo  that  is 
preceded  by  nausea  and  vomiting  is  probably 
not  of  labyrinthine  origin. 

Ataxia  in  association  -with  ve)'tigo  may  be 
a  sign  of  peripheral  or  cerebellar  disease,  but 
ataxia  without  vertigo  does  not  indicate  a 
disease  of  the  labyrinth.  Occipital  headaches 
are  more  common  in  neurologic  disorders. 

Vertigo  or  dizziness  of  peripheral  origin 
may  be  accompanied  by  otologic  symptoms, 
such  as  hearing  loss,  tinnitus,  a  sense  of  full- 
ness in  the  ear,  otalgia,  or  otorrhea. 

Neurologic  symptoms  such  as  diplegia, 
numbness  of  the  face  or  extremities,  blurred 
vision,  diplopia,  blindness,  weakness  or  clum- 
siness, or  difficulty  in  swallowing  may  ac- 
company vertigo  or  dizziness  of  central  orig- 
in. 

Physical  Examination 

A  complete  examination  of  the  ears,  nose, 
and  throat  should  serve  as  the  basis  of  the 
entire  investigation.  Particular  attention 
should  be  given  to  the  nasopharynx,  where 
hidden  tumors  may  be  the  primary  source 
of  neurologic  difficulty.  The  tympanic  mem- 
branes should  be  inspected  for  evidence  of 
middle-ear  disease. 

The  neck  should  be  examined  for  limita- 
tion of  motion  and  carefully  palpated  for 
masses.  Any  abnormalities  in  the  pulsation 
of  the  carotoid  arteries  should  be  carefully 
evaluated. 

The  blood  pressure  should  be  taken  in  both 
arms.  The  skull  should  be  auscultated  with  a 
bell-type  stethoscope  to  detect  any  bruits, 
particularly  in  patients  who  complain  of  tin- 
nitus. No  bruits  are  audible  in  the  normal 
adult.  The  six  critical  points  which  should 
be  auscultated  are  the  eyes,  the  temporal 
bones,  and  the  mastoid  processes. 

The  patient  should  be  examined  for  any 
deficits  of  the  cranial  nerves.  The  cerebellar 
function  should  also  be  carefully  evaluated. 
The  presence  of  asynergia,  dysmetria,  adia- 
dochokinesis,  or  abnormal  rebound  pheno- 
mena indicates  a  disturbance  in  hemisphere 
function.  Observation  of  the  patient's  pos- 
ture while  he  is  sitting,  standing,  and  walk- 
ing will  help  to  rule  out  disorders  of  the 
vermis  cerebelli. 


Every  patient  should  have  a  complete  au- 
diologic  evaluation.  This  should  include  de- 
termination of  pure-tone  air  and  bone  con- 
duction thresholds,  discrimination  scores, 
tests  for  recruitment,  and  threshold  fatigue 
of  the  eighth  nerve. 

The  patient  is  then  observed  for  spontane- 
ous nystagmus  on  both  forward  and  lat- 
eral gaze.  Nystagmus  with  both  a  quick  and 
a  slow  component  is  considered  vestibular  in 
origin.  If  eye  movements  arc  pendular,  the 
nystagmus  is  likely  to  be  ocular  in  o!'igin  and 
is  usually  irrelevant  to  the  vertigo. 

Vestibular  nystagmus  may  be  in  a  horizon- 
tal, rotary,  or  vertical  plane.  Horizontal  or 
rotarj'  nystagmus  is  often  seen  in  peripheral 
disease,  whereas  vertical  nystagmus  sug- 
gests a  central  lesion.  In  peripheral  disease 
spontaneous  nystagmus  is  almost  always  un- 
idirectional, transient,  and  related  to  a  recent 
lesion  of  the  vestibular  sy.'=tem.  In  central 
nervous  system  disease,  spontaneous  nystag- 
mus is  prolonged,  it  may  be  multidirectional, 
and  it  is  not  accompanied  by  vertigo.  Thus, 
spontaneous  nystagmus  lasting  for  longer 
than  24  hours  after  a  vertiginous  attack  has 
subsided  is  usually  indicative  of  central  ner- 
vous system  disease. 

Positional  tests  should  be  performed  in  all 
cases  in  order  to  determine  the  type  of  nys- 
tagmus and  vertigo.  Peripheral  lesions  are 
usually  associated  with  a  delay  in  the  onset 
of  both  nystagmus  and  vertigo  on  positional 
testing;  these  symptoms  are  less  than  60 
seconds  in  duration  and  cannot  be  elicited 
after  the  test  has  been  repeated  several 
times.  With  central  lesions,  the  onset  of  both 
nystagmus  and  vertigo  is  immediate,  the  du- 
ration is  long,  and  they  can  be  reproduced 
after  repeating  the  test  numerous  times.  An 
immediate  onset  of  nystagmus  in  the  ab- 
sence of  vertigo  on  testing  suggests  involve- 
ment of  the  fourth  ventricle  secondary  to  ir- 
ritation of  the  vestibular  nuclei. 

Vestibular  function  should  always  be  eval- 
uated. The  most  convenient  method  of  doing 
this  is  the  cold  water  caloric  stimulation  test. 
Responses  may  be  normal,  hyperactive,  or 
hypoactive.  Hyperactivity  is  seen  in  neurotic 
patients  and  occasionally  in  association  with 
lesions  of  the  fastigual  nucleus.  Hypoactivity 
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is  indicative  of  a  diseased  vestibular  system. 
The  absence  of  any  response  suggests  a  lesion 
of  the  vestibular  nerve  or  central  vestibular 
pathways.  Peripheral  disease  will  not  com- 
pletely destroy  the  vestibular  end  organ  ex- 
cept in  transverse  fractures  of  the  temporal 
bone,  suppurative  labyrintliitis,  or  hemor- 
rhage into  the  labyrinth,  as  seen  in  some 
cases  of  leukemia.  In  peripheral  disease  the 
direction  of  nystagmoid  movements  is  always 
predictable  following  caloric  stimulation. 
With  central  lesions,  however,  stimulation 
may  produce  an  inverted  or  perverted  nys- 
tagmus. 

Etiologic  Diagnosis 
I.  Peripheral  labyrinth  or  end  organ 

A.  Toxic  lahyrinthitis:  This  is  the  most 
common  cause  of  a  single  attack  of  vertigo. 
The  attack  lasts  a  day  or  two  and  then 
gradually  subsides.  There  is  no  associated 
deafness  or  tinnitus.  Responses  to  caloric 
stimulation  tests  are  normal.  This  condition 
is  usually  due  to  a  toxic  reaction  to  infec- 
tion or  drugs. 

B.  Viral  labyrinthitis :  The  patient  ex- 
periences a  sudden  partial  or  total  loss  of 
hearing  in  the  involved  ear,  accompanied  by 
tinnitus.  There  may  also  be  a  sudden  onset 
of  vertigo  which  gradually  subsides  over  a 
period  of  days  or  weeks.  Recovery  from  the 
hearing  loss  may  be  partial  or  complete.  No 
spontaneous  or  positional  nystagmus  is  pres- 
ent. Caloric  test  responses  are  not  character- 
istic. 

C.  Benign  positional  vertigo  (peripheral 
type)  :  The  patient  experiences  sudden  ver- 
tigo on  changing  to  certain  body  positions. 
There  is  no  history  of  hearing  loss  or  tinni- 
tus and  no  spontaneous  nystagmus.  On  po- 
sitional testing  the  patient  experiences  ver- 
tigo with  a  rotary  nystagmus  after  a  delay 
of  2  to  10  seconds.  The  vertigo  lasts  5  to  30 
seconds,  is  always  fixed  in  direction,  and  can- 
not be  reproduced  after  the  test  has  been  re- 
peated several  times.  Caloric  test  results  are 
usually  normal.  This  condition  is  often  seen 
in  association  with  chronic  otitis  media,  dur- 
ing the  first  week  following  stapedectomy,  in 
mumps  labyrinthitis,  during  the  course  of 
treatment  for  Meniere's  disease  with  ultra 
sound,  and  with  longitudinal  fractures  of  the 


temporal  bone.  In  50 '^^r  of  the  cases  the  cause 
is  unknown. 

D.  Meniere's  disease:  There  is  a  sudden 
onset  of  vertigo  of  several  minutes'  duration, 
accompanied  by  hearing  loss,  poor  discrim- 
ination of  sounds,  and  tinnitus.  Patients  oft- 
en experience  a  feeling  of  fullness  in  the  ear. 
and  tinnitus  may  change  from  a  hissing  to  a 
roaring  sound.  In  the  early  course  of  the  dis- 
ease there  is  a  gradual  improvement  in  both 
hearing  and  discrimination  following  the  at- 
tack. Spontaneous  nystagmus  is  noted  only 
during  an  attack,  and  there  is  no  positional 
nystagmus  or  vertigo.  During  the  early 
course  of  the  disease  the  caloric  test  re- 
sponses are  normal,  but  as  the  disease  pro- 
gresses they  become  hypoactive,  indicating 
a  disorder  of  the  vestibular  system. 

E.  Lermoyz's  syndrome:  This  syndrome 
differs  from  Meniere's  disease  in  that  the  on- 
set of  hearing  loss  and  tinnitus  precedes  the 
attacks  of  vertigo. 

F.  Cochlear  hydrops:  The  patient  experi- 
ences fluctuations  in  hearing  and  tinnitus, 
but  no  vertigo  or  sensation  of  fullness  in  the 
ear.  The  condition  may  develop  into  Men- 
iere's disease. 

G.  Otolithic  catastrophe:  In  this  situation 
vertigo  strikes  suddenly,  with  no  premoni- 
tory symptoms,  nausea  or  vomiting,  and  fre- 
quently causes  the  patient  to  slump  to  the 
floor.  Attacks  usually  last  less  than  a  min- 
ute and  recovery  is  almost  always  immediate. 
No  hearing  loss  or  tinnitus  is  experienced. 

H.  Total  loss  of  labyrinthine  function: 
This  condition  may  result  from  hemorrhage 
into  the  inner  ear,  transverse  fractures  of 
the  temporal  bone,  and  suppurative  laby- 
rinthitis. The  patient  suddenly  experiences 
total  deafness  and  loss  of  vestibular  function 
on  the  side  of  involvement.  SjTnptoms  also 
include  severe  vertigo  which  subsides  after 
several  weeks  into  a  milder  form,  occurring 
only  in  response  to  sudden  movement.  Posi- 
tional vertigo  may  also  be  present  for  several 
months. 

I.  Chronic  otitis  media:  Vertigo  may  de- 
velop as  the  result  of  serous  labyrinthitis, 
which  is  due  to  irritation  and  toxicity  from 
an  adjacent  middle-ear  infection.  The  signs 
and  symptoms  are  similar  to  those  in  toxic 
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labyrinthitis  and  occasionally  resemble  those 
of  viral  labyrinthitis.  Chronic  otitis  media 
may  also  cause  a  fistula  to  develop  in  the 
horizontal  semicircular  canal.  Patients  with 
this  condition  commonly  have  repeated  epi- 
sodes of  vertigo  of  short  duration  which  can 
be  reproduced  by  compressing  the  external 
auditory  meatus. 

II.  Lesions  of  the  eighth  nerve 

A.  Vestibular  nein-onitis:  The  patient  us- 
ually has  recurring  episodes  of  vertigo  for 
periods  of  several  weeks  to  several  months. 
There  is  no  tinnitus  or  hearing  loss.  Spontan- 
eous nystagmus  may  be  seen  only  in  the  pres- 
ence of  vertigo.  The  patient  usually  has  a  de- 
creased or  absent  response  to  caloric  stimu- 
lation. 

B.  Herpes  zoster  oticus  :  The  symptoms  as- 
sociated with  this  lesion  are  due  to  herpetic 
involvement  of  the  geniculate  ganglion 
(Ramsey-Hunt  syndrome).  The  patient  has 
vertigo  and  tinnitus  associated  with  a  vesi- 
cular herpetic  eruption  on  the  pinna  and  ex- 
ternal auditory  canal.  Facial  and  auricular 
nerve  palsy  may  also  be  noted. 

C.  Acoustic  neurinoma  or  cerebellopon- 
tine-a7igle  tumor:  The  patient  usually  exper- 
iences dizziness  or  vertigo,  tinnitus,  a  slight 
to  moderate  degree  of  hearing  loss,  and  a 
severe  loss  of  the  ability  to  discriminate  be- 
tween sounds.  Larger  tumors  frequently  re- 
sult in  corneal  anesthesia  followed  by  neuro- 
logic deficits  of  the  sixth  and  seventh  cran- 
ial nerves.  Positional  nystagmus  is  often 
present,  and  there  may  be  no  response  to  cal- 
oric stimulation  tests  in  the  involved  ear.  In- 
creased cerebrospinal  fluid  pressure  may 
cause  headaches.  The  level  of  protein  in  the 
spinal  fluid  may  also  be  elevated.  In  about 
can  be  demonstrated  by  x-ray.  Arteriography 
can  be  demonstrated  by  x-ray.  Arteriograhy 
and  dye  studies  of  the  internal  auditory 
canal  are  most  helpful  in  making  the  diag- 
nosis. 

III.  Lesions  of  the  central  nervous  system 
A.  Meningoencephalitis :  The  patient  may 

have  a  mild  degree  of  dizziness  or  vertigo. 
Hearing  and  vestibular  function  are  normal. 
Examination  of  the  cerebrospinal  fluid 
shows  pleocytosis  and  increased  protein. 


B.  Brain-stem  lesions:  Vertigo  or  dizzi- 
ness may  accompany  lesions  of  the  brain 
stem.  Neurologic  examination  will  usually 
reveal  involvement  of  other  cranial  nerves. 
If  spontaneous  nystagmus  is  present  and  is 
vertical  in  direction,  a  collicular  or  peduncu- 
lar lesion  is  indicated.  A  horizontal  or  rotary 
nystagmus  points  toward  a  more  caudal  les- 
ion. 

C.  Cerebellar  lesions:  Vertigo  or  dizziness 
may  occur  in  association  with  cerebellar  les- 
ions. Lesions  of  the  vermis  result  in  a  loss  of 
truncal  equilibrium,  poor  posture,  and  a  wide 
gait.  The  patient  tends  to  fall  backward  in 
some  instances.  Bilateral  asthenia  may  also 
be  present.  Lesions  of  the  cerebellar  hemi- 
spheres result  in  poor  motor  coordination  of 
the  extremities,  a  tendency  to  fall  to  the  side 
of  the  lesion,  and  homolateral  asthenia. 

D.  Positional  vertigo  (central  type) :  The 
patient  experiences  sudden  vertigo  on  moving 
into  certain  body  positions.  There  is  no  his- 
tory of  hearing  loss  or  tinnitus.  Spontaneous 
nystagmus  is  absent.  The  patient  experiences 
vertigo  with  rotary  nystagmus  on  positional 
testing.  The  nystagmus  is  immediate  in  on- 
set, may  be  continuous  as  long  as  the  posi- 
tion is  maintained,  is  not  always  fixed  in 
direction,  and  is  reproducible  each  time  the 
test  is  repeated.  Caloric  test  responses  are 
usually  normal. 

It  is  believed  that  this  condition  indicates 
involvement  of  the  vestibular  nuclei  in  the 
floor  of  the  fourth  ventricle.  It  could  develop 
from  arachnoiditis,  encephalitis,  brain  ab- 
scess, injury  to  the  fourth  ventricle,  the  ver- 
mis cerebelli  and  the  cervical  cord,  and 
sometimes  follows  electroshock  therapy. 
Some  investigators  feel  that  hypertension, 
hypotension,  drug  ingestion,  and  systemic  in- 
fections may  also  result  in  positional  vertigo. 

IV.  Vascular  lesions 

A.  Disorders  of  the  labile  vascukir  system: 
Dizziness  or  vertigo  results  from  an  inability 
of  the  cerebral  circulation  to  adapt  to 
changes  in  position  and  sudden  movements. 
This  condition  is  frequently  made  worse  by 
fatigue  or  anxiety,  and  is  transient  in  na- 
ture. A  complete  examination  reveals  no  ab- 
normalities. 
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B.  Occlusion  of  the  vestibulocochlear  divi- 
sion of  the  internal  auditory  artery:  The 
patient  has  a  sudden  onset  of  vertigo  with 
loss  of  hearing  for  the  high-frequency  tones, 
and  a  high  pitched  tinnitus.  During  the  first 
few  weeks  the  vertigo  decreases  in  severity 
and  becomes  positional  in  nature.  The  caloric 
test  responses  may  be  normal  or  indicate 
slightly  hypoactive  function  in  the  involved 
ear. 

C.  Occlusion  of  the  anterior  vestibular  ar- 
tery; division  of  the  internal  auditory  ar- 
tery :  There  is  an  onset  of  severe  vertigo,  us- 
ually without  auditory  symptoms,  which 
gradually  subsides  and  eventually  becomes 
positional  in  nature.  The  latter  type  may 
persist  for  weeks  or  years. 

D.  Occlusion  of  the  internal  auditory  ar- 
tery :  There  is  a  sudden  onset  of  severe  ver- 
tigo accompanied  by  total  deafness  and  tin- 
nitus in  the  involved  ear.  Caloric  tests  re- 
veal no  vestibular  function.  The  vertigo 
gradually  subsides  and  after  several  weeks 
is  noted  only  on  sudden  movement.  Position- 
al vertigo  may  be  present  for  several  months. 

E.  Occlusion  of  the  posterior  inferior  cere- 
bellar artery :  The  patient,  usually  in  the  old- 
er age  group,  experiences  a  single  attack  of 
vertigo  of  one  to  six  weeks'  duration,  which 
may  be  accompanied  by  headache,  vomiting, 
hoarseness,  or  dysphasia.  Examination  may 
reveal  an  ataxic  gait,  Horner's  syndrome, 
coolness  of  the  skin  and  hjTDoalgesia  of  the 
face,  paralysis  of  the  vocal  cord,  and  hypo- 
tonia of  the  extremities  on  the  affected  side. 
There  may  also  be  analgesia  and  coolness  of 
the  skin  of  the  trunk  and  extremities  on  the 
opposite  side.  Spontaneous  nystagmus  may 
be  noted,  and  the  patient  may  have  positional 
vertigo.  The  caloric  tests  will  probably  show 
decreased  function  on  the  affected  side. 

F.  Basilar  or  vertebral  artery  insuffi- 
ciency :  The  patient  has  recurrent  episodes  of 
vertigo  lasting  up  to  15  minutes  and  some- 
times accompanied  by  diplopia,  faintness, 
loss  of  vision,  dysphasia,  dysarthria,  mono- 
plegia, hemiplegia  or  hemiparesis,  ataxia, 
or  headache.  Usually  there  is  a  hearing  loss, 
tinnitus,  positional  vertigo,  and  decreased  re- 
sponse to  caloric  stimulation.  In  patients 
with  basilar  artery  insufficiency,  the  above 


symptoms  may  frequently  be  reproduced  by 
turning  the  head,  and  symptoms  may  alter- 
nate from  side  to  side. 

G.  Occlusion  of  the  carotid  artery:  The 
patient  usually  has  sudden  episodes  of  dizzi- 
ness with  headache,  slurred  speech,  hemipa- 
resis, or  hemiplegia. 

H.  Cervical  syndrome :  Dizziness  or  ver- 
tigo may  be  a  result  of  compression  of  the 
vertebral  or  carotid  arteries,  the  sympathetic 
trunk,  or  the  first  and  third  cervical  nerves, 
with  hyperextension  of  the  neck  secondary 
to  cervical  muscle  spasm.  Other  symptoms 
may  include  pain  in  the  neck,  occiput, 
shoulder,  or  limited  motion  of  the  neck. 
Hearing  loss  and  tinnitus  are  rare.  Results 
of  vestibular  tests  are  usually  normal.  Symp- 
toms may  occur  during  positional  testing,  but 
if  the  head,  neck,  and  shoulders  remain 
aligned  during  the  test,  no  symptoms  will  oc- 
cur. 

I.  Subclavian  steal  syndrome :  Episodes  of 
vertigo  or  dizziness  are  precipitated  by  mo- 
tion of  the  arm,  and  may  be  accompanied  by 
weakness,  fatigue,  nausea,  vomiting,  pain  in 
the  shoulder,  and  low  blood  pressure  in  the 
involved  extremity.  This  symptom  complex  is 
caused  by  occlusion  or  stricture  of  the  sub- 
clavian artery  proximal  to  the  origin  of  the 
vertebral  artery. 

V.  Systemic  diseases 

A.  Blood  disorders :  Vertigo  or  dizziness 
with  tinnitus  is  sometimes  associated  with 
anemia,  sickle-cell  disease,  or  polycythemia. 

B.  Multiple  sclerosis:  Positional  nystag- 
mus is  seen  in  about  90%  of  cases  of  multiple 
sclerosis;  about  65%  of  the  patients  have 
positional  vertigo  of  the  central  type.  In  some 
cases,  involvement  of  the  vestibular  nuclei 
may  be  the  first  symptom.  The  diagnosis  is 
made  on  the  basis  of  a  variety  of  neurologic 
symptoms  and  signs,  involving  different 
structures  at  different  times,  and  occurring 
in  exacerbations  and  remissions.  The  gamma 
globulin  level  in  the  cerebrospinal  fluid  is 
elevated  in  approximately  65%  of  the  pa- 
tients. 

C.  Hypoglycemia:  In  hypoglycemic  states, 
vertigo  or  dizziness  is  usually  accompanied 
by  nervousness,  headache,  sweating,  pallor, 
rapid  pulse,  nausea,  and  vomiting. 
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D.  Migraine:  Vertigo  may  be  the  foi'erun- 
ner  of  an  attack  of  migraine.  It  usually  oc- 
curs several  hours  prior  to  the  appearance  of 
pain  as  a  result  of  localized  constriction  of 
the  cerebral  arteries. 

E.  Epilepffij:  Convulsions  beginning  with 
an  aura  of  dizziness  or  vertigo  are  not  un- 
common, and  have  been  shown  to  occur  in 
response  to  stimulation  of  the  interparietal 
sulcus. 

F.  Vita)ni)i  deficiencies:  Dizziness  or  ver- 
tigo may  accompany  certain  nutritional  defi- 
ciencies, such  as  pellagra,  which  affect  the 
central  nervous  system. 

G.  Overdosage  of  vitamins:  Patients 
maintained  on  excessive  amounts  of  vitamin 
A  may  have  vertigo  or  dizziness  as  a  mani- 
festation of  toxicity. 

H.  Drugs:  Vertigo  or  dizziness  may  devel- 
op in  some  patients  who  have  taken  antihis- 
tamines, alcohol,  barbiturates,  meperidine 
hydrochloride  (Demerol)  or  morphine.  Sali- 
cyliates  and  quinine  may  also  produce  dizzi- 
ness or  vertigo,  accompanied  by  tinnitus  and 
hearing  loss.  On  withdrawal  of  the  offending 
drug,  the  symptoms  subside.  The  hearing 
loss  produced  by  salicylates  will  disappear, 
but  that  resulting  from  quinine  toxicity  may 
be  permanent.  Streptomycin  may  cause  ver- 
tigo, sometimes  followed  by  hearing  loss, 
due  to  permanent  damage  to  the  eighth 
nerve. 

I.  Allergy:  Imbalance  of  the  autonomic 
nervous  system  usually  due  to  certain  foods, 
may  result  in  vertigo  or  dizziness.  These 
symptoms  are  often  accompanied  by  spe- 
cific cravings,  gastric  distress  (especially 
bloating),  nuchal  rigidity,  periods  of  drow- 
siness after  meals,  and  such  nocturnal  mani- 


festations as  headaches,  coughing  episodes, 
itching,  and  at  times  insomnia. 

YI.  Menopause:  Attacks  of  vertigo  some- 
times occur  during  the  menopause.  The  rea- 
son is  unknown. 

VII.  Psychogenic  disorders 

Patients  with  these  disorders  complain  of 
continuous  dizziness  or  vertigo  for  periods 
of  weeks  or  months  in  the  absence  of  oi'- 
ganic  abnormalities. 

Conclusion 
Although  it  is  fully  recognized  that  a 
complete  neurologic  examination  is  not  al- 
ways possible  in  patients  complaining  of 
dizziness  or  vertigo,  it  is  hoped  that  the  ma- 
terial presented  in  this  discussion  will  enable 
the  physician  to  gain  a  more  accurate  clinical 
impression  of  these  cases  in  order  to  direct 
the  patient  to  treatment  or  further  study. 
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Continuing    Education    for    the  Internist    in    North    Carolina 

James  M.  Alexander,  M.D. 


Charlotte 


The  rapid  accumulation  of  new  medical 
knowledge,  equipment,  and  skill  has  created 
a  problem  of  great  importance  and  complex- 
ity for  the  practicing  physician.  It  has  been 
and  always  will  be  the  responsibility  of  the 
individual  physician  to  keep  abreast  of  new- 
ly accumulated  medical  knowledge.  The  com- 
plexity of  the  problem  can  and  will  be  les- 
sened through  the  assistance  of  North  Caro- 
lina medical  educators. 

Iiiter-Vniversitij   Continuing   Education 
Program 

The  three  North  Carolina  medical  schools 
are  fully  aware  of  the  problem  of  disseminat- 
ing the  vast  amount  of  new  medical  informa- 
tion to  practicing  physicians.  To  help  with 
this  problem,  the  three  schools — the  Univer- 
sity of  North  Carolina,  Duke  University,  and 
the  Bowman  Gray  School  of  Medicine — have 
established  a  coordinated  program  known 
as  the  Inter-University  Continuing  Educa- 
tion program. 

The  purpose  and  objective  of  the  present  proposal 
shall  be  to  develop  a  coordinated  approach  to  con- 
tinumg  education  among  the  three  medical  schools 
through  joint  planning,  participation,  and  sponsor- 
ship of  appropriate  programs;  and  through  colla- 
boration with  the  consumer  as  represented  by  the 
Medical  Society  of  the  State  of  North  Carolina,  the 
Academy  of  General  Practice,  and  various  specialty 
societies.  It  is  hoped  to  develop  a  more  adequate 
and  better  balanced  program  of  courses  and  other 
educational  services. 

Use  of  the  combined  resources  of  the  three  insti- 
tutions and  coordmated  planning  will  avoid  diffusion 
and  overlapping  of  effort  and  make  possible  more 
adequate  programs  based  on  need  and  desire  of 
physicians.  1 

In  response  to  a  request  from  the  Inter- 
University  Continuing  Education  Committee, 
Dr.  Monroe  T.  Gilmour,  North  Carolina  gov- 
ernor of  the  American  College  of  Physicians 
(ACP),  appointed  a  Committee  on  Continu- 
ing Education*  to  work  closely  with  the  Joint 


Committee  from  the  three  medical  schools. 
Together  these  committees  vvill  strive  to  de- 
velop an  adequate  educational  program  to 
serve  the  internists  of  this  state. 

The  ACP  committee  realizes  the  great  op- 
portunities, responsibilities,  and  challenges 
this  assignment  offers,  but  to  accomplish 
the  designed  purpose  will  require  the  united 
effort  of  all  internists.  With  their  under- 
standing, help,  and  cooperation  our  complex 
problem  will  be  solved  more  easily. 

Organizations  for  Internists 

Currently,  North  Carolina  internists  have 
three  state  meetings  for  educational  pur- 
poses :  ( 1 )  the  American  College  of  Physi- 
cians, (2)  the  North  Carolina  Society  of  In- 
ternal Medicine,  and  (3)  the  Section  on  In- 
ternal Medicine  of  the  Medical  Society  of  the 
State  of  North  Carolina. 

The  ACP  is  the  logical  body,  since  its 
prime  function  is  educational,  to  take  the 
leadership  in  continuing  education  for  the 
internist  at  the  state  and  local  levels.  The 
membership  of  the  College,  the  North  Caro- 
lina Society  of  Internal  Medicine,  and  those 
attending  the  Section  on  Internal  Medicine 
of  the  State  Society  are  almost  identical,  so 
there  should  be  no  conflict  of  interest.  Our 
sole  purpose  should  be  to  strengthen,  coordi- 
nate, and  improve  the  scientific  programs  of 
these  societies  and  to  establish  other  educa- 
cational  opportunities  for  the  joint  member- 
ship. 


Request   for   reprints  to   309   South   Laurel  Avenue,   Char- 
lotte, N.  C.  28207. 


*ACP  Committee  on  Continuing  Education;  Monroe  T. 
Gilmour,  M.  D.,  North  Carolina  Governor  of  ACP,  Char- 
lotte; James  M.  Alexander,  chairman,  Charlotte;  Kenneth 
D.  Weeks,  M.  D.,  Rocky  Mount;  W.  Reece  Berryhill,  M.D., 
professor  of  medicine  and  dean  emeritus,  University  of 
North  Carolina  School  of  Medicine.  Chapel  Hill;  Ernest 
Yount,  M.D.,  professor  of  medicine  and  chairman  of  the 
Department  of  Medicine,  Bowman  Gray  School  of  Medicine, 
Winston-Salem;  Joseph  B.  Stevens,  M  D.,  Greensboro;  James 
T.  Littlejohn,  M.D.,  Asheville;  Newton  G.  Pritchett,  M.D.. 
Raleigh;  Samuel  E.  Warshauer,  M.D.,  Wilmington;  Herbert 
C.  Sieker,  professor  of  medicine  and  assistant  dean,  Duke 
University  School  of  Medicine,  Durham. 
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We  all  realize  that  our  state  and  county 
societies  are  the  official  organization  through 
which  third  parties  will  work.  So  we,  the  in- 
ternists, must  take  a  new  look  at  these  organ- 
izations :  our  future  depends  on  it.  We  must 
become  active  in  them  and  have  representa- 
tives at  the  policy-making  level. 

To  accomplish  our  educational  goal  will 
require  some  changes.  First,  the  meeting 
date  of  the  State  Society  should  be  changed 
in  order  to  avoid  conflicts  with  national 
meetings.  Many  of  our  members,  especially 
those  in  academic  medicine,  have  been  unable 
to  attend  the  State  Meeting  because  of  such 
conflicts. 

This  year,  for  the  first  time,  the  December 
meeting  of  the  ACP  was  lengthened  from  a 
half  day  to  a  day  and  a  half.  The  program 
committee,  under  the  chairmanship  of  Dr. 
Kenneth  D.  Weeks,  succeeded  in  arranging  a 
timely,  stimulating,  and  practical  program. 

The  Inter-University  Continuing  Educa- 
tion Committee  expects  to  plan  a  series  of 
courses  on  important  subects,  assigning  re- 
sponsibility for  specific  courses  to  the  three 
medical  schools.  This  committee  seeks  the  ad- 
vice of  the  ACP  in  planning  courses  for  in- 
ternists. 

Another  possibility  being  considered  is  the 
provision  of  a  monthly  bibligraphy,  perhaps 
through  the  North  Carolina  Medical  Jour- 
nal, of  pertinent  current  literature.  For  a 
small  fee  physicians  would  be  able  to  secure 
photostatic  copies  of  desired  articles  from 
the  three  medical  schools. 

Already  planned  for  the  current  year  is 
participation  by  the  Duke  and  Bowman  Gray 
medical  schools  in  the  two-way  radio  confer- 
ence program  inaugurated  in  1961  by  the 
University  of  North  Carolina. 

Still  other  possibilities  under  considera- 
tion are  telephone  consultations  on  problem 
cases  between  practicing  physicians  and 
designated  specialists  at  each  of  the  schools ; 
and  postgraduate  seminars  conducted  by  the 
schools  which  small  groups  of  internists 
could  attend  on  a  rotating  basis.  By  such 
means  practicing  physicians  could  become 
better  acquainted  with  their  academic  col- 
leagues and  at  the  same  time  keep  abreast 
with  current  medical  knowledge. 


The  Role  of  the  Community  Hospital 

Dr.  Bernard  Dryer"  observes  that  the  "gap 
between  scientific  knowledge  and  its  applica- 
tion grows  wider  each  year,"  and  gives  three 
reasons  for  the  phenomenon:  "(1)  the  rapid 
advance  in  research ;  (2)  the  maldistribution 
of  opportunities  for  continuing  education : 
(3)  educational  inadequacies  even  in  those 
places  where  opportunities  do  exist  and  pat- 
terns of  educational  organization  and  dis- 
semination of  knowledge  which  are  not  effi- 
cient in  terms  of  physician-student  needs." 

This  raises  the  question  of  whether  con- 
tinuing education  might  not  be  better  based 
on  the  community  hospital  rather  than  the 
medical  school.  Dr.  John  Caughey  of  Western 
Reserve  University,  in  describing  the  results 
of  the  Flexner  Report  and  the  rapid  progress 
in  medical  science,  made  the  following  ob- 
servations : 

Today  an  influential,  large  and  increasing  seg- 
ment of  the  medical  school  faculty  is  made  up  of 
scientists,  usually  with  Ph.D.  rather  than  M.D.  train- 
ing, who  have  no  direct  relation  to  community  health 
services.  And  in  the  clinical  departments  there  is  a 
growing  tendency  for  positions  of  major  influence 
and  responsibility  to  be  awarded  to  physicians  whose 
training  and  clinical  experience  have  been  obtained 
entirely  within  the  university  and  its  associated  hospi- 
tals, in  highly  specialized  residencies,  research  fellow- 
ships, and  full-time  staff  positions.  Many  of  these 
leaders  in  academic  medicine  have  had  no  personal 
participation  in  community  practice  and  too  often 
they  are  not  concerned  about  the  problems  of  com- 
munity health  services. 

The  close  association  of  the  medical  education  with 
the  university  hospital  and  the  progressive  movement 
of  the  medical  school  scientist  toward  focus  on  lab- 
oratory research  at  the  cellular  and  molecular  levels 
have  produced  a  situation  in  which  academic  medi- 
cine appears  to  be  concerned  only  with  hmited 
aspects  of  health  service  and  is  progressively  more 
isolated  from  community  practice,  whereas  the  ex- 
panding concept  of  health  and  the  growing  expecta- 
tions of  the  public  for  comprehensive  health  care 
demand  that  physicians  accept  responsibihty  for  an 
increasingly  wide  range  of  problems  related  to  health. 

The  Joint  Study  Committee  on  Continuing 
Education*  reported  in  1961:  "It  is  believed 


*Composed  of  representatives  from  the  American  Medical 
Association,  American  Medical  Colleges,  American  College 
of  Physicians,  American  Academy  of  General  Practice. 
American  Academy  of  Pediatrics,  American  College  of  Ob- 
stetrics and  Gynecology,  and  American  CoUege  of  Surgeons. 
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that  the  patients  and  their  physicians  are 
better  served  by  post-graduate  medical  edu- 
cation which  links  the  teaching  center  bed 
to  the  community  hospital  bed,  leaving  the 
laboratory  bench  free  to  advance  tov^^ard 
frontiers  rather  than  to  become  a  center  of  a 
forum. "■'^ 

This  implies  that  the  practicing  physician 
should  resume  his  role  as  teacher  in  the  com- 
munity hospital."  In  North  Carolina  the  com- 
munity hospital  can  and  should  assume  a 
dominant  role  in  continuing  education.  There 
are  several  urban  hospitals  in  this  state  that 
can  and  should  be  designated  as  area  cen- 
ters for  postgraduate  education.  These  hospi- 
tals should  develop  training  programs  second 
to  none.  This  can  be  accomplished  with  the 
encouragement,  cooperation,  and  assistance 
of  the  three  medical  schools. 

Such  a  movement  would  help  bring  into 
balance  the  total  medical  educational  pro- 
gi'am.  It  would  bring  to  North  Carolina  ad- 
ditional doctors  for  postgraduate  training, 
thereby  increasing  the  number  of  physicians 
who  will  locate  in  the  state.  (Surveys  show 
that  doctors  are  more  likely  to  locate  in  the 
area  where  they  received  their  residency 
training  rather  than  where  they  attended 
medical  school.) 

In  order  to  establish  a  teaching  program, 
the  governing  board  of  the  hospital  will  be 
required  (1)  to  assume  the  additional  finan- 
cial responsibility;  (2)  to  employ  a  full-time 
director  of  medical  education;  and  (3)  to 
select  a  teaching  staff  that  meets  rigid  edu- 
cational standards.  By  the  same  token,  the 
hospital  staff  must  be  willing  to  teach  and 
be  governed  by  strict  regulations.  The  power 
to  implement  rules  must  be  vested  in  the  de- 
partment heads,  and  there  must  be  contin- 
uity  of  authority.   A   hospital   that  demon- 


strates its  willingness  and  ability  to  conduct 
a  teaching  program  under  these  rules  should 
have  little  trouble  in  securing  the  coopera- 
tion and  assistance  of  the  university  centers. 
Such  cooperation  is  essential  to  the  success 
of  teaching  programs  in  community  hospi- 
tals. The  exchange  of  residents  between  the 
two  types  of  institutions  would  assure  a  high 
quality  of  residents  in  the  community  hospi- 
tal and  give  the  university  hospital  resident 
the  benefit  of  clinical  experience  in  a  com- 
munity hospital.  Such  an  exchange  would 
help  keep  the  program  in  balance  and 
assure  the  individual  patient  of  the  best 
available  medical  care.  The  urban  teaching 
hospital  should,  in  turn,  assist  the  smaller 
community  hospital  with  their  educational 
programs. 

Summa7-y 
The  problem  of  disseminating  the  vast 
amount  of  new  medical  knowledge  can  best 
be  resolved  through  joint  planning,  coopera- 
tion, and  coordination  of  the  efforts  of  all  the 
medical  educators,  research  scientists,  and 
practicing  physicians  in  North  Carolina.  To- 
gether we  can  close  the  gap  between  the  lat- 
est medical  knowledge  and  the  application 
of  this  knowledge  to  medical  practice. 
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But  the  most  afflicting  of  all  diseases  which  attack  the  studious  is  the  hypochondriac.  .  .  . 
they  live  in  the  constant  dread  of  death,  and  are  continually  in  search  of  relief  from  medi- 
cine, where  it  is  not  to  be  found.— William  Buchan:  Domestic  Medicine,  or  a  Treatise  on 
the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicine,  etc.  Philadelphia, 
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OCCUPATIONAL  MEDICINE 

In  this  issue  an  article  carries  pertinent 
views  of  occupational  medicine.  Automation, 
a  booming-  economy,  and  requirements  of  our 
armed  forces  have  created  greater  esteem 
for  better  educational  and  physical  stand- 
ards. Industry  sponsors  remedial  classes  and 
controlled  speed-reading  sessions  in  many 
areas.  More  interesting  and  diversified  work 
is  constantly  devised,  and  with  automation, 
more  leisure  for  the  individual  is  allowed. 

Complicated  medical  decisions  become  the 


justified  concern  of  employees,  labor  unions, 
and  industry.  Often  honest  opinions  are 
sharply  divided  among  physicians  about  some 
disabilities,  especially  those  concerning  ag- 
gravation of  pre-existing  disease.  Several 
hundred  physicians  were  queried  on  the  ef- 
fect of  strenuous  physical  exertion  or  emo- 
tional disturbances  on  the  heart.  They  were 
divided  almost  equally  as  to  the  existence 
of  a  relationship  between  strenuous  work  and 
a  subsequent  myocardial  infarction.  They 
favored  emotional  factors  as  a  greater  pre- 
cipitating- cause.  Again  they  were  divided  on 
whether  a  permanent  partial  disability  exists 
after  an  employee  has  recovered  from  myo- 
cardial infarction  and  returns  to  work  symp- 
tom-free. 

With  the  attractive  temptation  of  litiga- 
tion, the  shocking  benevolence  of  some  juries, 
and  the  adaptable  consciences  of  a  few  phy- 
sicians, the  peril  becomes  great  that  indus- 
trial compensation  may  be  reduced  to  sick- 
ness insurance. 

Every  conscientious  phy.-'ician  is  vitally 
concerned  with  the  employment  and  re-em- 
ployment of  the  partially  disabled.  Dr.  Bati- 
gelli's  discussion  of  the  employability.  lia- 
bility, and  health  maintenance  service  is  ex- 
cellent and  timely.  It  is  appropriate  reading 
for  all  physicians  who  treat  patients. 

E.W.F. 
*     *     * 

ENDEMIC  GOITER  AND  DR.  BUCHAN 

In  the  filler  which  appears  on  page  48  of 
this  issue.  Dr.  Buchan  gives  his  view  of  the 
cause  of  endemic  goiter.  Since  he  wrote  .some- 
where between  180  and  197  years  ago,  one 
may  forgive  him  for  not  discussing  the  prime 
role  of  iodine  in  that  disease,  especially  since 
it  was  only  in  recent  years  that  the  part 
played  by  iodine  has  been  clarified  to  some 
extent.  But  Buchan's  thoughts  allow  us  to 
consider  two  related  matters. 

First,  one  might  think  initially  that  had 
Buchan  and  others  of  past  centuries  only 
recognized  the  effects  of  iodine  deficiency, 
endemic  goiter  would  have  been  understood. 
Indeed,  it  does  appear  that  iodine  deficiency 
is  a  major  factor  in  endemic  goiter.  Less  well 
known  is  the  likelihood  that  decreased  intake 
of  iodine  is  not  the  whole  story,  at  least  in 


BLUE  SHIELD 

provides 

more  benefits 

per  member  doiiar 


Last  year  Blue  Shield  members,  nationally,  got  back  91^^  in 
medical  care  for  every  dollar  paid  in.  Over  a  billion  dollars 
—$1.4  billion  to  be  exact— was  paid  out  on  behalf  of  51 
million  Americans.  Blue  Shield  can  pay  more  benefit  dollars 
because  iiohody  in  the  voluntary  medical  care  prepayment 
field  has  lower  operating  expenses. 

The  remarkable  benefits  which  Blue  Shield  can  offer  its 
members  confii'm  the  foresight  of  the  doctors  who  originated 
this  unique  health  care  program.  Through  your  continuing 
cooperation.  Blue  Shield  remains  the  best  basic  value  for 
your  patients. 
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The  Blue  Shield  Plans  of  North  Carolina 


Hospital  Care  Association 
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Hospital  Saving  Association 
Chapel  Hill 
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Well,  Doctor,  it's  sort  of 

a  cross  between  a  smoker's  hack  and  a  seal's  hark. 


It's  a  wise  mother  who  realizes  there  may  be  more  to  her  child's  cough  than  meets  the  ear 

—and  brings  the  youngster  to  you  promptly  for  diagnosis  and  treatment. 

If  the  cough  is  the  useless,  exhausting  type  that  often  accompanies  respiratory  infection  or 

allergy,  you  can  provide  prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive 

action  controls  frequency  and  intensity  of  cough  spasms  without  abolishing  cough  reflex. 

And  the  fresh  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alil<e. 

When  your  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine 

Expectorant  is  particularly  useful.  It  not  only  provides  decongestive  action  and  controls 

the  cough,  but  also  encourages  expectoration,  thus  easing  bronchial  constriction  and 

obstruction. 

Use  with  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 

or  urinary  retention.  Ambulatory  patients  should  be  advised  that  drowsiness  may  result. 

Continuous  dosage  over  an  extended  period  is  contraindicated  since  codeine  phosphate 

may  cause  addiction. 

Each  5  ml.  teaspoonful  of  Novahistine  DH  contains  codeine  phosphate,  10  mg.  (Warning: 

may  be  habit  forming);  phenylephrine  hydrochloride,  10  mg.;  chlorpheniramine  maleate, 

2  mg.;  chloroform  (approx.),  13.5  mg.;  l-menthol,  1    mg.  (Alcohol  5%).   Each  5  ml.  of 

Novahistine    Expectorant   contains   the   above    ingredients    and,    in    addition,    glyceryl 

guaiacolate,  100  mg. 


NOVAHISTIHrOH 
NOVAHISTINrEXPECTORANT 


PITMAN-MOORE 


Division  of  The  Dow  Chemical  Company,  Indianapolis 
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The  New  Enlarged  Program  of 

DISABILITY      INSURANCE 

APPROVED  AND  SPONSORED  BY 

The  Medical  Society  of  the  State  of  North  Carolina 

FOR  ITS  MEMBERS  SINCE  1940 
PLANS  DESIGNED  TO  MEET  PRESENT  DAY  NEEDS  UP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 

PLAN   L-/^^^ '  > 


Lifetime  Accident 

and 
7  years  Sickness 


SEMI-ANNUAL  PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum   for 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To    Age   40 

$250.00 

Up  to   $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up    to   $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up   to   $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00 

Up    to   $20,000.00       $5,000.00 

$100.50             $  75.50 

PLAN    L-65^^°"^'^"™^ 


Lifetime  Accident 

and 

for  Sickness, 

from  Inception  of 

Disability  to 

Your  Attainment 

of  Afire  65 

Up  to  2  Years 

from  Age  65 

to  Age  70 


SEMI-ANNUAL  PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum   for 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To    Age   40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 
$150.0"d" 

Up   to    $40,000.00 

$5,000.00 

$234.50 

$176.00 

Up   to    $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00       Up    to    $20,000.00 

$5,000.00 

$119.50 

$  89.75 

The  premiums  for  Plan  L-65  will  be  reduced  to  the  some  premium  as  for  Plan  L-7  at  age  58. 

Note:  The  above  rates  do  not  increase  at  age  50,  or  even  at  age  60! 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal. 

J.  L.  CRUMPTON, 
State  Mgr. 

J.  Slade  Crumpton,  Assistant  State  Manager 

Professional   Group  Disability  Division 

COMMERCIAL   INSURANCE  COMPANY  OF  NEWARK,   N.  J. 

Member,  Continental  Insurance  Companies  Group  of  New  York 

Box  147.  Durham,  N.  C. 

If  more  information  is  needed  or  help  desired  in  completing  your  enroll- 
ment, please  call  us  collect: 

Area  Code  919— Phone  682-5497. 
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some  places.  Goitrogenic  substances  in  the 
environment,  their  effects  intensified  by  lo- 
cal conditions  and  customs — for  example,  eat- 
ing a  lot  of  cabbage  because  it  grows  in  a 
given  place — are  probably  important  in  more 
than  one  locality.  Inborn  metabolic  errors 
may  disrupt  iodine  metabolism  and  cause 
signs  of  iodine  deficiency  in  large  numbers  of 
a  given  population.  In  a  phrase,  dietary 
iodine  deficiency,  pure  and  simple,  is  neither 
too  pure  nor  too  simple. 

Second,  Buchan's  view  reminds  us  that  the 
presence  of  something  attracts  much  more  at- 
tention than  the  absence  of  something — this 
despite  the  fact  that  deficiency  diseases  are 
now  recognized  as  very  important.  Consider 
how  long  something  added  to  the  body  was 
thought  to  cause  pellagra.  More  new  and 
fashionable,  think  of  the  significance  of  in- 
born enzyme  deficiencies  now  that  means  are 
available  to  recognize  at  least  a  few  of  them. 
With  due  respect  to  Dr.  Norman  Vincent 
Peale,  we  must  emphasize  the  power  of  nega- 
tive thinking  in  some  medical  circumstances 
at  least. 


THE  URGE  TO  VIBRATE 

Somewhere  in  the  catalog  of  human  appe- 
tites, well  below  hunger  and  somewhere  to 
the  side  of  love,  is  a  wish  to  absorb  vibra- 
tion. Little  is  said  of  this  desire  in  physi- 
ology, and  one  could  probably  find  the  recep- 
tors cataloged  only  in  obscure  transylvanian 
journals  with  just  the  titles  translated.  De- 
spite the  apparent  lack  of  scholarly  atten- 


tion, any  moderately  pei'ceptive  person  sees 
this  urge  all  around. 

Vibration  of  a  mechanical  sort  probably 
first  appeared  in  barber  shops  and  massage 
parlors,  allowing  the  well-heeled  a  pleasant 
shakedown  for  75  cents  to  one  dollar  in  the 
real  money  of  the  times.  Then  a  few  years 
ago  stores  and  shopping  centers  blossomed 
forth  with  horses  and,  as  things  grew  more 
modern  (and  more  profitable),  space  ships, 
submarines  and  the  like,  which  would  shake  a 
child  for  a  short  period  for  5  to  10  cents, 
while  the  parent  smiled  happily  at  his  own 
relief  from  tugging  and  shin-kicking.  Since 
the  kids  enjoyed  this  oscillation  so  much,  the 
parents  began  to  think  there  was  something 
in  it,  and  before  long  the  same  places  had 
little  platforms  which  would  vibrate  one's 
feet  for  a  while  for  a  small  sum.  Not  too 
long  thereafter  motels  and  hotels  began  to 
feature  beds  which  would  simulate  a  mild 
earthquake  for  25  to  50  cents  for  15  min- 
utes. The  side  effects  of  this  treatment  are 
too  numerous  to  catalog,  ranging  from 
simulated  drunkenness  to  the  cure  of  that  af- 
fliction. All  these  manifestations,  being  com- 
mercially successful,  establish  beyond  doubt 
and  without  benefit  of  a  "t"  test  the  exist- 
ence of  vibratory  lust. 

The  medical  profession  has  taken  little  ad- 
vantage of  this  therapeutic  modality.  People 
at  large  have  recognized  its  value  for  eons, 
bouncing  babies  on  knees  to  bring  on  con- 
tentment and  sleep.  Physicians  have  been 
willing  to  shake,  rattle  and  roll  for  diagnos- 
tic ends,  but  not  in  treatment.  Perhaps  a  new 
specialty  is  waiting  for  birth. 


Water  takes  up  parts  of  most  bodies  with  which  it  comes  into  contact:  by  this  means,  it 
is  often  impregnated  with  metals  or  minerals  of  a  hurtful  or  poisonous  nature.  Hence  the 
inhabitants  of  some  hilly  countries  have  peculiar  diseases,  which  in  all  probability  proceed 
from  the  water.  Thus  the  people  who  live  near  the  Alps  in  Switzerland,  and  the  inhabitants 
of  the  Peak  of  Derby,  in  England,  have  large  tumours  or  wens  in  their  necks.  This  disease 
is  generally  imputed  to  the  snow-\\ater:  but  it  is  rather  owing  to  the  m'nerals  in  the  moun- 
tains through  which  the  waters  pass.— William  Buchan:  Domestic  Medicine,  or  a  Treatise 
on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicine,  etc.  Philadelphia, 
Richard  Folwell,  1799,  p.  63. 
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The    President's    Message 

EDUCATION  FOR  QUALITY  MEDICAL  CARE 


It  is  well  said  that  the  quality  of  medical 
care  is  a  primary  concern  of  doctors  of  med- 
icine. There  are  many  avenues  leading  to 
the  provision  of  quality  medical  care.  I  have 
said  before  that  quality  of  medical  care  is 
paramount,  and  I  will  repeat  it  again,  and 
again,  and  again. 

It  would  seem  that  the  (luality  of  education 
of  the  physician  and  his  continuing  education 
is  a  basic  determinant  in  the  ultimate  provi- 
sion of  quality  medical  care  for  the  people. 
And  the  same  may  be  said  regarding  the  edu- 
cation of  those  who  are  allied  with  medicine 
in  the  provision  of  medical  care.  This  dis- 
cussion will  be  limited  to  the  education  of 
physicians,  and  more  particularly  to  the 
graduate  education  of  physicians. 

The  physician,  whether  he  is  of  town  or 
gown,  has  inherited  a  concept  of  Aescula- 
pius :  that  one  must  constantly  learn,  and  one 
must  teach  others  what  he  has  learned,  so 
that  his  fellow  mortals  may  enjoy  a  state 
of  optimal  health. 

Rising  Sfa)ulards  of  Excellence 

The  American  Medical  Association,  the 
Medical  Society  of  the  State  of  North  Caro- 
lina, and  your  personal  physicians  have  an 
intense  interest  in  the  promotion  of  quality 
medical  education  today  and  tomorrow.  The 
principal  motive  in  the  fc^unding  of  the 
American  Medical  Association  was  a  concern 
for  the  character  and  standards  of  medical 
education  and  thus  for  the  qualifications  of 
future  physicians.  Twice  in  the  twentieth 
century  the  AMA  has  requested  a  survey 
of  the  state  of  medical  education  and  has 
sought  recommendations  for  changes  to  in- 
sure increasing  excellence.  In  the  first  decade 
of  this  century  the  AMA  took  advantage  of 
the  interest  in  education  for  the  learned 
professions  and  requested  a  study  of  the  med- 
ical schools  of  the  nation.  The  report  of  this 
study,  known   as  the   Flexner  Report,   was 

Adapted  from  an  address  presented  before  the  North 
CaroUna  Public  Health  Association,  Winston-Salem,  October 
6,  1966. 


wholeheartedly  supported  by  the  AMA  and 
had  a  profound  effect  upon  the  development 
of  American  medical  education,  and  there- 
fore upon  the  medical  care  of  our  citizens. 

In  the  half  a  century  since  the  Flexner 
Report  was  made,  a  system  of  graduate  med- 
ical education  has  become  established  and 
now  constitutes  the  larger  half  of  the  formal 
education  of  the  physician.  For  any  learned 
profession  there  are  but  two  alternatives  for 
establishing  standards  of  practice  and  edu- 
cation. Responsibility  can  be  assumed  by 
Society  as  a  whole,  operating  through  gov- 
ernment, or  it  can  be  assumed  by  the  organ- 
ized profession  through  voluntarily  accepted 
self-discipline. 

When  Flexner  conducted  his  inquiries  into 
medical  education,  the  public  was  little  con- 
cerned ;  now  it  is  deeply  concerned.  The  in- 
formed public  is  aware  of  the  revoluntary 
developments  in  medical  knowledge,  of  the 
dramatic  advances  in  surgical  skills,  and  of 
the  new  vaccines  and  so-called  miracle  drugs. 
Knowing  all  this.  Society  expresses  its  grate- 
ful appreciation  by  spending  more  money  on 
medical  services  and  supporting  medical  re- 
search which  it  confidently  expects  to  lead 
to  greater  medical  achievements. 

After  the  M.D.  Degree 

Medical  knowledge  has  grown  so  rapidly 
that  no  single  practitioner  can  safely  rely 
upon  what  he  learned  as  a  student  or  con- 
sider his  own  resources  adequate  for  render- 
ing optimal  patient  care.  It  is  widely  agreed 
that  for  a  physician  to  remain  highly  com- 
petent, his  education  must  not  terminate 
with  his  residency  training  but  must  con- 
tinue as  long  as  he  practices. 

The  medical  student's  involvement  in  true 
medicine  begins  with  his  four  undergraduate 
years  in  medical  school.  The  M.D.  degree 
once  marked  the  end  of  formal  education. 
Today,  however,  it  comes  about  half-way 
along  the  road.  The  receipt  of  this  degree 
entitles  the  holder  to  take  the  state  medical 
board    examinations    and    upon    successful 
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completion  of  the  examinations  to  practice 
in  the  given  states. 

The  typical  young  physician  today  now 
spends  a  year  as  an  intern  and  three,  four,  or 
even  more  years  as  a  resident,  and  possibly 
a  year  or  two  in  sponsored  practice  before 
his  colleagues,  particularly  those  of  the  spe- 
cialty boards,  consider  that  he  has  completed 
his  formal  medical  education. 

Since  the  Flexner  Report  appeared  we 
have  tended  to  emphasize  basic  education  in 
medical  science,  leaving  most  of  the  practi- 
cal, hospital  experience  for  the  graduate  pe- 
riod. With  a  range  of  student  quality  extend- 
ing from  good  to  excellent — and  may  I  re- 
mind you  that  competition  for  admission 
eliminates  candidates  of  indifferent  quality 
— all  medical  schools  turn  out  graduates  who 
have  the  basic  preparation  necessary  for  spe- 
cialization in  any  branch  of  medicine. 

Today  what  has  been  termed  undergrad- 
uate medical  education  is  generally  concen- 
trated in  fewer  than  100  schools  of  medicine, 
whereas  internships  are  offered  in  about  800 
approved  teaching  hospitals.  In  general,  in- 
ternships are  currently  divided  into  three 
types.  The  original  or  rotating  type  pro- 
vides about  12  to  24  months  of  experience 
in  medicine,  surgery,  pediatrics,  and  obste- 
trics-gynecology,  or  one  of  the  other  fields 
of  medicine.  In  recent  years  two  additional 
types  of  internships  have  developed.  One  is 
called  the  straight  internship.  Another  some- 
what resembles  a  rotating  internship,  but 
provides  training  in  two  or  three  fields 
and  frequently  lasts  from  one  to  two  years. 

The  typical  medical  school  graduate  now 
follows  his  internship  with  three  or  more 
years  of  residency  training.  In  1965  about 
1300  hospitals  in  the  United  States  offered 
residency  programs. 

As  the  period  of  formal  training  is  extend- 
ed, one  questions  whether  it  has  not  already 
been  extended  so  far  as  to  reduce  the  num- 
ber of  young  people  willing  to  undertake  the 
long  period  of  preparation.  The  problem  is 
both  practical  and  economic.  It  should  be 
further  pointed  out  that  certain  develop- 
ments in  recent  years  have  caused  many  of 
our  bright  young  men  and  women  to  avoid 
the  medical  field. 


Demands  and  Expectations 

We  are  confronted  with  certain  expecta- 
tions and  demands.  Few  citizens  have  the 
knowledge  to  enable  them  to  make  valid  dis- 
tinctions between  good  medical  care  and  in- 
ferior services.  Often  they  demand  what  they 
think  is  "the  best."  The  need  for  health  care 
is  increased  and  in  some  ways  modified  by 
the  changing  composition  of  the  population. 
We  have  noted  in  recent  surveys  that  people 
over  65  account  for  almost  10%  of  the  total 
population.  Without  question,  they  will  ac- 
count for  more  than  10%  in  the  future,  as 
we  increase  our  longevity. 

Medical  leaders  in  North  Carolina  share 
with  leaders  in  other  areas  the  great  vision — 
a  vision  of  future  possibilities,  the  possibili- 
ties of  more  widespread  and  more  properly 
applied  preventive  care.  We  hope  for  health 
prevention  and  protection,  and  at  the  same 
time  we  hope  for  the  cure  of  disease.  We 
hope  to  eradicate  those  diseases  which  we 
can  eradicate,  to  prevent  those  which  we  can 
prevent,  and  to  provide  the  best  treatment 
possible  for  those  diseases  which  we  cannot 
prevent  or  cure  at  the  present  time.  The  con- 
tinuing rise  in  the  expectations  of  the  med- 
ical profession  and  of  the  public,  therefore, 
must  affect  the  educational  directives  of  fu- 
ture physicians. 

Regardless  of  what  today  may  say  about 
tomorrow,  the  goal  of  medical  education  is 
still  the  same  as  it  was  even  a  century  ago : 
to  educate  physicians  who  have  the  will  and 
the  qualifications  to  offer  excellent  medical 
care  to  their  patients.  It  should  be  pointed 
out  that  unless  a  person  is  motivated,  unless 
he  is  willing  to  sacrifice  a  large  portion  of 
his  youth  and  early  adult  life  to  arduous 
training,  and  unless  he  is  willing  to  forego 
the  privileges  which  are  apparently  consid- 
ered to  be  the  rights  of  man,  that  person 
might  as  well  stay  out  of  medicine. 

Specialization,  and  General  Practice 

Today  no  single  physician  has  all  the 
knowledge  and  skills  necessary  to  provide  his 
patients  with  what  might  be  called  optimal 
care.  We  say  that  specialization  implies  some 
division  of  responsibility.  On  the  other  hand, 
how  does  one  divide  a  patient?  The  Creator 
put  the  patient  in  one  package. 
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It  is  alarming  that  with  the  rise  of  special- 
ization has  come  a  decline  in  the  number  of 
physicians  who  devote  themselves  to  con- 
tinuing and  comprehensive  care  of  the  whole 
patient.  The  general  practitioner  has  been 
the  backbone  of  medicine  for  many  years. 
Certain  deficiencies  that  may  be  ascribed 
to  him  are  to  a  great  extent  offset  by  his 
intimate  knowledge  of  his  patients,  the  sup- 
port he  gives  them,  and  the  trust  and  confi- 
dence his  services  engender. 

For  some  reason,  the  private  presonal  phy- 
sician is  tending  to  vanish.  In  1931,  84 '^c  of 
all  physicians  considered  themselves  to  be 
general  practitioners.  Thirty  years  later  the 
percentage  was  45  "^r .  Five  years  after  that  it 
dropped  to  379'r .  Today  only  about  15  ^r  of  re- 
cent medical  school  graduates  indicate  an  in- 
terest in  general  practice. 

Recently  there  has  been  talk  about  a  new 
category  of  physician.  Possibly  it  is  not  a  new 
category  but  only  an  upgrading  of  the  gen- 
eral practitioner.  What  this  physician  will 
be  called  or  what  his  category  will  be  is  in- 
definite. Regardless  of  what  he  is  called, 
he  must  be  knowledgeable,  as  are  other  phy- 
sicians, about  systems,  organs  and  techni- 
ques ;  and  yet  at  the  same  time,  he  must  ob- 
jectively concentrate  his  attention  upon  the 
whole  man.  This  is  the  man — or  woman — 
who  lives  today  in  a  changing  socio-economic 
pattern,  who  has  frustrations ;  and  we  must 
not  forget  that  these  extra-medical  factors 
produce  an  enormous  impact  upon  the  well- 
being  or  state  of  health  of  the  individual. 

There  is  reason  to  think  that  the  treat- 
ment of  a  sick  man  by  committee  is  not  a 
proper  approach  to  medicine.  It  is  certainly 
posible  for  the  patient  to  die  while  the  com- 
mittee is  getting  organized,  while  it  has  its 


invocation,  and  while  it  formally  recognizes 
the  eminent  specialists  who  compose  it.  Re- 
gardle.ss  of  these  somewhat  philosophical 
comments,  there  will  necessarily  be  changes 
in  the  pattern  of  so-called  postgraduate  edu- 
cation in  medicine. 

Some  of  what  has  been  said  is  frankly 
taken  from  the  recent  Report  of  the  Citizens 
Commission  on  Graduate  Medical  Education 
(the  "Millis  Report").  Proper  obeisance  hav- 
ing been  made  to  a  prime  source,  further 
acknowledgment  of  the  theft  of  ideas  or 
words  will  be  omitted. 

It  is  worth  noting  that  the  majority  of  the 
members  of  this  commission,  which  was 
created  by  the  American  Medical  Associa- 
tion, were  not  doctors  of  medicine,  and  that 
the  report  itself  was  simultaneously  made 
available  to  the  AMA  and  all  other  interested 
groups. 

Conclusion 

The  North  Carolina  State  Medical  Society 
is  concerned  with  providing  the  people  of 
this  state  with  the  best  possible  quality  medi- 
cal care.  It  believes  in  and  is  supporting  con- 
tinuing education  for  physicians.  The  Society 
is  pleased  to  participate  in  the  North  Caro- 
lina Regional  Medical  Program.  It  will  al- 
ways support  movements  to  improve  the 
quality  of  graduate  education  for  physicians 
to  the  end  that  now  and  in  the  future  they 
will  be  able  to  render  to  the  people  of  North 
Carolina  a  high  level  of  medical  care.  The 
Society  has  always  supported  this  type  of 
program,  and  it  sees  no  reason  to  discon- 
tinue its  support.  It  also  finds  no  reason  why, 
with  the  changing  times,  the  Society  itself 
will  not  lead  in  the  promotion  of  that  prime 
factor — quality. 

Frank  W.  .Jones,  M.D. 


The  abdominable  custom  of  filling  the  cellular  membranes  of  animals  with  air,  in  order 
to  make  them  appear  fat.  is  every  day  practiced.  This  not  only  spoils  the  meat,  and  renders 
it  unfit  for  keeping,  but  is  such  a  dirty  trick,  that  the  very  idea  of  it  is  sufficient  to  disgust 
a  person  of  any  delicacy  at  every  thing  which  comes  from  the  shambles  Who  can  bear  the 
thought  of  eating  meat  w^hich  has  been  blowTi  up  with  air  from  the  lungs  of  a  dirty  fellow, 
perhaps  labouring  under  the  very  worst  of  diseases. — William  Buchan:  Domestic  Medicine, 
or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicine,  etc. 
Philadelphia,  Richard  Folwell.  1799,  p.  61. 


December,  1966 


COMMITTEES  AND  ORGANIZATIONS 


593 


Committees  &  Organizations 

Venereal  Disease  Control  Section 
Division  of  Epidemiology 

North  Carolina  State  Board  of  Health 
VENEREAL  DISEASE   EDUCATION 

It  is  established  that  the  education  of  pro- 
fessional and  lay  communities  is  essential  to 
any  effort  to  eradicate  disease.  Certainly 
these  categories  of  people  must  be  knowl- 
edgeable concerning  the  disease  and  the  prin- 
ciple behind  the  eradication  effort  if  they 
are  to  be  expected  to  both  support  and  parti- 
cipate in  that  effort  and,  with  regard  to  the 
lay  community,  to  act  responsibly  with  re- 
spect to  recognition,  avoidance,  and  control 
of  the  disease  ultimately  to  be  eradicated. 
Such  education  is  and  has  been  an  obvious 
part  of  programs  designed  to  control  and 
eradicate  polio,  malaria,  tuberculosis,  small- 
pox, and  other  dread  diseases.  In  the  North 
Carolina  Venereal  Disease  Eradication  Pro- 
gram this  type  of  education  is  provided  via 
seminars,  instruction  in  the  public  schools, 
and  community  mobilization  and  education 
programs. 

Venereal  Disease  Seminars 

Venereal  disease  seminars  are  held  pri- 
marily for  the  benefit  of  practicing  physi- 
cians, public  health  directors  and  their  staffs, 
and  professional  educators.  The  purpose  of 
these  seminars  is  :  (1)  to  provide  up-to-date 
medical  information  relative  to  diagnosis  and 
treatment  of  venereal  disease;  (2)  to  en- 
lighten seminar  participants  concerning  the 
epidemiologic  aspect  of  the  Control  Program, 
and  to  illustrate  how  epidemiology  is  a  prac- 
tical extension  of  general  practice  and  pub- 
lic health;  (3)  to  explain  new  and  advanced 
educational,  epidemiologic,  and  medical  tech- 
niques now  being  utilized  in  the  eradication 
effort;  and  (4)  to  explain  the  Control  Pro- 
gram's educational  format,  both  for  public 
.school  instruction  and  community  education, 
and  to  illustrate  the  method  by  which  this 
format  can  be  implemented.  Six  such  sem- 
inars have  been  held  this  year  in  various 
locations  across  North  Carolina. 


Public  School  Education 

It  is  an  established  fact  that  North  Caro- 
lina's Venereal  Disease  problem  is,  to  a 
large  extent,  centered  in  the  teenage  and 
young  adult  population.  Last  year  (1965) 
63.8  ^r  of  the  13,917  cases  of  infectious  syph- 
ilis and  gonorrhea  reported  involved  persons 
between  the  ages  of  15  and  24.  Why?  The 
Noi-th  Carolina  teenager  may  not  have  been 
provided  with  sufficient  and  accurate  in- 
formation in  order  to  protect  himself  against 
venereal  disease.  A  recent  sociologic  survey 
pointed  out  that  64%  of  all  teenagers  tested 
acquired  information  on  venereal  disease 
from  the  peer  gi'oup.  This  phenomenon  has 
amounted  to  the  wholesale  distribution  of 
misinformation  on  venereal  disease.  Yet  even 
with  such  evidence  as  to  the  need  for  public 
school  instruction  in  venereal  disease,  only 
20%  of  North  Carolina's  high  school  students 
are  now  receiving  routine  instruction  on  this 
subject. 

The  goal,  therefore,  of  the  Venereal  Dis- 
ease Control  Program  is  to  expand  venereal 
disease  instruction  in  public  schools  to  in- 
clude 100%  of  all  high  school  students.  In 
an  effort  to  achieve  this  goal,  discussions 
are  under  way  with  the  North  Carolina  De- 
partment of  Public  Instruction,  and  a  tenta- 
tive arrangement  has  been  reached  concern- 
ing the  adoption  of  venereal  disease  instruc- 
tion as  a  part  of  state-endorsed  curricula.  It 
is  hoped  that  this  objective  can  be  achieved 
through  a  joint  directive  concerning  this 
adoption  by  the  State  Department  of  Public 
Instruction  and  the  State  Board  of  Health 
to  all  school  superintendents  and  principals. 
The  directive  will  spell  out  the  need  for  such 
instruction,  the  reasons  behind  its  adoption, 
and  the  method  of  implementation.  There- 
after, the  state  is  to  be  divided  into  districts 
for  the  purpose  of  conducting  teacher-work- 
shops designed  to  thoroughly  orient  teachers 
in  venereal  disease,  to  provide  manuals  for 
instruction,  and  to  provide  a  methodologic 
guide  of  instruction. 

The  concept  of  venereal  disease  education 
being  proposed  for  adoption  by  North  Caro- 
lina school  system  is  relatively  simple.  It 
consists  of  the  presentation  of  venereal  dis- 
ease as  a  communicable  disease,  like  any  oth- 
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er  communicable  disease.  It  involves  instruc- 
tion in  regular  classroom  sessions,  preferably 
health  and/or  biology,  and  as  an  integral 
part  of  the  existing  curriculum,  not  as  a  spe- 
cial insert  into  the  curriculum.  It  assumes 
that  the  instruction  will  be  given  by  regular 
faculty  members  and  that  all  aspects  of  the 
subject — historical,  medical,  epidemiologic, 
and  sociologic — vs^ill  be  covered  in  depth. 
Finally,  this  concept  assumes  that  instruction 
will  be  limited  to  venereal  disease  per  se  and 
not  in  association  with  sex  or  family  life 
education. 

The  purpose  behind  this  concept  is  to  pre- 
sent a  body  of  information  about  syphilis  and 
gonorrhea  sufficient  to  motivate  the  student 
as  follows:  (1)  to  be  sufficiently  concerned 
about  these  diseases  to  do  what  he  can  with- 
in the  total  framework  of  his  own  knowledge 
and  behavior  to  avoid  them;  (2)  if  exposed, 
to  recognize  the  possibility  of  infection,  know 
what  to  do,  and  do  it;  and  (3)  as  a  re- 
sponsible member  of  the  community,  to  de- 
mand community  action  to  halt  the  spread 
of  these  diseases. 

This  concept  and  purpose  has  been  formal- 
ly endorsed  by  the  Auxiliary  to  the  Medical 
Society  of  the  State  of  North  Carolina. 
Community  Mobilization   and  Aivareness 

This  concept  is  relatively  new  to  the  North 
Carolina  Venereal  Disease  Conti'ol  Program. 
It  might  be  more  appropriately  called  com- 
munity action  to  facilitate  community  aware- 
ness— awareness  of  the  venereal  disease 
problem,  of  the  threat  to  community  health 
and  well-being  it  poses,  and  of  its  solution. 
It  is  the  coordinated  effort  of  responsible  citi- 
zens committed  to  the  creation,  through 
awareness,  of  a  communal  attitude  of  intol- 
erance toward  venereal  disease — not  intoler- 
ance toward  the  person  who  becomes  infected 
but  toward  the  idea  that  these  diseases  should 
exist  within  any  community.  It  is  designed 
to  create  through  local  camoaigns  the  atti- 
tude that  venereal  disease  should  no  sooner 
be  allowed  to  exist  than  polio,  smallpox,  or 
malaria.  In  essence,  it  is  designed  to  create 
for  the  North  Carolina  Control  Program  a 
climate  of  opinion  favorable  to  its  operation 
and  to  stimulate  the  active  participation  of 
local,  responsible  citizens. 


Community  mobilization  may  be  compared 
structurally  to  an  old  wagon  wheel.  The  rim 
of  the  wheel  represents  continuity  and  the 
continuing  nature  which  these  programs  will 
have  in  North  Carolina.  The  spokes  represent 
the  health,  medical,  professional,  and  civic 
organizations  that  will  initiate  and  carry 
through  local  awareness  pi'ograms.  The  hub 
represents  the  coordinating  agency  that  will 
direct  local  programs  in  accordance  with  a 
master  schedule  of  events.  In  essence,  com- 
munity mobilization  is  local  community  ac- 
tion to  solve  a  community  problem,  and  clear- 
ly makes  community  health  a  community  re- 
sponsibility. 

The  community  mobilization  program  now 
being  considered  in  North  Carolina  involves 
the  following:  (1)  the  establishment  of  a 
venereal  disease  information  center;  (2)  the 
creation  of  a  speaker's  bureau  for  public  or 
private  utilization;  (3)  the  establishment  of 
mass  programs,  seminars,  and  symposiums ; 
(4)  the  erection  of  billboards;  (5)  window 
displays;  (6)  exhibits  for  lay,  educational, 
and  professional  gatherings  ;  (7)  mass  infor- 
mation mailings;  (8)  programs  via  the  mass 
media;  (9)  and  the  institution  of  committees 
of  community  action.  This  program  is  now 
being  implemented  by  local  citizens  in  var- 
ious North  Carolina  cities. 

The  concept  of  community  mobilization 
has  been  endorsed  by  the  state  organization 
of  the  Auxiliary  to  the  Medical  Society  of  the 
State  of  North  Carolina. 

U.  S.  Public  Health  Service 

The  Public  Health  Service  has  published  a  fifth  edi- 
tion of  the  Research  Grants  Index,  an  annual  publica- 
tion containing  scientific  subject  matter  summaries  of 
more  than  17,000  research  projects  supported  by  the 
PHS  during  fiscal  year  1965. 

The  Index,  first  issued  for  fiscal  year  1961,  enables 
scientists  to  identify  other  researchers  in  their  own  and 
related  fields  and  to  exchange  information  before  re- 
search results  appear  in  journal  sources.  The  publica- 
tion is  produced  by  the  Research  Documentation  Section, 
Division  of  Research  Grants,  National  Institutes  of 
Health,  and  is  distributed  to  libraries  of  all  PHS-grantee 
institutions. 

The  two-volume  Research  Grants  Index  (PHS  Pub- 
lication No,  9251  is  available  to  the  public  from  the 
Superinentendent  of  Documents,  U,  S.  Government 
Printing  Office,  Washington,  D.  C,  at  $13,75  for  the  set. 
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COMING  MEETINGS 

North  Carolina  Conference  of  County  Medical  Society 
Officers  and  Committeemen — The  Carolina  Hotel.  Pine- 
hurst,  Januar\   27-28. 

1967  Atlanta  Graduate  Medical  Assembly — Marriott 
Motor  Hotel,  Atlanta,  Georgia,  February  5-8,  1967. 

North  Carolina  Conference  on  Rural  Health— Queen 
Charlotte  Hotel.  Charlotte.  March   10-11.   1967. 

Duke  Pediatric  Seminar — Duke  liniversity  Medical 
Center,  Durham.  March  14-16. 

Greensboro  Academy  of  Medicine.  20th  Annual  Sym- 
posium—Greensboro, March  30,   1967. 


New  Members  of  the  State  Society 

Dr.  David  Herman  Jones.  Oph.  713  North  St.,  Smithfield. 
Dr.    William    Borden    Abernethy,    Pd.    318    South    St., 

Gastonia. 
Dr.    Edward   Mark    Kelman,    Path.    Gaston    Memorial 

Hospital.  401  N.  Highland  St.,  Gastonia. 
Dr.  Frederick  George  VVenzel,  S.  Medical  Arts  Building. 

1600  N.  Main  St..  Wavnesville. 


News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

Dr.  Stuart  Bondurant.  who  attended  UNC  from 
1946  to  1949,  has  taken  a  leave  of  absence  from  the 
Indiana  University  School  of  Medicine  to  become 
chief  of  the  medical  branch  of  the  National  Heart  In- 
stitute's Heart-Myocardial  Infarction  Program.  He  re- 
ceived  his  medical   degree   from   Duke   University. 

*  *    * 

William  L.  Ivey,  associate  director  for  three 
years,  has  been  appointed  director  of  N.  C.  Me- 
morial Hospital,  the  425-bed  teaching  hospital  for  the 
University  of  Nor*h  Carohna  School  of  Medicine. 

He  succeeds  Eugene  B.  Crawford.  Jr.,  who  resigned 
to  become  executive  director  of  the  Wilmington  <Del.i 
Medical  Center. 

Ivey  is  an  assistant  professor  in  the  UNC  Depart- 
ment of  Hospital  Administration  and  a  lecturer  in  the 
School  of  Business  Administration. 

*  *    * 

Childhood  chest  infections,  medical  problems  of  the 
aged,  kidney  failure,  heart  disease,  and  female  disorders 
were  among  the  discussion  topics  when  Western  North 
Carolina  physicians  attended  a  series  of  medical  meet- 
ings in  Asheville  and  Morganton  in  September  and 
October. 

A  Postgraduate  Course  in  Medicine,  consisting  of  six 
weekly  meetings,  was  sponsored  by  the  Buncombe  Coun- 
ty Medical  Society  in  Asheville  and  the  Burke  County 
Medical  Society  in  Morganton  in  cooperation  with  the 
University  of  North  Carolina  School  of  Medicine  and 
the  UNC  Extension  Division. 


Depression  and  alcoholism  were  in  the  spotlight  at 
UNC  during  a  meeting  of  the  North  Carolina  Neuro- 
psychiatric  Association. 

A  day-long  scientific  session  on  October  21  was  cli- 
maxed by  an  after-dinner  talk  by  Harry  Golden  of 
Charlotte,   writer,   editor,   lecturer  and  philosopher. 

Dr.  Jack  Durell  from  the  Laboratory  of  Chnical 
Science  at  the  National  Institute  of  Mental  Health;  Dr. 
Jack  Mendelson,  Harvard  University  psychiatrist  and 
director  of  the  new  Center  for  Research  on  Alcoholism 
at  the  National  Institute  of  Mental  Health;  and  Dr. 
Francis  Braceland  of  Hartford,  Conn.,  past  president  of 
the  American  P.sychiatric  Association,  and  editor  of  the 
American  Journal  of  Psychiatry   and   associated  with 

the  Institute  of  Living,  were  the  key  speakers. 

*  *    * 

The  results  of  a  three-year  study  of  handicapped 
children  in  Alamance  County  were  reported  in  Colum- 
bus, Ohio,  on  October  22  by  Dr.  William  P.  Richardson, 
UNC  professor  of  preventive  medicine  and  assistant 
dean  for  continuation  education,  at  the  resident's  Din- 
ner of  the  Ohio  Society  for  Children  and  Adults. 

*  +    ♦ 

A  new  and  basic  explanation  of  blood  clotting  was 
presented  to  the  National  Academy  of  Sciences  in  Dur- 
ham by  Dr.  John  H.  Ferguson,  cliairman  of  the  De- 
partment of  Physiology  at  the  UNC  School  of  Medicine. 
He  reported  on  some  new  experiments  dealing  with  an 

enzyme  which  plays  a  key  role  in  the  clotting  of  blood. 

*  *    * 

A  molecule-splitting  enzyme  demonstrated  for  the  first 
time  in  human  tissue  is  believed  to  control  a  delicately 
balanced  chemical  process  which  determines  the  tex- 
ture of  the  skin  and  the  type  of  scar  which  forms  when 
a  wound  heals. 

Two  University  of  North  Carolina  medical  researchers 
reported  in  San  Francisco,  California,  that  they  have 
measured  an  enzyme  which  keeps  the  production  of 
new  collagen  in  balance  with  the  removal  of  old  col- 
lagen—a process  which  goes  on  continually  near  the 
surface  of  the  skin. 

They  suggested  that  many  human  ailments  can  occur 
when  this  delicate  chemical  process  gets  out  of  bal- 
ance. These  ailments  include  ugly  scars,  poor  healing, 
bed  sores  and  even  ruptured  blood  vessels. 

Dr.  Erie  E.  Peacock.  Jr..  surgeon  in  charge  of  the 
Division  of  Plastic  Surgery  at  the  UNC  School  of  Medi- 
cine, and  William  B.  Riley  of  Chattanooga,  Tennessee, 
a  fourth-yeai-  medical  student  at  TTNfC,  reported  to  the 
American  College  of  Surgeons  that  the  enzyme  they 
have  measured  is  capable  of  splitting  tough  collagen 
molecules  so  the  pieces  can  be  carried  away  in  body 
fluids. 

*  ♦    * 

The  UNC  Medical  School's  1966-1967  series  of  two-way 
radio  medical  conferences  began  on  October  11  with  a 
statewide  discussion  of  office  microbiology. 

The  speaker  was  Dr.  Janet  J.  Fischer,  a  specialist 
in  internal  medicine  at  the  University  of  North  Carolina 
School  of  Medicine  here. 

Broadcasts  on  Tuesdays  are  being  relayed  to  medical 
groups  in  Albemarle,  Burlington,   Charlotte,   Durham, 
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Goldsboro  (Wayne  County  Memorial  Hospital),  Greens- 
boro, High  Point,  Mount  Airy,  Rockingham,  and  Tar- 
boro. 

Rebroadcast  on  Thursdays  are  for  groups  in  Golds- 
boro I  Air  Force  Hospital',  Kinston,  Sanford,  Smithfield, 
Washington,  and  Wilmington. 

*  *    * 

Dr.  Louis  G.  Welt,  chairman  of  the  Department  of 
Medicine  at  the  UNC  School  of  Medicine,  has  been  elect- 
ed chairman  of  the  Scientific  Advisory  Board  of  the 
National  Kidney  Foundation. 

*  *    * 

Miss  Myrl  Ebert,  librai-ian  for  UNC's  Division  of 
Health  Affairs  Library,  is  spending  a  month  as  a  con- 
sultant to  the  medical  library  at  the  University  of  Sai- 
gon in  South  Vietnam. 

She  is  the  only  woman  in  a  group  of  American 
medical  consultants  assigned  to  a  rejuvenation  project 
at  the  University  of  Saigon  Medical  School. 

The  project  is  under  the  joint  sponsorship  of  the 
Agency  for  International  Development  of  the  U.  S.  State 
Department  and  the  American  Medical  Association. 

David  A.  Rendleman  of  Salisbury  has  been  elected 
president  of  the  first-year  class  at  the  UNC  School  of 
Medicine. 

Other  officers  are:  vice  president,  W.  Borden  Hooks. 
Jr.  of  Tarboro;  secretary,  Dewey  Dance  of  Fayetteville; 
and  treasurer,  Mrs.  Christine  0.  Suberman  of  Raleigh. 
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News  Notes  from  the 
Duke  University  Medical  Center 

Construction  has  begun  on  the  first  phase  of  a  new 
rehabilitation  facility  at  Duke  University  Medical  Cen- 
ter. 

The  $850,000  project  is  the  first  of  three  units  that  are 
being  built  to  expand  Duke's  role  in  the  growing  field 
of  rehabilitation. 

Phase  one,  which  will  be  located  behind  Baker  House 
at  the  east  end  of  the  hospital,  will  house  areas  for 
the  rehabilitation  of  surgical  patients,  speech  and  hear- 
ing diagnosis  and  therapy,  orthodontic  'teeth  and  jaws) 
therapy,   and  offices. 

The  work  is  financed  by  the  North  Carolina  Medical 
Care  Commission,  the  State  Office  of  Vocational  Reha- 
bilitation, and  Duke  Medical  Center. 

*  *    * 

A  Duke  University  scientist  has  proposed  a  program 
for  the  rational  use  of  non-living  donors  for  the  treat- 
ment of  many  types  of  clinical  disease. 

Dr.  D.  Bernard  Amos  has  called  for  enabling  legis- 
lation to  permit  a  patient  to  bequeath  an  organ  of  his 
body  for  transplantation  to  another.  The  proposal  was 
made  recently  in  Oklahoma  City  at  a  hearing  conducted 
by  the  U.  S.  Senate  subcommittee  on  government  re- 
search. 

Dr.  Amos  urged  further  research  to  Improve  methods 
for  the  preservation  of  organs  and  emphasized  the 
need  for  more  adequate  financing  for  the  basic  research 
involved  in  transplantation. 

*  *    * 

Nev\'  hope  looms  for  victims  of  cystic  fibrosis,  one 
of  the  most  common  and  most  serious  health  menaces 
of  childhood,  with  the  isolation  by  a  Duke  University 
researcher  of  a  blood  factor  believed  to  be  related 
to  the  disease. 

Acting  on  a  hunch  based  on  a  somewhat  accidental 
discovery.  Dr.  Alexander  Spock  succeeded  in  freeing 
from  the  blood  a  serum  factor  which  he  has  definitely 
linked  to  the  faulty  gene  involved  in  cystic  fibrosis. 

The  achievement  has  been  hailed  by  investigators  as 
the  first  significant  development  in  CF  in  the  last  de- 
cade. It  makes  possible  recognition  by  a  blood  test  of 
the  unwitting  carriers  of  the  defect,  estimated  at  about 
5%  of  the  U.  S.  population. 

The  achievement  makes  it  possible  for  the  first  time 
in  the  history  of  the  disease  to  open  the  door  to  useful 
genetic  counseling  that  can  lead  to  prevention. 

*  *    * 

Outbreaks  of  tuberculosis  occuring  with  alarming 
frequency  on  board  U.  S.  Navy  vessels  might  have  been 
prevented  had  BCG  vaccine  been  used  on  the  victims 
v\hen  they  enlisted,  a  Duke  University  microbiologist 
claims. 

Describing  naval  recruits  as  an  "especially  high  risk" 
group.  Dr.  David  T.  Smith  said  BCG— a  controversial 
vaccine  that  has  not  been  generally  accepted  in  the 
United  States  though  it  has  elsewhere— is  a  practical 
answer  to  the  spread  of  the  disease. 

"One  injection  with  BCG  results  in  an  80%  protection 
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from  clinical  tuberculosis  for  up  to  10  years."  he  argues. 

Dr.  Smith  is  James  B.  Duke  Professor  of  Microbiol- 
ogy, the  former  chairman  of  the  department  of  preven- 
tive medicine,  and  a  past  president  of  the  National 
Tuberculosis  Association. 

In  a  letter  in  the  correspondence  section  of  American 
Review  of  Respiratory  Disease.  Dr.  Smith  calls  for 
widespread  use  of  BOG  in  high  risk  groups.  This  in- 
cludes the  armed  forces,  especially  naval  recruits, 
"among  whom  a  number  of  epidemics  have  occurred  on 
shipboard." 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  College 

Dr.  Richard  L.  Burt  has  been  appointed  chairman 
of  the  Department  of  Obstetrics  and  Gynecology  at  the 
Bowman  Gray  School  of  Medicine.  He  was  also  named 
chief  of  obstetrics  and  gynecology  at  North  CaroUna 
Baptist  Hospital. 

He  succeeds  Dr.  Frank  R.  Lock,  who  has  headed 
the  department  for  the  past  25  years.  Dr.  Lock,  who  will 
continue  as  professor  of  obstetrics  and  gynecology,  re- 
signed the  department  chairmanship  to  devote  more 
time  to  the  development  of  the  medical  school's  be- 
havioral sciences  program,  which  he  initiated.  He  will 
also  continue  his  activities  in  the  areas  of  teaching,  re- 
search, and  patient  care. 

Dr.  Burt,  who  was  appointed  to  the  Bowman  Gray 
faculty  in  1949  and  was  promoted  to  professor  in  1960, 
was  recently  named  director  of  the  medical  school's  new 
Clinical  Research  Center.  He  has  pained  international 
prominence  for  his  research  on  changes  in  body  chem- 
istry and  problems  of  diabetes  during  pregnancy. 

A  1938  graduate  of  Springfield  College,  Dr.  Burt  holds 
the  M.S.  and  Ph.D.  degrees  from  Brown  University 
and  the  M.D.  degree  from  Harvard  Medical  School. 

!r!         *         * 

A  long-range  plan  to  develop  the  Bowman  Gray  School 
of  Medicine  and  North  Carolina  Baptist  Hospital  as  a 
major  stroke  center  has  been  initiated  with  the  estab- 
lishment of  two  new  programs  at  the  medical  school. 

The  school  has  set  up  a  clinical  research  unit  for  the 
study  of  cerebral  vascular  problems  and  has  devised  a 
program  of  special  training  for  physicians  in  the  diag- 
nosis and  treatment  of  cerebral  vascular  diseases. 
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Two  federal  grants,  totaling  more  than  $660,000.  have 
been  awarded  to  the  medical  school  by  the  National 
Institutes  of  Health  to  support  the  projects. 

Directed  by  Dr.  James  F.  Toole,  professor  and  chair- 
man of  the  Department  of  Neurology,  the  programs  will 
be  coordinated  on  an  interdepartmental  basis  with 
faculty  members  from  at  least  five  departments  parti- 
cipating. 

Dr.  Richard  Janeway,  instructor  in  neurology,  serves 
as  coordinator  of  the  cerebral  vascular  research  unit, 
through  which  studies  are  concentrated  on  the  preven- 
tion, causes  and  treatment  of  di.^eases  of  the  blood 
vessels  serving  the  nervous  system. 

The  training  program,  which  will  utilize  the  re- 
sources of  North  Carolina  Baptist  Hospital  and  Forsyth 
Memorial  Hospital,  is  designed  to  provide  two-to-six 
weeks  of  intensive  training  for  practicing  physicians  in 
the  newest  methods  of  prevention,  diagnosis,  and  treat- 
ment of  cerebral  vascular  diseases.  While  the  program 
is  open  to  any  physician  who  sees  patients  with  these 
diseases,  enrollment  will  be  limited  to  two  physicians 
each  training  period. 

*  H=     * 

Faculty  appointments  for  Dr.  Robert  D.  Olson,  assis- 
tant professor  of  otolaryngology,  and  Dr.  Noel  D.  M. 
Lehner.  instructor  in  laboratory  animal  medicine,  were 
announced  recently  by  Dr.  Manson  Meads,  dean. 

Dr.  Olson,  who  has  served  for  the  past  six  years  as 
assistant  professor  and  assistant  director  of  the  Uni- 
versity of  Southern  California's  Center  for  the  Study 
of  Speech  and  Hearing,  formerly  held  faculty  positions 
at  Northwestern  University  and  Ohio  University.  A 
speech  pathologist,  he  holds  the  B.A.  degree  from  Ohio 
University  and  the  Ph.D.  degree  from  Northwestern 
University. 

Dr.  Lehner,  who  received  the  B.S.  and  D.V.M.  de- 
grees from  the  University  of  Illinois,  recently  completed 
two  years  of  fellowship  training  in  cardiovascular  re- 
search and  laboratory  animal  medicine  at  the  Bowman 
Gray  School  of  Medicine.  His  chief  research  interests 

involve  studies  on  atherosclerosis. 

*  *    * 

Dr.  William  H.  Boyce,  professor  of  urology,  was  a 
guest  speaker  for  the  III  International  Congress  of 
Nephrology  which  was  held  recently  in  Washington, 
D.  C.  He  spoke  on  "The  Renal  Tubule  in  the  Genesis 
of  Renal  Calculi." 

*         *        * 

Dr.  Richard  L.  Burt,  professor  of  obstetrics  and  gyne- 
cology, participated  in  the  first  International  Sympos- 
ium on  Intra-Uterine  Dangers  to  the  Fetus  Oct.  11-14 
in  Prague.   Czechoslovakia.   He  presented  a  paper  on 

"Pre-Diabetes  and  Diabetes  Screening  in  Pregnancy." 

*  *    * 

Four  members  of  the  Bowman  Gray  faculty  partici- 
pated in  the  Clinical  Congress  of  the  American  College 
of  Surgeons  Oct.  7-14  in  San  Francisco,  Calif. 

Dr.  Richard  T.  Myers,  associate  professor  of  surgery 
and  Dr.  Felda  Hightower,  associate  professor  of  sur- 
gery, presented  a  scientific  movie  on  "One-Stage  Trans- 
abdominal Total  Colectomy  and  Ileostomy  for  Ulcera- 
tive   Colitis."    Other    participants    were    Dr.    John    T. 
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Hayes,  professor  of  orthopedics  and  Dr.  George  Drach, 
resident  in  urology. 

Dr.  Franli  C.  Greiss.  Jr.,  assistant  professor  of  ob- 
stetrics and  gynecology,  presented  a  paper  on  "A 
Clinical  Concept  of  Uterine  Blood  Flow  during  Preg- 
nancy" at  the  Fourth  District  meeting  of  the  Amer- 
ican College  of  Obstetricians  and  Gynecologists  in  At- 
lanta, Ga. 

Four  members  of  the  Bowman  Gray  faculty  partici- 
pated on  the  program  for  the  42nd  annual  meeting  and 
scientific  sessions  of  the  American  Heart  Association 
Oct.  21-25  in  New  York  City. 

They  were  Dr.  Margaret  C.  Conrad,  assistant  pro- 
fessor of  physiology;  Dr.  Harold  D.  Green,  professor 
and  chairman  of  the  Department  of  Physiology;  Dr. 
Hugh  B.  Lofland  Jr.,  associate  professor  of  pathology; 
and  Dr.  Henry  S.  Miller  Jr.,  assistant  professor  of  medi- 
cine. 

Dr.  I.  Meschan,  professor  and  chairman  of  the  De- 
partment of  Radiology,  presented  (he  first  annual  Mar- 
tin T.  Mackhn  Memorial  Lecture  Oct.  28  at  the  U.  S. 
Naval  Hospital,  Portsmouth,  Va.  He  spoke  on  "The 
Role  of  the  Radiologist  in  Evaluation  of  Renal  Func- 
tion." 

*    *    * 

Dr.  Robert  W.  Prichard,  professor  of  pathology,  spoke 


at   a  meeting   of   the   American   Association   of  Blood 
Banks   Oct.   27   in  Los  Angeles,   Calif.   His   topic   was 

"Workshops  for  Inspectors." 

*  *    * 

Dr.  R.  Winston  Roberts,  professor  of  ophthahnology, 
participated  in  the  annual  meeting  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology  in  Chi- 
cago, 111.  He  taught  a  course  on  "Early  Diagnosis  of 
Glaucoma"  and  presented  an  exhibit  on  "Information 

Retrieval  in  the  Study  of  Glaucoma" 

*  *    * 

Dr.  Clark  E.  Vincent,  professor  of  sociology  and  di- 
rector of  the  medical  school's  D^havioral  Sciences 
Center,  participated  in  a  symposium  on  Sex  Education 
of  the  CoUege  Student  Oct.  21  at  Pennsylvania  State 
University.  His  topic  was  "The  Pregnant  Single  College 
Girl."  Earlier  in  the  month  he  spoke  on  "Society's 
Dilemma  in  Sex  Education"  at  a  Waukesha.  Wis., 
seminar  on  Sex  Education  in  Schools. 


North  Carolina  Department  of 
Mental  Health 

The  North  Carolina  Department  of  Mental  Health 
has  recently  opened  a  new  facility  for  treatment  of 
blind,  multiliandicapped  children  at  Butner. 

Located  on  the  grounds  of  Murdoch  Center  for  the 
mentally  retarded  the  100-bed  unit  will  provide  services  ' 


ASHEVILLE 


APPALACHIAN    HALL 

ESTABLISHED  —  1916 

NORTH  CAROLINA 


An  institution  for   the  diagnosis   and   treatment  of  Psycliiatric    and    Neurological    illnesses,    rest,    convalescence,    drug 

and  alcohol  habituation. 

Insulin,   Coma,   Electroshock   and   Psychotherapy   are  employed.   The   institution   is   equipped   with   complete   laboratory 

facilities   including    electroenceplialography    and    X-ray. 

Appalachian   Hall  is  located  in  Asheville,   North   Carolina,    a   resort   town,   which   justly   claims   an    all    around   climate 

for  health  and  comfort.   There   are  ample   facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D.  Mark  A.  Griffin,  Sr.,  M.D. 

Robert  A.  Griffin,  M.D.  Mark  A.  Griffin,  Jr.,  M.D. 

For  rates  and  further  information  write  APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 
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for  blind  retardates  with  additional  physical,  mental,  or 
emotional  disabilities. 

Ray  Pope  is  the  recently  name'!  director  of  the  new 
unit. 

Until  now  there  has  been  no  facility  in  North  Caro- 
lina— public  or  private — designed  specifically  for  this 
group  of  handicapped  children.  In  fact,  only  a  hand- 
ful of  such  faciUties  exists  within  the  entire  United 
States. 

An  integral  part  of  Murdoch  Center,  the  new  unit 
will  provide  training  and  other  programs  for  trainable 
and  educable  children  in  the  6  to  18  year  age  group, 
and  will  serve  the  entire  state.  Since  the  physical  facili- 
ties and  program  were  designed  for  ambulatory  children 
who  can  get  around  on  their  own,  no  semi-  or  non- 
ambulatory children  will  be  admitted. 

Others  have  had  trial  admissions  at  the  Governor 
Morehead  School  for  the  Blind  in  Raleigh  and  at  the 
state's   four   retardation   centers. 

Currently,  about  50  applications  for  admission  have 
been   received   from   parents. 

Constructed  with  funds  appropriated  by  the  1963  Gen- 
eral Assembly,  the  newly  completed  $764,400  facility 
was  designed  by  Harris  and  Pyne.  Durham  architects. 
Among  its  features  are  four  living  units  each  with 
24  beds:  four  smaller  "quiet  rooms"  for  use  by  chil- 
dren  having   special   problems:    an    indoor   swimming 


pool:  gymnasium:  eight  classrooms:  four  day  rooms; 
a  music  room;  several  outside  covered  areas  for  play 
and  storage;  and  additional  uncovered  outdoor  play 
areas. 

Some  eighty-two  clinical  personnel  will  staff  the  new 
facility  in  addition  to  clerical  and  maintenance  per- 
sonnel. 

Full-time  social  workers,  a  physical  and  occu- 
pational therapist,  nurses,  a  speech  therapist,  and  spe- 
cial education  teachers  are  needed. 

A  physician  and  clinical  psychologist  will  be  avail- 
able on  a  part-time  basis  from  Murdoch  Center  and  the 
University  of  North  Carolina  in  Chapel  Hill. 


North  Carolina  State  Board  of  Health 

Persons  responsible  for  the  management  of  many  mil- 
lions of  doUars  for  public  health  met  at  Wrightsville 
Beach  on  Nov.  9,  for  their  annual  conference.  Five 
slates,  the  District  of  Columbia.  Puerto  Rico  and  Virgin 
Islands  were  represented.  Ben  Eaton.  Raleigh,  director 
of  the  Administrative  Services  Division  of  the  State 
Board  of  Health,  was  chairman  for  this  year's  meeting. 

How  program  budgeting  could  be  applied  in  North 
Carolina's  state  government  programs  was  the  con- 
cern of  the  North  Carolina  delegation  attending  the 
meeting. 


TUCKER  HOSPITAL,  Inc. 


212  West  Franklin  Street 
RICHMOND,  Virginia 


A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.     Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 

Edward  W.  Gamble.  Ill,  M.D. 

Gerald  W.  Atkinson,  M.D, 
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North  Carolina  Foundation  for 
Mental  Health  Research 

The  North  Carolina  Foundation  for  Mental  Health 
Research,  Inc.  has  announced  the  appointment  of  Dr. 
Peter  N.  Whitt  of  Raleigh  as  its  new  executive  direc- 
tor. 

Dr.  Whitt  came  to  the  state  recently  from  Syracuse, 
New  York  to  become  director  of  research  for  the  North 
Carolina  Department  of  Mental  Health,  a  post  in  which 
he  will  continue. 

The  foundation  was  established  in  1961  to  support 
and  promote  scientific  research  studies  and  projects 
throughout  all  the  mental  health  facilities  operated 
by  the  State  of  North  Carolina. 

Melville  Broughton.  Jr.,  of  Raleigh  is  president  of  the 
foundation  and  Mrs.  Winifred  T.  Wells  of  Wallace  is 
chairman  of  its  19-member  board  of  directors. 


North  Carolina  Physical  Therapy 
Association 

"Suggested  Guidelines  For  Out-Of -Hospital  Physical 
Therapy  Services"  have  been  completed  by  the  North 
Carolina  Physical  Therapy  Association.  The  guidelines 
were  developed  to  assist  those  planning,  providing,  and 
utilizing  physical  therapy  services  in  response  to  the 
increased  demands  for  services,  magnified  by  the 
federal  legislation  of  1965.  Four  ai-eas  of  physical  ther- 


apy service  are  outlined:  direct  care,  teaching,  super- 
vision, and  consultation.  A  model  contract,  drawn  up 
with  legal  advice,  to  provide  physical  therapy  service 
by  an  independent  contractor  is  included. 

The  North  Carolina  Physical  Therapy  Association,  as 
well  as  other  professional  organizations,  was  requested 
by  the  State  Board  of  Health  to  submit  guidelines  for 
their  respective  disciplines  to  be  included  as  part  of  a 
comprehensive  Home  Health  Services  Manual.  The 
manual  is  for  use  by  agencies  planning  to  participate 
in   offering  out-of-hospital   services. 

The  Association  received  a  grant  from  the  State  Board 
of  Health  to  conduct  a  workshop  on  "Participation  of 
Physical  Therapists  in  the  Implementation  of  Medicare 
In  North  Carolina"  and  to  prepare  the  guidelines.  The 
guidelines  have  been  distributed  to  physical  therapists 
registered  and  practicing  in  North  Carolina,  the  state 
medical  society,  the  hospital  association,  and  other  ap- 
propriate persons  and  organizations.  Copies  are  avail- 
able for  $1.00.  Requests  should  be  directed  to  the 
president,  Mr.  ,Iames  Austin.  Department  of  Physical 
Therapy.  Baptist  Hospital,  Winston-Salem. 


News  Note 

Dr.  Rachel  Meschan,  recently  announced  the  open- 
ing of  an  office  for  the  practice  of  Premarriage  and 
Marriage  Counseling  at  2716  Bartrum  Road  in  Winston- 
Salem. 


i     Ti 
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American  Medical  Association 

Milford  0.  Rouse.  M.D..  of  Dallas.  Texas,  was  chosen 
president-elect  of  the  American  Medical  Association  in 
June.  1966.  He  will  take  office  as  the  Association's  122nd 
president  in  June.  1967,  serving  a  one-year  term. 

Previous  to  his  election.  Dr.  Rouse  had  served  as 
speaker  of  the  House  of  Delegates  since  June.  1963,  and, 
prior  to  that,  had  been  vice-speaker  of  the  House  for 
four  years. 

Dr.  Rouse  was  born  in  Jacksonville.  Texas,  on  August 
10.  1902.  Because  his  parents  were  Southern  Baptist 
missionaries,  he  spent  part  of  his  boyhood  in  Brazil 
and  Cuba. 

Dr.  Rouse  received  the  B.A.  and  M.A.  degrees  from 
Baylor  University  and  his  M.D.  degree  from  its  College 
of  Medicine,  the  latter  in  1927.  He  interned  at  Fort 
Sam  Houston  Station  Hospital  in  1927-1928. 

He  has  practiced  in  Dallas  since  1928.  specializing  in 
gastroenterology.  Since  1943  he  has  been  clinical  pro- 
fessor of  medicine  in  the  University  of  Texas  South 
western  Medical  School. 


American  College  of  Surgeons 

Realizing  the  importance  to  the  patient's  welfare  of 
the  combined  "Registry -Cancer  Clinical  Activities"  pro- 
gram, the  Commission  on  Cancer  al  its  annual  meeting 
in  October.  1966,  altered  its  voluntary  hospital  approval 

( Bulletin  Board  continued  on  page  612 ) 
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Pediatric  practice  available  for  follow  up  pediatrician 
mountain  town-county  fifty  thousand  population  also 
drawing  other  areas.  Three  hospital  town  opening 
suitable  two  pediatricians  with  office  available  and 
take  over  arrangements.  Marked  urgency  on  this 
replacement.  Write  "Placement  Service  14-25",  P.  O. 
Box  790,  Raleigh,  N.  C.  TF 


New  Film  on  Platelet  Transfusion  Therapy 

A  motion  picture  demonstrating  a  medical  technique 
that  is  substantially  reducing  leukemia  deaths  due  to 
hemorrhage  has  been  released  by  the  Acute  Leukemia 
Task  Force  of  the  National  Cancer  Institute.  The  film, 
titled  "Technique  of  Platelet  Transfusion  Therapy."  was 
prepared  as  orientation  material  for  blood  bank  per- 
sonnel by  the  Task  Force  at  the  National  Institutes 
of  Health,  U.  S.  Public  Health  Service. 

The  film  presents  a  step-by-step  demonstration  by  a 
hematology  technician  of  the  platelet  separation  pro- 
cess, and  portrays  a  family's  role  in  contributing  to  a 
leukemic  child's  well-being  through  platelet  transfus- 
ions. 

The  le-miUimeter  color  production,  running  time  21.75 
minutes,  was  made  with  assistance  from  the  American 
Red  Cross,  the  District  of  Columbia  General  Hospital, 
and  the  Clinical  Center  of  the  National  Institutes  of 
Health.  Requests  to  borrow  the  film  without  charge  may 
be  addressed  to  the  U.  S.  Public  Health  Service  Audio- 
visual Facility,  Atlanta,  Georgia  30333. 


SAINT 

ALBANS 

PSYCHIATRIC 

HOSPITAL 

(A  Non 

Profit  Orgar 

lization) 

Radford,  Vi 

rginia 

Telephone:  639-2482                                                                                           | 

STAFF 

Jomes  P. 

King,  M.D. 

Director 

William   D.    Keck,   M.D. 

Clinical    Director 
James    K.   Morrow,  M.D. 
Morgan    E.   Scott,   M.D. 

Edward   E.   Cale,   Jr.,   M.D. 

J.  William  Giesen,  M.D. 

Internist 

Don  Phillips 
Administrator 

R.   Lindsay  Shuff,   M.H.A. 
Asst.     Administrator 

Clinical   Psychology: 

Thomas  C.  Ccmp,  Ph.D. 

Card  McGraw,    PhD. 
David  L.  Strahley,   Ph.D. 

AFFILIATED  CLINICS 

Bluefield    Mentol    Health    Center                             Beckley   Mental    Health   Center 

525   Bland   St.,    Bluefield,  W.   Va.                     109    E.    Main   Street,    Beckley,  W.    Va. 
David   M.  Wayne,   M.D.                                               W.    E.    Wilkinson,    M.D. 
Phone:   325-9159                                                        Phone:   253-8397 

Charleston  Mental  Health  Center 

1206  Quarrier  Street,   Charleston,  W. 
Malcolm    G.    MacAulay,    M.D. 
Phone:   344-3578 

Va. 

Mental  Health  Clinic 

Professional    Building,   Wise,  Va. 

Pierce    D.   Nelson,   M.D. 

Phone:   328-2211 

December,  1966 


THE  MONTH  IN  WASHINGTON 


603 


The  Month  in  Wasnin^ton 

High  on  the  list  of  health  legislation  to  be 
considered  by  the  new  Congress  convening 
January  10  are  proposals  to  amend  both  the 
medicare  and  medicaid  programs. 

Proposed  medicare  amendments  would  ex- 
tend the  program  to  the  disabled,  include 
podiatrists'  services,  add  out-patient  drugs 
to  Plan  B,  and  authorize  that  billing  for 
services  of  hospital-based  physician  special- 
ists be  put  back  under  hospitals. 

Sen.  Russell  B.  Long,  (D.,  La.),  chairman 
of  the  Senate  Finance  Committee  which 
handles  medicare  and  medicaid  legislation,  is 
pushing  a  proposal  designed  to  get  physicians 
to  prescribe  drugs  by  generic  terms  for  pa- 
tients under  federally-aided  medical  pro- 
grams. Such  an  amendment  died  in  a  con- 
ference committee  in  the  final  days  of  the 
last  Congress. 

Amendments  to  limit  federal  expenditures 
under  medicaid  (Title  XIX)  are  expected 
to  get  early  consideration  by  the  House  Ways 
and  Means  Committee.  The  committee  reach- 
ed agreement  on  such  legislation  shortly  be- 
fore adjournment  last  year,  but  it  was  too 
late  to  get  it  through  Congress. 

One  of  the  final  pieces  of  legislation  passed 
by  Congress  in  1966  authorizes  liberalization 
of  the  Keogh  law  under  which  physicians  get 
a  tax  break  for  savings  put  in  qualified  pen- 
sion plans.  The  full  amount  of  the  $2,500 
annual  maximum  was  made  tax  deductible. 
Only  half  of  the  amount  was  tax  deductible 
under  the  original  law. 

Other  health  legislation  approved  by  Con- 
gress in  1966  includes: 

Group  practice — authorizes  federal  mort- 
gage guarantees  for  construction  of  non- 
profit group  practice  facilities. 

Health  services — authorizes  the  Office  of 
Economic  Opportunity  (antipoverty)  to 
make  grants  for  comprehensive  health  ser- 
vices programs,  including  birth  control. 

Public  health — authorizes  (1)  $145  mil- 
lion, one-year  extension  of  PHS  programs, 
including  $125  million  for  project  grants  for 
categorical   programs.   States  and  the  PHS 


are  given  greater  flexibility  in  spending  the 
money  among  the  various  categories  and  in- 
cluding other  "public  health"  projects;  (2) 
extends  the  federal-aid  vaccination  program 
for  three  years;  (3)  provides  for  family 
health  services  for  migratory  workers. 

Air  pollution — authorizes  a  three-year, 
$186  million  extension  of  the  federal  anti- 
air  pollution  program  and  provides  broader 
authority  for  air  pollution  control  activities 
by  localities. 

Water  pollution — authorizes  a  $3.7  billion, 
four-year  program  for  cleaning  the  nation's 
waterways.  It  includes  initiation  of  a  massive 
program  for  combatting  pollution  in  major 
water  basins. 

Child  care — prohibits  sale  of  toys  contain- 
ing hazardous  substances  and  strengthens 
existing  law  covering  household  hazardous 
substances ;  does  not  contain  a  disputed  pro- 
vision covering  children's  aspirin  and  other 
drug  controls  in  the  original  legislation. 

Narcotics — permits  addicts  charged  with 
nonviolent  crimes  to  choose  hospital  commit- 
ment instead  of  trial,  if  the  authorities  agree, 
or  could  be  sentenced  after  trial  to  hospitals 
for  rehabilitation. 

Packaging — requires  that  over-the-counter 
drugs  and  grocery  products  bear  labels  clear- 
ly showing  the  contents,  quantity,  and  manu- 
facturer. 

Mental  health — amends  original  law  to 
provide  grants  to  assist  in  the  establishment 
and  initial  operation  of  community  mental 
health  centers. 

Research  laboratory  animals — provides  for 
federal  regulations  covering  transportation, 
purchase,  sale,  housing,  care,  handling  and 
treatment  of  such  animals. 

Military  medicare — amends  existing  law  to 
provide  for  out-patient  care  in  a  physician's 
office  and  to  include  retired  reservists  and 
their  dependents. 

Allied  health  professions — authorizes  $105 
million  for  a  three-year  program  to  train 
more  medical  technicians,  therapists  and 
other  allied  health  workers. 


The  federal  government  has  launched  an 
extensive  program  to  control  and  prevent  al- 
coholism. 
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As  initial  steps,  Health,  Education  and 
\\'elfare  Director  John  W.  Gardner  estab- 
lished a  National  Center  for  the  Prevention 
and  Control  of  Alcoholism  and  appointed  an 
18-member  National  Advisory  Committee  on 
Alcoholism. 

In  announcing  the  program,  Gardner  stat- 
ed its  two  major  aims  : 

1.  The  immediate  goal  of  making  the  best 
treatment  and  rehabilitation  services  avail- 
able to  those  vv'ho  need  them  now — through 
both  the  stimulation  of  existing  resources 
and  the  development  of  new  manpower  and 
facilities. 

2.  The  long-range  goal  of  developing  ef- 
fective, practical,  and  acceptable  methods  of 
preventing  alcoholism  and  excessive  drinking 
in  all  their  destructive  forms  and  developing 
improved  therapeutic  techniques. 

Milton  Silverman,  special  assistant  to  the 
HEW  assistant  secretary  for  Health  and 
Scientific  Affairs,  was  named  coordinator  of 
the  program  and  executive  secretary  of  the 
advisory  committee. 

The  National  Center,  will  be  active  in  a 
number  of  major  areas  including:  basic  re- 
search, clinical  research,  education  and  pre- 
vention, consultation  and  training,  and  sup- 
port of  local  programs. 

"It  will  encourage  and  support  alcohol  re- 
search in  universities  and  research  centers 
and  it  will  also  conduct  studies  in  its  own 
laboratories,"  Gardner  said.  "It  will  not  pro- 
vide treatment  for  alcoholics,  but  will  con- 
centrate on  the  support  of  research,  training, 
and  control  programs. 

"We  realize  that  a  program  of  this  kind 
cannot  stand  alone.  It  needs  widespread  pub- 
lic understanding  and  support.  We  will  work 
with  organizations  and  institutions  already 
making  great  contributions  to  the  prevention 
and  control  of  alcoholism.  Our  objective,  in 
brief,  is  to  mobilize  public  and  professional 
efforts  on  the  scale  necessary  to  overcome  the 
blight  of  alcoholism." 


in  pharmacy,  and  was  graduated  from  the  Duke  Uni- 
versity School  of  Medicine  in  1942.  Following  an  intern- 
ship at  the  Duke  University  Medical  Center,  Dr. 
Templeton  entered  the  United  States  Army  and  served 
until  1946,  being  discharged  from  service  as  a  captain 
in  the  Medical  Corps.  He  immediately  entered  the  prac- 
tice of  medicine  in  Lenoir  where  he  served  faithfully 
and  conscientiously  until  his  death  on  July  4.  1966.  He 
was  chief  of  the  medical  staff  at  Blackwelder  Hospital 
and  was  also  an  active  member  of  the  medical  staff  of 
Caldwell  Memorial  Hospital,  where  he  previously  held 
the  post  of  chief  of  staff.  For  twenty  years  he  was  ac- 
tive in  the  affairs  of  the  Caldwell  County  Medical  So- 
ciety, having  served  as  president. 

An  exemplary  citizen  as  well  as  a  devoted  physician, 
Ralph  Templeton  was  past-president  of  the  Lenoir  Op- 
timist Club,  a  member  of  the  Masonic  Lodge,  and  the 
American  Academy  of  General  Practice.  A  leader  of 
St.  Stephen's  Lutheran  Church,  he  had  previously 
served  on  the  church  council  and  was  chairman  of  the 
building  fund  committee.  He  was  an  enthusiastic  mem- 
ber of  the  Advisory  Development  Committee  for  the 
Duke  University  Medical  Center. 

In  1937  he  was  married  to  the  former  Miss  Janie 
Wilkie.  Three  daughters  were  born  of  this  union;  Mrs. 
Paul  Chester,  Roxanne,  and  Susan:  and  two  sons  Ralph, 
Jr.,  and  Thomas. 

Ralph  Templeton  was  elected  to  the  North  Carolina 
Board  of  Medical  Examiners  in  1962  and  served  ac- 
tively until  the  time  of  his  death.  In  1964  he  was  presi- 
dent of  this  group.  A  dedicated  physician  and  citizen, 
he  worked  tirelessly  and  sacrificially  in  the  care  of  the 
sick  of  his  area  and  for  the  improvement  of  life  for 
the  citizens  of  his  community  and  this  state.  The 
memory  of  his  service  to  others,  his  dedication  to 
family,  medicine,  church  and  community,  his  warm  and 
sincere  personality  will  long  remain.  Now,  be  it 

Resolved,  That  the  North  Carolina  Board  of  Medical 
Examiners,  at  its  meeting  on  October  7,  1966.  formally 
and  solemnly  recognize,  with  appreciation  for  his  ser- 
vice to  its  cause,  the  loss  of  its  member,  colleague, 
and  friend.  Be  it  further 

Resolved  that  a  copy  of  this  resolution  be  forwarded 
to  his  family,  to  the  Caldwell  County  Medical  Society, 
and  the  North  Carolina  Medical  .Journal. 


fw  M 
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Ralph   Gordon    Templeton.    M.D. 

Ralph  Gordon  Templeton  was  born  in  China  Grove, 
North  Carolina,  August  9,  1916.  He  was  educated  in  the 
China  Grove  schools,  at  the  University  of  North  Carolina 


Dow    Awarded    Contract    for    Artificial 
Kidney  Research 

The  Dow  Chemical  Company  has  been  granted  a 
$194,872  contract  by  the  Public  Health  Service,  Depart- 
ment of  Health,  Education  and  Welfare,  to  conduct  re- 
search and  development  on  improvements  in  design  of 
an  artificial  kidney. 

Under  the  contract  the  team  of  Dow  research  scien- 
tists will  continue  experimentation  and  testing  of  a 
capillary  kidney  concept  which  has  been  in  progress 
for  several  years.  This  concept  involves  the  use  of  tiny, 
hollow  plastic  fiber  tubes  to  duplicate  the  function  of 
the  kidney  to  remove  wastes  from  the  blood.  The  tubes 
are  assembled  in  "bundles"  in  a  design  which,  if  suc- 
cessfully put  into  practice,  could  provide  an  artificial 
kidney  of  small  size,  low  cost  and  simplicity  of  operation. 
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program  with  the  provision  that  after  .January  1.  1967. 
no  new  "Registry  only"  programs  will  be  approved: 
and  that  on  January  1.  1968.  approval  of  "Registry 
only"  programs  will  be  discontinued. 

Those  hospitals  now  having  approval  for  "Registry 
only"  and  desiring  to  expand  to  meet  the  requirements 
for  approval  of  a  combined  "Registry-Cancer  Clinical 
Activities"  program  will  be  given  technical  and  pro- 
fessional assistance  from  the  staff  of  the  Commission 
on  Cancer  and  the  Liaison  Fellows  in  the  hospital  dis- 
trict. 

Meeting  the  present  minimum  requirements  for  a 
cancer  clinical  activities  program  as  listed  in  the  Man- 
ual for  Cancer  Programs,  1966,  should  present  no  major 
problem  when  a  well-functioning  registry  is  in  opera- 
tion and  the  medical  and  administrative  staff  realize 
its  value  toward  better  patient  care. 


U.  S.  Department  of  Health,  Education, 
AND  Welfare 

The  cooperation  of  physicians  is  requested  in  the  re- 
ferral of  patients  with  the  highly  suspicious  or  proven 
diagnosis  of  a  carotid  body  tumor.  This  study  is  being 
conducted  at  the  Clinical  Center  of  the  National 
Institutes  of  Health  by  the  National  Cancer  Institute 
and  the  National  Institute  of  Arthritis  and  Metabolic 
Diseases.  The  purpose  of  this  investigation  is  to  relate 
histochemical  evidence  of  catecholamine  containing 
cells  in  carotid  body  tissue  to  excretion  of  catechol- 
amines and  their  metabolites. 

Patients  admitted  will  be  evaluated  for  definitive 
treatment.  Upon  completion  of  their  study,  the  referring 
physician  will  be  contacted  concerning  the  indications 
for  treatment  and  a  cooperative  decision  made  as  to 
whether  the  treatment  be  best  carried  out  at  the  Clinical 
Center  or  back  in  the  hands  of  the  referring  physician. 


Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  this  study  may  write  or  tele- 
phone: Alfred  S.  Ketcham,  M.D.,  Clinical  Center.  Room 
lON-116  National  Institutes  of  Health,  Bethesda.  Mary- 
land 20014. 

+     *     ♦ 

The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  for  a  study  being  conducted  by  the 
Endocrinology  Branch  of  the  National  Cancer  Institute 
at  the  Clinical  Center.  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Patients  with  early  metastatic  breast  cancer  are 
needed  for  study  and  treatment.  Patients  with  diseases 
of  the  gonads  or  pituitary  will  be  accepted  for  diagnosis 
and   initiation  of  therapy. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  this  study  may  write  or  tele- 
phone: Mortimer  B.  Lipsett.  M.D.,  or  Griff  T.  Ross, 
M.D.,  Clinical  Center,  Room  12-N-204,  National  Insti- 
tutes of  Health.  Bethesda,  Maryland  20014. 

*        *         * 

A  $125,000  grant  to  the  World  Health  Organization 
to  help  finance  an  international  pilot  study  of  schizo- 
phrenia has  been  announced  by  Dr.  Stanley  F.  YoUes. 
Director,  National  Institute  of  Mental  Health,  U.  S. 
Public  Health  Service.  An  additional  $250,000  in  support 
by  NIMH  is  planned  over  a  three-year  period.  Other 
participating  countries  will  support  the  project  in  vary- 
ing amounts  and  the  WHO  will  supply  $145,000  each 
year. 

Scientists  participating  in  the  study  will  try  to  devise 
and  to  apply  standard  methods  of  identifying  schizo- 
phrenics. They  will  attempt  to  agree  on  standard  ways 
to  describe  the  psychological  and  behavorial  character- 
istics of  schizophrenic  patients,  and  for  determining 
the  effect  that  cultural  and  social  differences  have  on 
the  course  of  the  disease. 

The  study  will  be  conducted  in  eight  countries.  They 
are  the  United  States,  Russia,  Denmark.  Great  Britain, 
Columbia,  Nigeria,  Nationalists  China,  and  India. 
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